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A review  of  the  research  being  done  upon  the  etiologic  and  therapeutic  aspects  of  malignant  lesions 
shows  that  progress  is  being  made,  and  all  hope  for  a “break-through”  of  knowledge  regarding  causes. 
Some  apparent  etiologic  factors  seem  most  certain  to  play  a role  in  malignancy. 

Progress  in  Cancer  Research  and  Control* 

J.  R.  HELLER,  M.D.,  New  York,  New  York 


Cancer  has  become  increasingly  a subject 
of  interest  and  concern  to  both  the  public 
and  the  scientific  and  medical  profession. 
This  has  come  about,  I believe,  for  three 
reasons.  First,  there  is  more  cancer.  Sec- 
ond, we  can  do  more  about  it,  and  third,  the 
pace  and  progress  of  research  in  the  cancer 
field  has  accelerated  enormously  in  recent 
years. 

I am  sure  you  are  all  well  aware  of  the 
increase  in  the  number  of  cancer  patients. 
Cancer  ranked  seventh  as  a cause  of  death 
in  1900,  had  climbed  to  fourth  place  by  1925 
and  now  is  second  only  to  the  cardiovascu- 
lar disorders.  Some  450,000  new  cases  of 
cancer  are  diagnosed  every  year,  about  700,- 
000  persons  are  under  treatment  for  cancer 
and,  if  the  present  trends  continue,  40  mil- 
lion Americans  now  living  will  develop  can- 
cer and  26  million  of  them  will  die  of  it. 
This  increase  has  come  about,  of  course, 
largely  as  a result  of  medical  progress  in 
other  fields,  leading  to  conquest  of  the  older 
killers  and  increased  longevity  of  the  popu- 
lation. Nevertheless,  the  problem  becomes 
increasingly  urgent. 

Steady  gains  have  been  made  in  the  con- 
trol of  the  disease.  In  the  early  1900’s,  a 
cancer  patient  had  little  chance  of  being 
cured  of  his  disease.  Twenty  years  ago,  one 
of  every  four  cancer  patients  survived,  and 
today  the  disease  is  apparently  being  elimi- 
nated in  one  of  every  three  patients,  some 
150,000  men,  women  and  children  a year. 


*Presented  at  the  Tennessee  Valley  Medical  As- 
sembly, September  27,  1960.  Dr.  J.  R.  Heller, 
President,  Memorial  Sloan-Kettering  Cancer  Cen- 
ter, New  York,  N.  Y. 


Furthermore,  and  this  is  a primary  chal- 
lenge to  all  of  us  now  working  in  this  field, 
this  rate  of  cure  can  be  substantially  im- 
proved merely  by  the  better  application  of 
what  we  already  know,  by  shortening  the 
gaps  between  the  time  the  first  sign  of  can- 
cer appears  and  the  time  that  definitive 
treatment  is  given.  This  is  largely  a matter 
of  education — public  education  to  encourage 
patients  to  have  regular  health  examina- 
tions, to  recognize  warning  symptoms,  and 
to  consult  their  physicians  promptly,  and  of 
professional  education  to  make  physicians 
more  cancer-conscious  and  to  train  young 
doctors  in  the  skills  of  cancer  detection  and 
treatment.  It  is  estimated  that  improve- 
ment in  these  areas  alone  would  increase 
the  overall  cure  rate  for  cancer  to  50  per 
cent. 

Cancer  Detection 

One  vital  link  in  the  chain  of  events  lead- 
ing to  prompt  cancer  treatment  is  detection 
of  the  disease.  The  search  for  a simple  sero- 
logic test  for  systemic  cancer  continues,  but 
so  far  this  goal  has  not  been  achieved.  In 
the  meantime,  the  thorough  physical  ex- 
amination of  apparently  healthy  men  and 
women — whether  in  the  office  of  the  private 
doctor  or  in  the  special  clinic — offers  the 
best  chance  of  uncovering  cancer  in  its 
early,  asymptomatic  stage.  Results  of  the 
cytologic  survey  for  uterine  cancer  con- 
ducted a few  years  ago  in  Memphis1  clearly 
illustrates  the  value  of  the  Papanicolaou 
test  for  cancers  of  the  female  genital  area, 
the  second  most  common  site  of  cancer 
among  women.  Among  108,000  women  ex- 
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amined,  about  800  cases  of  cancer  were  de- 
tected and  later  diagnosed  microscopically. 
Half  of  these  proved  to  be  intra-epithelial 
carcinoma,  which  has  an  extremely  high 
cure  rate.  Ninety  per  cent  of  these  were  un- 
suspected. In  a second  survey  of  some  of  the 
same  women  one  year  later,  the  detection 
rate  for  invasive  cancer  had  dropped  from 
3.4  per  thousand  to  0.3  per  thousand;  in 
other  words,  most  of  these  cancers  develop 
slowly,  and  before  they  become  invasive, 
there  is  ample  time  for  their  detection  in 
the  early,  generally  curable  stage. 

Day  and  his  associates2  at  Strang  Cancer 
Prevention  Clinic  have  been  conducting  fol- 
low-up studies  of  patients  referred  for  treat- 
ment during  1954  in  order  to  analyze  and 
evaluate  their  experience  with  early  detec- 
tion procedures.  Of  25  patients  with  rectal 
and  colon  lesions  (including  11  patients 
with  polyps,  which  are  routinely  considered 
premalignant  by  the  Strang  group),  22  show 
no  present  evidence  of  disease.  Of  the  23 
patients  detected  in  1954  with  breast  cancer, 
20  show  no  present  evidence  of  disease. 
These  survival  rates  of  well  over  80  per  cent 
offer  a very  cogent  argument  in  favor  of 
the  routine  cancer  examination. 

Advances  in  Cancer  Treatment 

Improvements  in  methods  for  definitive 
cancer  treatment  also  play  an  important 
role  in  the  present  more  favorable  outlook 
for  the  cancer  patient,  and  I do  not  believe 
we  have  yet  reached  the  limits  of  curative 
cancer  surgery  and  radiation.  Many  of  us 
are  watching  with  great  interest  to  see  if 
local  use  of  alkylating  agents  immediately 
postoperatively  to  prevent  dissemination  of 
cancer  cells  from  the  operative  site  will  im- 
prove cure  rates  for  the  disease.3  Another 
area  of  particular  pertinence  to  the  cancer 
surgeon  are  the  many  studies  on  tissue 
transplantation  now  underway.  If  ways 
could  be  found  to  breach  the  immunologic 
barrier,  vital  organs  invaded  by  cancer 
could  be  removed  and  replaced.  Recent 
studies  at  Memorial  Sloan-Kettering  have 
shown  that  some  cancer  patients,  presuma- 
bly because  of  some  decrease  in  a factor  of 
natural  resistance,  will  accept  skin  trans- 
plants—and  so  presumably  transplants  of 
other  organs — far  more  readily  than  per- 
sons who  do  not  have  cancer.  In  two  in- 


stances, long  term  survival  of  grafts  of  tis- 
sue from  other  species  (pig  skin)  have  been 
obtained.4  If  this  specific  defense  factor 
could  be  similarly  depressed  in  other  cancer 
patients,  the  horizons  of  curative  surgery 
would  be  expanded  enormously. 

Statistical  emphasis  on  cancer  “cure”  or 
“survival”  rates  should  not  lead  us  to  over- 
look what  the  physicians  now  can  provide 
in  terms  of  useful  palliation  for  many  can- 
cer patients.  A number  now  can  live  for 
years  with  their  cancers,  perhaps  for  their 
normal  life  span,  if  they  have  competent 
and  intelligent  medical  care.  Surgery  and 
x-ray  play  a useful  role  in  palliative  treat- 
ment, of  course,  as  does  the  control  of  sec- 
ondary problems,  such  as  infection  and  elec- 
trolyte imbalance.  In  addition,  there  is  an 
increasing  number  of  chemical  agents  for 
cancer  control  and,  perhaps  more  important, 
a tremendous  increase  in  the  acceptance  of 
cancer  chemotherapy  as  a conventional  tool 
of  modern  medicine.  About  20  compounds 
including  Methotrexate,  6-mercaptopurine, 
the  alkylating  agents,  and  adrenocortical 
hormones  now  are  available  for  the  treat- 
ment of  patients  with  the  leukemias  and 
lymphomas.  Alterations  in  hormone  bal- 
ance produce  substantial  benefits  in  the  ma- 
jority of  men  with  advanced  prostatic  can- 
cer and  in  about  half  of  the  women  with 
disseminated  carcinoma  of  the  breast.  Al- 
kylating agents  provide  objective  though 
temporary  benefits  in  about  30%  of  women 
with  advanced  ovarian  carcinoma  as  well  as 
in  patients  with  disseminated  carcinoma  of 
the  lung.  Promising  results  have  been  seen 
in  the  treatment  of  children  with  Wilm’s 
tumor  with  the  antibiotic,  Actinomycin  D,r’ 
and  striking  effects  have  been  seen  in  the 
chemotherapy  of  choriocarcinoma  in  the  fe- 
male.6 Choriocarcinoma  is  an  extremely 
rare  malignancy  but  this  is  the  first  time 
that  any  results  which  could  possibly  be 
considered  as  cures  have  been  achieved  by 
cancer  chemotherapy  and  they  offer  great 
encouragement  to  all  of  us  in  the  field. 

These  new  methods  of  cancer  treatment 
are  important  for  several  reasons.  They 
benefit  the  patient,  even  though  temporar- 
ily, relieving  discomfort  and  pain  and  de- 
laying dependence  on  the  narcotics.  They 
have  concentrated  useful  attention  on  the 
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natural  course  of  advanced  cancer  and  so 
greatly  increased  knowledge  about  the  dis- 
ease. They  give  the  patient  and  his  family 
the  assurance  that  everything  possible  is 
being  done  and  that  active  hopeful  treat- 
ment is  being  continued;  this,  incidently,  is 
the  medical  profession’s  strongest  defense 
against  the  cancer  quack.  Finally,  by  af- 
fording glimpses  of  even  transient  chemical 
control  of  cancer,  they  have  added  greatly 
to  the  optimism  and  enthusiasm  with  which 
this  difficult  search  has  been  continued. 

Cancer  Chemotherapy 

Recently,  and  partly  as  a result  of  these 
limited  successes,  there  has  been  an  enor- 
mous increase  in  research  in  the  field  of 
cancer  chemotherapy.  In  1954,  the  Cancer 
Chemotherapy  National  Service  Center  was 
established  to  coordinate  laboratory  and 
clinical  investigation  in  this  field  and  serve 
as  a clearing  house  for  information  about 
new  drugs.  Some  50,000  agents  are  now 
being  tested  annually  under  this  program 
and  currently  some  100  are  undergoing  vari- 
ous stages  of  clinical  trial.  Among  the  most 
intensively  studied  at  the  moment  are  5- 
fluorouracil  and  related  pyrimidine  com- 
pounds.7 These  compounds  clearly  produce 
objective  regressions  in  cancers  of  the 
breast  and  of  the  large  bowel,  but  whether 
or  not  the  responses  are  consistent  enough 
or  of  long  enough  duration  to  be  of  practical 
value  has  not  yet  been  determined.  In  any 
case,  it  is  certain  that  interest  in  this  class 
of  compound  will  continue  for  some  time. 

You  are  familiar,  I am  sure,  with  the 
work  of  Creech  and  his  group*  at  Tulane  in 
treating  certain  types  of  cancer,  particu- 
larly melanoma  involving  the  extremities, 
by  the  perfusion  technic.  Using  this  meth- 
od, they  have  been  able  to  deliver  high 
doses  of  chemical  agents  to  areas  of  the 
body  which  can  be  isolated  from  the  gen- 
eral circulation.  More  recently,  at  Memo- 
rial Sloan-Kettering,  our  investigators  have 
been  studying  a slightly  different  method  of 
regional  chemotherapy.  In  the  first  series 
of  patients,  treated  in  conjunction  with  the 
Veteran’s  Administration  Hospital,  Metho- 
trexate was  infused  into  the  carotid  artery 
of  patients  with  cancer  of  the  head  and 
neck.  Simultaneously,  the  patients  were 
given  citrovorum  factor  to  protect  against 


systemic  effects  of  the  drug.  This  infusion 
method  permits  the  use  of  a much  wider 
range  of  drugs  than  the  perfusion  technic, 
since  perfusion  can  be  used  for  a maximum 
of  only  two  hours  and  most  of  the  antican- 
cer drugs  of  the  antimetabolite  class  require 
several  days  to  exert  their  effects.  Like 
perfusion,  the  infusion  technic  is  limited  in 
its  effectiveness  to  cancers  which  have 
spread  only  locally  and  which  are  depend- 
ent upon  one  blood  supply,  but  a few  very 
dramatic  results  have  been  seen.1'  At  pres- 
ent, a study  is  going  on  in  Africa,  where 
conventional  methods  of  therapy  are  not 
available,  to  evaluate  the  usefulness  of  the 
infusion  Methotrexate-citrovorum  factor 
method  in  the  treatment  of  advanced  cancer 
of  the  uterus.  Plans  are  being  made  to  try 
different  combinations  of  agents  and  differ- 
ent sites  of  cancer  in  patients  in  this  coun- 
try. 

Epidemiology 

Another  field  which  I regard  as  of  par- 
ticular interest  and  promise  in  the  field  of 
cancer  research  is  that  of  epidemiology.  By 
comparing  the  relative  incidence  of  cancer 
among  various  groups  at  various  times,  it 
is  possible  to  obtain  very  strong  clues  to  the 
environmental  causes  of  many  types  of  can- 
cer. This  type  of  detective  work  has  led  to 
identification  and  elimination  of  many  in- 
dustrial exposures  to  carcinogens  and  is 
now  being  extended  to  the  analysis  of 
broader  environmental  factors. 

You  are  all  familiar,  I am  sure,  with  the 
many  statistical  studies  which  have  been 
done  on  lung  cancer.  It  is  clear  from  the 
abrupt  rise  in  epidermoid  carcinoma  of  the 
lung  that  it  is  under  the  influence  of  some 
changing  factor  or  factors  in  the  environ- 
ment. There  seems  to  be  no  reasonable 
doubt  that  cigarette  smoking  increases  the 
risk  of  lung  cancer  development.  Current 
studies  are  underway  to  determine  the  im- 
portance of  other  factors,  particularly  air 
pollution,  on  lung  cancer  development.  Un- 
der the  supervision  of  the  Sloan-Kettering 
Division  of  Preventive  Medicine,  a study 
was  completed  in  1958  of  lung  cancer  among 
Seventh  Day  Adventists  living  in  Los  An- 
geles.10 This  group  was  selected  because 
of  its  abstinence  from  smoking  and  its  resi- 
dence in  a city  which  has  a special  air  pol- 
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lution  problem.  Epidermoid  carcinoma  of 
the  lung  was  10  times  less  common  among 
Seventh  Day  Adventists  than  among  the 
general  population,  even  among  those  Sev- 
enth Day  Adventists  living  in  the  Los  An- 
geles area.  A companion  study  is  now  be- 
ing set  up  in  Venice,  where  smoking  is 
prevalent  but  air  pollution  practically  non- 
existent. 

Another  form  of  cancer  for  which  an  en- 
vironmental influence  is  suspected  is  car- 
cinoma of  the  stomach.  A recent  study 
has  confirmed  previous  indications  that  this 
type  of  cancer  is  on  the  decline  in  this 
country,  and  that  it  occurs  more  frequently 
in  the  lower  socio-economic  groups  and  in 
the  northern  part  of  the  country.11  Strik- 
ing differences  can  be  found  between  the 
incidence  of  stomach  cancer  in  the  United 
States  and  in  Japan  and  Iceland,  where  the 
rates  are  extremely  high.  Retrospective 
studies  of  dietary  habits  and  many  other 
factors,  such  as  food  and  water  supply,  of 
stomach  cancer  patients  and  control  groups 
have  been  made  in  this  country,  Japan,  and 
Iceland,  and  are  now  being  processed  for 
I.B.M.  analysis. 

A very  extensive  international  study 
among  breast  cancer  patients  and  controls 
has  been  recently  completed  among  women 
in  this  country,  Great  Britain,  India,  and 
Japan.12  The  incidence  of  breast  cancer  is 
low  in  Japan,  but  in  this  country  is  ex- 
tremely high  and  perhaps  increasing.  The 
results  were  interesting  although  not  clear 
cut.  No  relationship  has  been  found  be- 
tween breast  cancer  and  some  factors  pre- 
viously thought  to  play  a role  in  its  develop- 
ment; these  include  trauma,  breast  size, 
having  been  nursed  by  one’s  mother,  and 
hormone  therapy.  Daughters  and  sisters  of 
breast  cancer  patients  seem  to  have  an  in- 
creased risk  of  developing  the  disease.  The 
low  incidence  of  breast  cancer  in  Japan  is 
not  due  solely  to  the  long-term  nursing  as 
practiced  by  the  Japanese  woman  but,  as 
was  previously  suspected,  to  some  more 
complex  factor  or  combination  of  factors. 
The  evidence  suggests  that  ovarian  function 
is  somehow  involved,  since  breast  cancer  is 
infrequent  among  women  castrated  at  an 
early  age,  more  frequent  among  single  and 
infertile  married  women,  and  has  a positive 
correlation  to  endometrial  cancer  and  a neg- 


ative correlation  to  ovarian  cancer.  Nurs- 
ing may  influence  breast  cancer  by  its  de- 
pression of  ovarian  function.  Despite  the 
difficulty  of  sorting  out  the  many  inter- 
related data  involved,  it  seems  certain  that 
the  endocrine  system  plays  a vital  role  in 
development  of  breast  cancer. 

Studies  of  experimental  carcinogenesis 
are  carried  out  in  conjunction  with  the  epi- 
demiologic surveys.  Ways  are  still  being 
sought  to  reduce  the  carcinogen  content  of 
cigarettes,  although  there  have  not  as  yet 
been  any  practical  results.  In  cooperation 
with  a leading  automobile  manufacturer, 
gasoline  engine  exhaust  is  being  analyzed. 
As  part  of  a current  study,  on  the  relation- 
ship of  penile  hygiene  and  cancer  of  the 
cervix,  the  carcinogenic  activity  and  ele- 
ments in  human  smegma  are  under  study. 

It  is  my  belief  that  as  our  knowledge  and 
our  tools  improve,  epidemiologic  studies 
will  unearth  factors  in  the  development  of 
many  different  types  of  cancer  and  that,  by 
elimination  of  these  factors,  substantial 
gains  toward  practical  cancer  prevention 
will  be  made  in  the  years  ahead. 

The  Cancer  Viruses 

The  third  area  of  cancer  research  which 
deserves  mention  concerns  the  cancer  vi- 
ruses. Virus  cancer  research  began  over 
half  a century  ago,  but  it  has  seen  a re- 
markable resurgence  of  activity  and  prog- 
ress in  the  last  decade.  A number  of  new 
oncogenic  viruses  have  been  discovered 
since  1950.  One  of  the  most  interesting  of 
the  recently  discovered  viruses  is  that  iso- 
lated by  Stewart  and  Eddy13  of  the  National 
Cancer  Institute.  This  agent,  known  as  the 
polyoma  virus,  has  been  found  to  produce 
twenty-three  different  types  of  tumors  when 
inoculated  into  newborn  mice.  Further- 
more, it  has  been  found  to  have  the  addi- 
tional remarkable  capacity  of  crossing 
strains  and  species  barriers  to  induce  sar- 
comas and  other  tumors  in  hamsters  and 
rats.14- 15 

Successful  vaccination  now  has  been 
achieved  against  several  of  the  tumor  vi- 
ruses. Burmester10  has  prepared  immune 
sera  against  the  virus  of  visceral  lympho- 
matosis. In  1957,  Friend17  reported  a vac- 
cine against  the  Friend  leukemia  which  can 
protect  85  to  90%  of  the  animals  challenged 
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with  the  virus,  and  in  1958,  Stewart  and 
Eddy1K  succeeded  in  immunizing  hamsters 
against  polyoma  virus. 

For  many  years,  there  have  been  two 
main  schools  of  thought  on  the  nature  of 
cancer.  Some  scientists  have  held  to  the 
mutation  theory,  arguing  that  cancer  clearly 
represents  a change  in  the  hereditary  na- 
ture of  the  cell.  The  other  theory,  long 
held  abroad  and  gaining  in  popularity  here, 
is  that  viruses  are  the  cause  of  many  if  not 
all  cancers.  Cellular  function  and  heredity 
is  now  believed  to  be  governed  by  a partic- 
ular chemical  known  as  DNA  and  cellular 
mutations  to  be  caused  by  changes  in  the 
DNA.  When  the  polyoma  virus  is  stripped 
of  its  protein  coat,  it  has  been  shown  re- 
cently, the  chemical  substance  that  remains 
is  also  a DNA.  Finally,  if  this  polyoma 
DNA  is  injected  into  laboratory  animals, 
tumors  result.19 

There  is  no  direct  evidence  of  an  inter- 
action between  the  cellular  DNA  and  the 
viral  DNA  but  it  is  an  interesting  hypothe- 
sis and  confirmation  is  being  intensively 
sought.  In  any  case,  it  seems  clear  that  two 
mainstreams  of  cancer  research  are  now 
joining  and  that  these  investigations  are 
leading  closer  and  closer  to  basic  problems 
of  the  nature  of  growth  and  heredity  as 
well  as  a deeper  understanding  of  the  can- 
cer process. 

Summary 

In  summary,  the  cancer  problem  is  in- 
creasing in  magnitude,  largely  as  a result 
of  medical  progress  in  other  areas.  The 
outlook  for  the  cancer  patient  has  improved, 
and  further  advances  may  be  expected  as 
a result  of  progress  in  public  and  profes- 
sional education  and  methods  for  cancer 
detection  and  treatment.  Cancer  research 
is  moving  at  an  accelerated  pace,  particu- 
larly in  the  fields  of  chemotherapy,  epi- 
demiology, and  the  cancer  viruses,  in  which 
recent  advances  offer  not  only  the  hope  for 
improved  cancer  treatment  and  prevention 
but  also  a deeper  insight  into  the  nature  of 
the  cancer  process. 
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Problems  of  the  Part-Time  Industrial  Physican* 

P.  J.  FLIPPIN,  M.D.,  Decherd,  Tenn. 


In  recent  years,  the  trend  toward  indus- 
trialization of  the  South  has  resulted  in  a 
new  type  of  service  expected  of  the  medical 
profession  throughout  the  Southern  states. 
Occupational  health  services  must  be  pro- 
vided for  these  new  industrial  installations. 
As  members  of  the  medical  profession,  we 
should  have  the  vision  to  anticipate  the 
problems  associated  with  this  type  of  serv- 
ice and  meet  these  additional  responsibili- 
ties before  our  shortcomings  are  brought  to 
our  attention  by  outsiders. 

Many  of  us  think  of  occupational  health 
or  industrial  medical  programs  as  primarily 
designed  for  sprawling  plants  that  employ 
many  thousands  of  workers.  We  tend  to 
think  of  a huge  steel  mill,  with  all  its  var- 
ied activities,  as  a typical  situation.  True, 
there  are  many  such  plants  in  this  country 
but,  surprising  as  it  may  seem,  they  are  in 
the  minority  as  far  as  the  percentage  of  the 
total  working  force  employed  is  concerned. 
Magnuson1  states  that  99%  of  all  firms  un- 
der the  old  age  and  survivors  insurance  pro- 
gram of  the  Social  Security  Administration 
employ  less  than  500  workers,  and  that  em- 
ployees of  small  businesses  represent  ap- 
proximately two-thirds  of  our  labor  force. 
Other  writers  place  the  figure  as  high  as 
80%  of  the  total  working  population. 

Consideration  of  these  facts  indicates  that 
our  concern  should  be  directed  to  the  area 
where  the  greatest  problem  lies — namely 
the  small  plant.  For  purposes  of  this  dis- 
cussion I have  arbitrarily  chosen  to  define 
a small  plant  as  one  that  employs  less  than 
500  people,  although  in  many  small  towns 
and  rural  areas  this  is  truly  a large  plant 
on  the  basis  of  the  income  it  produces  and 
the  jobs  it  provides.  Plants  of  this  size  do 
not  justify  the  employment  of  a full-time 
physician  as  a rule.  Thus,  the  majority  of 
the  working  force  of  this  country  depend 
for  the  care  of  their  occupational  health 
problems  on  part-time  industrial  physicians, 
that  is,  individuals  in  active  practice  in  the 
immediate  area.  A poll  by  the  American 
Academy  of  General  Practice  some  years 


ago  showed  that  93%  of  its  members  have 
some  responsibility  for  medical  care  in  oc- 
cupational cases.  Obviously,  then,  the  part- 
time  occupational  physician  is  the  impor- 
tant factor  in  industrial  health  programs. 

Many  physicians  who  accept  responsibil- 
ity as  medical  advisors  to  small  plants  have 
never  had  any  previous  direct  experience 
with  occupational  health.  Frequently  in 
the  past  this  has  been  a loose  association  in 
which  a local  practicing  physician  cares  for 
the  accidents  that  occur  in  the  plant  and, 
other  than  this,  has  no  idea  of,  or  desire  to 
know  anything  of  the  manufacturing  proc- 
ess. Having  been  taught  little  in  medical 
school  of  occupational  health  (12.8  hours  is 
the  average  per  school  in  1960  according  to 
Felton2),  and  busy  with  their  own  exten- 
sive practices,  they  look  upon  this  activity 
primarily  as  a means  of  securing  payment 
from  insurance  companies  for  the  accident 
cases  arising  from  this  particular  source. 
Fortunately,  as  more  information  becomes 
available  and  as  the  medical  profession  be- 
comes more  aware  of  the  opportunities  pre- 
sented by  these  small  plants,  such  attitudes 
have  become  less  prevalent.  There  have 
always  been  some  physicians  who  have  rec- 
ognized the  opportunities  in  such  associa- 
tions with  industry  and  who  have  contrib- 
uted to  beginning  and  maintaining  plant 
health  programs. 

Obviously,  then,  these  services  must  be 
furnished  by  physicians  already  in  practice 
who  have  had  no  special  training  in  occu- 
pational health  or  its  ramifications.  Physi- 
cians starting  such  associations  with  indus- 
try need  to  know  of  available  sources  of 
information  concerning  problems  of  orga- 
nizing and  directing  plant  health  programs. 
Too  often  they  find  it  difficult  to  secure 
such  information,  especially  when  they  are 
located  in  small  rural  towns  away  from  ed- 
ucational centers.  Only  occasionally  does 
an  article  concerning  occupational  health 
appear  in  the  usual  medical  journals  they 
receive;  and  when  it  does,  it  is  usually  con- 
cerned with  some  case  report  or  interesting 
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disease  that  has  no  connection  with  the  par- 
ticular problems  encountered  in  the  phy- 
sician’s daily  industrial  contacts. 

No  physician  can  be  expected  to  be  famil- 
iar with  all  the  medical  problems  encoun- 
tered in  industry,  but  there  are  certain  ba- 
sic principles  which  apply  to  all  occupa- 
tional health  departments.  These  should  be 
available  to  all  physicians  who  are  furnish- 
ing professional  service  to  industry.  With 
this  general  knowledge  as  a background,  the 
physician  can  then  acquire  more  specialized 
knowledge  of  the  medical  problems  of  the 
particular  industry  with  which  he  is  con- 
cerned. It  is  these  basic  problems — such  as 
plant  survey,  industrial  hygiene,  examina- 
tions before  employment,  job  placement, 
psychologic  counseling,  relation  of  medical 
service  to  the  safety  program  of  the  plant, 
familiarity  with  the  Workmen’s  Compensa- 
tion Law  of  his  particular  state — that  con- 
cern all  industrial  physicians.  The  physi- 
cian must  also  consider  preventive  meas- 
ures, rather  than  to  be  concerned  mainly 
with  treatment.  Treatment  is  necessary, 
but  the  ideal  is  to  emphasize  preventive 
medicine  in  the  area  concerned  to  avoid 
need  for  remedial  treatment  later. 

Recently  Shepard,3  in  an  excellent  article, 
pointed  out  many  sources  of  information  in 
this  specialized  area.  The  article  was  pub- 
lished in  the  Journal  of  Occupational  Medi- 
cine, which  is  probably  unknown  to  many 
physicians  doing  part-time  occupational 
health  work.  Thus  this  information,  al- 
though published,  is  not  conveniently  avail- 
able to  that  group  who  has  the  most  need 
of  it.  Full-time  industrial  physicians  would 
render  a real  service  by  not  limiting  their 
papers  and  case  reports  to  specialty  jour- 
nals. Publication  in  journals  that  reach  a 
more  diverse  audience,  such  as  state  and 
regional  publications,  is  important. 

Industrial  Medicine  and  Surgery,  in  its 
December  1959  issue,  has  a list  of  books  and 
journals  in  the  field  of  occupational  health. 
This  includes  the  outstanding  journals  as 
well  as  books  concerned  with  industrial 
medicine,  hygiene,  and  toxicology.  It  is 
highly  recommended  as  a source  reference. 
Other  sources  of  information  are: 

1.  State  Medical  Society  Committee  on  In- 
dustrial Health 

2.  Industrial  Hygiene  Department  of  State 


Public  Health  Service 

3.  Council  of  Occupational  Health  of  Amer- 
ican Medical  Association 

4.  Industrial  Medical  Association,  28  E. 
Jackson  Blvd.,  Chicago  4,  111. 

5.  Occupational  Health  Field  Headquarters, 
U.  S.  Public  Health  Service,  Cincinnati 
2,  Ohio. 

6.  Short  Courses  in  Occupational  Health 
offered  by  some  medical  schools  and 
schools  of  public  health. 

7.  Clinical  meetings  of  Industrial  Medical 
Association,  A.M.A.  Section  on  Industrial 
and  Preventive  Medicine  and  Public 
Health,  Industrial  Health  Congress  of  the 
A.M.A.  as  well  as  meetings  of  regional 
medical  societies,  many  of  which  have  a 
section  on  industrial  or  occupational 
medicine. 

8.  Full-time  industrial  physicians  who  will 
be  glad  to  offer  their  advice  and  in  many 
cases  time  to  help  acquaint  others  with 
this  field. 

Recently  there  have  appeared  two  new 
textbooks  on  occupational  medicine,  Occu- 
pational Diseases  and  Industrial  Medicine 
by  Johnstone  and  Miller  and  Modern  Occu- 
pational Medicine  (2nd  Edition)  by  Flem- 
ing, D’Alonzo  and  Zapp.  These  books  ap- 
proach the  field  of  occupational  medicine 
from  different  viewpoints,  and  with  both 
available  the  physician  has  a sound  basis 
for  a rather  complete  orientation  in  this 
health  field. 

Summary 

It  is  pointed  out  that  the  majority  of  the 
working  population  of  the  country  is  em- 
ployed in  small  plants  which  do  not  have 
the  services  of  a full-time  industrial  physi- 
cian. The  practicing  physicians  who  care 
for  these  people  are  frequently  at  a loss  as 
to  where  to  secure  current  information  on 
occupational  health  problems.  Sources 
where  this  information  may  be  secured  are 
pointed  out. 
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Saint  Thomas  Hospital* 

Post-Myocardial  Infarction  Syndrome 
DR.  HERMAN  J.  KAPLAN:  Today’s  pa- 
tient with  an  unusual  complication  of  myo- 
cardial infarction  will  be  presented  by  Dr. 
Magtira. 

DR.  DANILO  I.  MAGTIRA:  Present  Illness. 
This  30  year  old  white  man  was  hospitalized  on 
Nov.  5,  1959,  because  of  sudden,  severe,  squeez- 
ing substernal  pain  of  one  hour’s  duration.  The 
history  was  remarkable  in  that  he  had  had  re- 
current “indigestion”  for  a year  and  that  his  fa- 
ther and  a paternal  uncle  had  coronary  artery  in- 
sufficiency. 

Physical  Examination.  The  physical  findings, 
aside  from  marked  apprehension,  were  within 
normal  limits.  The  B.P.  was  124/70,  the  P.,  68, 
and  the  T.,  98°  F. 

Laboratory  Findings.  The  WBC.  count  was 
11,100  per  cu.  mm.,  the  Hgb.,  13.4  Gm.,  the  serum 
glutamic  oxaloacetic  transaminase,  106  units,  the 
cholesterol,  332  mg.  per  100  ml.,  the  fasting  blood 
sugar  105  mg.  per  100  ml.  The  urinalysis  was 
normal.  The  EKG.  revealed  an  acute  myocardial 
infarction  of  the  posterior  wall. 

Course  in  Hospital.  The  patient  was  given  oxy- 
gen, meperidine  hydrochloride  (Demerol),  pheno- 
barbital  and  aluminum  hydroxide.  Anticoagulants 
were  not  used  because  of  symptoms  suggestive  of 
peptic  ulcer. 

On  the  second  day  a loud,  transient  pericardial 
friction  rub  was  heard.  A portable  chest  x-ray 
study  was  within  normal  limits.  After  a maxi- 
mum temperature  rise  to  101.4°  F.  on  the  second 
day,  the  fever  gradually  defervesced,  and  he  be- 
came afebrile  on  the  6th  day.  Up  to  this  time 
he  had  mild  recurrent  anterior  pleuritic  chest 
pain,  radiating  to  either  shoulder,  and  a non- 
productive cough. 

On  the  12th  day  he  again  developed  severe 
substernal  pain,  sweating  and  hypotension.  The 
EKG.  revealed  an  evolving  myocardial  infarction 
of  the  posterior  wall  with  anterolateral  extension. 
The  WBC.  cell  count  was  9,300  per  cu.  mm.  He 
was  now  started  on  bishydroxycoumarin  (Di- 
cumarol). 

For  3 days  he  had  a low  grade  fever  and  mild 
pleuritic  chest  pain,  but  his  course  remained  un- 
remarkable until  the  25th  day  (13  days  following 
extension  of  the  infarct).  A rise  in  temperature 
up  to  101.4°  F.  ensued,  and  he  experienced  severe 
anterior  pleuritic  chest  pain  radiating  to  both 
shoulders.  The  pain  was  intensified  on  swallow- 
ing and  changing  position.  At  no  time  was  there 
any  evidence  of  peripheral  thrombophlebitis.  He 
had  tachycardia,  distant  heart  sounds  and  moist 
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rales  at  the  lung  bases.  There  was  no  paradoxical 
pulse  or  distention  of  neck  veins.  Electrocardio- 
grams revealed  only  the  evolutionary  changes  of 
the  myocardial  infarction.  Chest  x-ray  films 
showed  enlargement  of  the  cardiac  silhouette  and 
minimal  pleural  effusion  on  the  left.  The  pro- 
thrombin time  was  74%  (15  seconds).  The  Hgb. 
was  10  Gm.,  PCV.,  31  volumes,  serum  glutamic 
oxaloacetic  transaminase,  36  units,  and  the  stool 
was  negative  for  blood.  Febrile  agglutinins  showed 
no  elevation  in  titer.  Cultures  of  the  urine  and 
blood  were  sterile.  By  the  29th  day  there  was 
no  improvement,  in  spite  of  salicylates,  narcotics, 
digitalis  and  chloramphenicol.  The  bishydroxy- 
coumarin (Dicumarol)  was  stopped  and  predni- 
sone was  started  (40  mg.  per  day).  Overnight  he 
became  free  of  symptoms.  The  chest  film  re- 
vealed a gradual  reduction  in  heart  size.  Predni- 
sone was  gradually  decreased  in  dosage  and  dis- 
continued in  about  2 weeks.  He  was  discharged 
on  the  37th  hospital  day. 

Early  in  January  of  1960,  two  months  after  his 
myocardial  infarct,  he  again  developed  similar 
symptoms  which  again  responded  to  short  term 
prednisone  therapy. 

DR.  KAPLAN:  I want  to  emphasize  the 
following  essential  points  in  today’s  discus- 
sion: 

The  patient  developed  severe  pleuroperi- 
cardial pain  and  fever  12  days  after  the  ex- 
tension of  his  myocardial  infarction.  There 
was  marked  enlargement  of  the  cardiac  sil- 
houette— a finding  consistent  with  that  of 
pericardial  effusion.  There  was  no  evidence 
of  peripheral  thrombophlebitis.  No  electro- 
cardiographic or  laboratory  evidence  for  ex- 
tension of  the  myocardial  infarction  was 
found.  The  prothrombin  time  was  not  sig- 
nificantly prolonged;  a marked  drop  in  the 
hemoglobin  occurred.  Bacteriologic  studies 
were  negative,  and  there  was  no  favorable 
response  to  the  administration  of  antibiotics. 
He  responded  promptly  to  prednisone,  re- 
covered, had  recurrence  of  symptoms,  again 
responded  to  prednisone,  recovered  and  re- 
sumed work. 

This  patient’s  course  beautifully  depicts 
the  post-myocardial  infarction  syndrome. 
Dressier1  called  attention  to  this  entity  in 
1956.  In  January  1959,  he  reported  53  cases. 
The  syndrome  consists  of  pericarditis,  pleu- 
risy and  pneumonia  occurring  singly  or  in 
any  combination,  some  time  in  the  post- 
infarction period.  It  resembles  idiopathic 
pericarditis  and  the  post-cardiotomy  syn- 
drome. Dressier  reports  an  incidence  of  3 
to  4%  in  those  having  had  acute  myocardial 
infarction. 
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Pericarditis  in  acute  myocardial  infarc- 
tion is  a relatively  insignificant  event.  In 
the  post-myocardial  infarction  syndrome,  on 
the  other  hand,  it  is  a major  and  impressive 
complication  and  the  most  common  manifes- 
tation of  the  triad  (78%  in  Dressler’s  ex- 
perience). It  has  certain  characteristic  fea- 
tures. The  pericardial  friction  rub  is  heard 
usually  in  the  second  to  eleventh  week  of 
illness  and  may  last  from  3 days  to  11 
weeks.  It  occurs  more  frequently  in  this 
syndrome  than  in  acute  myocardial  infarc- 
tion, where  it  is  heard  on  the  second  to 
fourth  day.  There  is  frequently  a peri- 
cardial effusion  (62%),  which  is  serous  or 
hemorrhagic.  It  has  no  relationship  to  an- 
ticoagulant therapy,  but  anticoagulants  are 
contraindicated.  Serial  x-ray  studies  are 
of  greatest  importance  in  making  the  diag- 
nosis. The  electrocardiogram  shows  evi- 
dence of  pericarditis  in  about  one-half  of 
the  cases. 

Pleurisy  with  effusion  is  also  common  in 
this  complication  (68%).  It  may  be  uni- 
lateral or  bilateral,  serous  or  hemorrhagic. 
It  occurs  in  the  absence  of  congestive  heart 
failure  or  pulmonary  infarction. 

Pneumonia  is  less  frequent  than  pericar- 
ditis or  pleurisy  (28%).  The  pulmonary  in- 
filtrates are  mostly  at  the  bases;  there  may 
be  hemoptysis.  Bacteriologic  studies  are 
nonrevealing  and  antibiotics  do  not  help. 
The  pathologic  findings  are  nonspecific. 
Weiser  and  associates2  reported  a patient 
with  post-myocardial  infarction  syndrome 
who  had  substernal  pain,  a pericardial  fric- 
tion rub,  profuse  persistent  hemoptysis  and 
progressive  massive  consolidation  of  both 
lungs.  The  clinical  diagnosis  was  that  of 
pulmonary  infarction,  and  he  was  not  given 
anticoagulants.  The  patient  died  and  au- 
topsy was  done.  The  findings  revealed  fibri- 
nous adhesions  between  the  visceral  and 
parietal  pericardium  (this  was  4 days  after 
the  friction  rub  was  heard).  In  the  lungs, 
the  “microscopic  picture  resembled  that 
seen  in  atypical  viral  pneumonia.”  There 
was  an  alveolar  hyaline  membrane,  fibri- 
noid necrosis  of  the  alveolar  walls  and  an 
accumulation  of  mononuclear  exudate  in  the 
alveoli.  There  were  no  pulmonary  emboli 
and  no  source  for  them  was  demonstrable. 

Clinically  the  most  impressive  symptom 


of  the  complicating  pleuropericarditis  is 
pain,  which  often  precedes  the  onset  of  fe- 
ver. The  pain  has  a variety  of  character- 
istics. It  may  resemble  that  of  myocardial 
or  pulmonary  infarction.  It  has  been  de- 
scribed as  pressing,  squeezing,  tightening, 
sharp,  stabbing,  radiating  to  the  shoulders, 
neck,  jaws,  and  epigastrium.  It  is  worse  on 
breathing,  yawning  and  swallowing. 

The  laboratory  data  usually  reveal  a 
white  blood  cell  count  between  10,000  and 
20,000  per  cubic  millimeter.  The  serum 
transaminase  is  often  normal.  Bacteriologic 
studies  are  negative.  There  may  be  anemia. 

The  course  is  frequently  one  of  recur- 
rence, symptoms  usually  lasting  one  to  two 
weeks.  It  is  self-limited.  In  the  milder 
forms  salicylates  and  narcotics  suffice.  In 
the  severe  cases  steroids  are  almost  specific, 
bringing  about  almost  miraculous  improve- 
ment. The  tendency  to  recurrence  is  greater 
when  steroids  are  used.  Anticoagulants  are 
contraindicated. 

The  etiology  is  unknown  and  it  is  related 
to  neither  the  size  nor  site  of  the  infarct. 
Dressier  postulates  a hypersensitivity  re- 
action to  antibodies  as  a result  of  trauma  of 
the  infarct. 

DR.  T.  C.  HAHN:  Are  there  any  com- 
ments? 

DR.  WILLIAM  F.  SHERIDAN:  I recently 
saw  a patient  in  the  post-infarction  period 
with  symptoms  similar  to  those  of  the  pa- 
tient presented  today.  This  complication 
of  myocardial  infarction  may  not  be  so  rare. 

DR.  FREDERIC  E.  COWDEN:  How  can 
one  distinguish  the  post-myocardial  infarc- 
tion syndrome  from  pulmonary  infarction? 

DR.  KAPLAN:  It  may  be  very  difficult. 
Evidence  of  pericarditis,  in  the  presence  of 
pneumonia  or  pleurisy,  would  be  most  help- 
ful. 

DR.  LAURENCE  A.  GROSSMAN:  The 
patient’s  response  to  steroids  may  be  of 
great  help  in  distinguishing  between  the 
post-myocardial  infarction  syndrome  and 
pulmonary  infarction. 

DR.  HAHN:  I regret  that  our  time  limit 
prevents  further  discussion.  However,  let 
me  summarize  the  important  points  to  re- 
member in  considering  the  post-myocardial 
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infarction  syndrome,  as  brought  out  in  to- 
day’s discussion. 

1.  It  should  not  be  confused  with  pul- 
monary infarction  or  extension  of  the  myo- 
cardial infarction. 

2.  Anticoagulants  are  dangerous  and  con- 
traindicated. 

3.  In  general,  the  post-myocardial  infarc- 


tion syndrome  is  a benign  process  and  car- 
ries an  excellent  prognosis. 
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Pheochromocytoma.  Diefendorf,  R.  O.,  O’Donnell, 
A.,  and  Creeman,  E.  W.  Arch.  Surg.  81:679,  1960. 

Pheochromocytoma,  once  considered  rare,  is  being 
reported  with  increasing  frequency.  The  fact 
that,  annually,  800  people  die  in  the  United  States 
from  this  disease  and  all  could  be  saved  is  the 
stimulus  for  discussing  this  entity.  A typical  case 
(history,  symptoms,  and  laboratory  data)  with 
surgical  management  and  postoperative  care  is  re- 
ported. The  discussion  includes:  (1)  locations  of 
tumors;  (2)  pathology;  (3)  pathological  physiol- 
ogy; (4)  diagnosis;  (5)  surgical  management, 
stressing  control  of  hypertension  and  hypotension; 
and  (6)  proper  anesthesia.  The  following  conclu- 
sions are  reached:  (1)  Pheochromocytoma  is  more 
common  than  was  originally  thought.  (2)  As  a 
curable  disease,  failure  to  diagnose  represents 
great  tragedy.  (3)  When  this  tumor  is  present 
and  unrecognized,  operation  for  unrelated  con- 
ditions frequently  proves  disastrous. 


Respiratory  Depression  with  Intraperitoneal  Neo- 
mycin. Mann,  L.  S.,  and  Levin,  M.  J.  Arch.  Surg. 
81:690,  1960.  Twenty-eight  adult  male  patients, 
each  of  whom  received  2 Gm.  of  neomycin  intra- 
peritoneally  during  surgery,  were  compared  with 
25  controls.  Both  groups  had  similar  anesthetic 
management.  Fifteen  of  the  neomycin-treated  pa- 
tients showed  varying  degrees  of  respiratory  de- 
pression, as  compared  to  3 of  the  controls.  Three 
of  the  neomycin-treated  group  exhibited  total 
apnea  for  periods  up  to  more  than  10  hours.  Six 
others  experienced  severe  respiratory  depression 
without  apnea,  and  the  remaining  6 showed  mild 
depression  of  respiration.  Of  the  controls,  2 had 
minimal  and  1 had  moderate  depression.  Dosage 
has  now  been  reduced  to  1 Gm.  of  1 per  cent  so- 
lution. A continuing  study  to  determine  the  ef- 
fects of  the  reduced  dosage  is  under  way.  To 
date  we  have  observed  no  depression  in  adults 
receiving  this  dosage. 
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Methodist  Hospital 

Histoplasmosis* 

A 70  year  old  white  retired  man  was  ad- 
mitted to  the  hospital  with  the  complaints 
of  chills  and  fever  of  3 weeks  duration. 

He  stated  that  about  5 weeks  before  admission, 
he  had  noticed  enlarged  cervical  lymph  nodes. 
Then  he  began  to  have  intermittent  chills  which 
would  be  followed  by  temperature  elevations  to 
101-102°  F.  There  was  some  vague  pain  in  the 
upper  chest.  He  had  not  had  a “cold”  and  there 
was  no  history  of  cough.  Before  admission  he 
had  received  “sixteen  mycin  capsules  and  one  shot 
of  penicillin”  with  no  effect.  His  physician  had 
advised  lymphnode  biopsy,  and  this  had  been  re- 
fused by  the  patient.  Inquiry  into  his  past  his- 
tory revealed  an  illness  thought  to  be  myocardial 
infarction  at  the  age  of  67.  He  had  at  one  time 
been  “a  very  heavy  drinker.”  Six  months  before 
the  onset  of  his  presenting  complaints,  he  had 
married. 

Physical  findings  included  a T.  of  101°F.,  with 
P.  of  90,  R.  of  24,  and  B.P.  was  134/74.  He  was 
rather  obese.  There  was  slight  hyperemia  of  the 
pharynx.  Many  large  lymphnodes  were  palpable 
on  both  sides  of  the  neck,  in  the  axillas,  and  in 
the  inguinal  regions.  The  heart  and  lungs  were 
normal.  The  liver  and  spleen  were  both  de- 
scribed as  “enlarged”;  no  other  abdominal  organs 
or  masses  were  felt. 

A scout  film  of  the  abdomen  showed  “a  vague 
density  (which)  overlies  the  right  upper  quadrant 
and  epigastrium,”  having  the  appearance  of  a 
mass  in  this  area.  There  were  no  other  abnor- 
malities. Posterior-anterior  and  right  lateral 
views  of  the  chest  were  described:  “The  right 
costophrenic  angle  appears  blunted.  Generalized 
fine  reticulated  densities  are  noted  throughout 
both  lung  fields.  These  radiate  from  both  hili 
peripherally  into  the  lateral  third  and  appear  to 
be  within  the  lung  parenchyma.  This  could  be  on 
a congestive  basis;  however,  the  possibility  of 
lymphangitic  metastases  cannot  be  ruled  out.” 

Admission  urine  showed  12-14  WBC.  per  high 
power  field,  but  was  otherwise  normal.  PCV.  was 
48.5%  with  Hgb.  of  16  Gm.  Total  leukocytes  were 
9,800  with  41%  segmented  neutrophils,  38% 
lymphocytes,  12%  eosinophils,  and  9%  monocytes. 
All  agglutinations  were  negative  and  a blood  cul- 
ture showed  no  growth. 

Initial  treatment  included  x-ray  therapy,  to 
which  there  was  no  response.  His  temperature 
ranged  between  99  and  102.8°  F.,  with  elevations 
most  pronounced  at  night.  On  the  8th  hospital 
day  he  was  given  10  mg.  of  nitrogen  mustard 
(Mustargen)  intravenously;  3 days  later  this  was 


*From  the  Departments  of  Pathology  and  In- 
ternal Medicine,  Methodist  Hospital,  Memphis, 
Tenn. 


repeated.  Subsequently,  the  cervical  lymphnodes 
were  not  palpable,  and  the  other  nodes  became 
smaller.  The  liver  was  still  enlarged  and  fever 
persisted.  A portable  chest  film  showed  . . ad- 
vancement of  the  diffuse  reticular  process.  This 
almost  assumes  a miliary  type  pattern.  Pulmonary 
tuberculosis  as  well  as  numerous  other  entities 
must  be  considered.  No  gross  evidence  of  pleural 
fluid.”  The  PCV.  was  now  43%  and  total  leuko- 
cytes 7,500.  An  N.P.N.  was  52.5  mg./lOO  ml.  It 
was  still  felt  that  the  primary  disease  was  one  of 
the  lymphomas  with  pulmonary  and  hepatic  in- 
volvement; because  of  the  possibility  of  superim- 
posed infection,  he  was  given  antibiotics. 

By  the  14th  hospital  day  he  appeared  to  be 
failing  rapidly.  There  were  temperature  eleva- 
tions to  nearly  104°F.  He  had  become  icteric; 
total  serum  bilirubin  was  4.3  mg.  with  a direct  of 
2.4  mg./lOO  ml.  Cephalin  cholesterol  flocculation 
was  3 plus  in  twenty-four  hours  and  4 plus  in 
forty-eight  hours. 

During  the  last  36  hours  of  life,  there  was  pro- 
gressive hypotension.  He  continued  to  have  chills 
and  fever.  He  remained  rational  and  coherent 
until  respiration  suddenly  ceased  on  the  15th  hos- 
pital day. 

DR.  C.  HAROLD  STEFFEE:  I hope  that 
you  have  had  a chance  to  read  the  clinical 
history  and  physical  findings  on  the  patient. 
We  will  not  read  them  for  you.  To  open 
the  discussion  this  evening  I should  like  to 
present  Dr.  Charles  McCall,  who  is  our  con- 
sultant in  pulmonary  physiology.  Dr.  Mc- 
Call. 

DR.  McCALL:  First,  I would  like  to  con- 
gratulate Dr.  Steffee  for  doing  such  a thor- 
ough job  of  avoiding  being  helpful  to  the 
clinician.  I confess  that  even  the  best  ma- 
neuvers acquired  in  my  residency  training 
have  really  let  me  down.  One  such  ma- 
neuver is  to  go  to  the  library  to  find  out 
what  journals  the  pathologist  has  checked 
out.  The  reason  for  this  failing  becomes 
apparent  only  now  as  I see  that  the  journals 
Dr.  Steffee  has  with  him  come  from  his  per- 
sonal library.  He  has  also  employed  an- 
other technique  of  pathologists  calculated 
to  mislead  us.  He  focused  the  projector  by 
using  a slide  of  a blood  smear,  which  he 
quickly  turned  off  on  noticing  that  I was 
also  focusing  upon  it.  Now,  I am  sure  that 
this  slide  had  nothing  to  do  with  the  patient 
we  shall  soon  discuss,  but  this  is  of  rela- 
tively minor  importance  anyway,  as  I have 
no  idea  what  this  slide  was. 

In  essence  the  problem  for  our  considera- 
tion is  that  of  a 70  year  old  white  man  who 
had  an  acute  febrile  illness  of  seven  weeks 
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total  duration  from  onset  to  death.  His  ill- 
ness began  with  the  noticing  of  enlarged 
cervical  nodes.  This  was  followed  in  2 
weeks  by  the  onset  of  chills  and  fever  which 
persisted  over  the  next  5 weeks.  Associated 
with  the  chills  and  fever  were  some  vague 
upper  chest  pains.  He  was  admitted  to  the 
hospital  after  5 weeks  of  illness,  and  we  are 
told  that  on  physical  examination  there 
were  large  bilateral  cervical  nodes,  axillary 
nodes,  and  inguinal  nodes.  Although  in 
general,  it  serves  little  purpose  to  complain 
about  things  we  are  not  told,  the  adenopa- 
thy certainly  is  one  of  the  key  points  in  this 
case.  Therefore,  I must  point  out  the  de- 
sirability of  knowing  a little  more  about  the 
exact  size,  exact  location,  consistency,  and 
whether  or  not  these  nodes  were  single,  dis- 
crete, symmetrical,  or  asymmetrical.  With- 
out this  information  we  cannot  give  an  in- 
telligent differential  diagnostic  discussion  of 
the  adenopathy.  A positive  statement  is 
made  that  the  nodes  were  enlarged  and  that 
the  heart  and  lungs  were  normal,  but  then 
we  read  that  the  liver  and  spleen  were 
“both  described  as  enlarged.”  I will  for  the 
moment  let  that  pass,  but  there  may  be 
some  significance  to  this  wording.  Before 
looking  at  the  x-rays  let’s  consider  the  other 
laboratory  work  and  note  that  there  was  no 
anemia,  the  white  count  was  normal  and 
the  differential  showed  a slight  increase  in 
monocytes  and  12%  eosinophils — findings 
which  may  be  helpful.  May  we  look  at  the 
x-rays  now  please,  Dr.  Mitchum? 

DR.  MITCHUM:  Dr.  Petty  will  go  over 

them. 

DR.  PETTY:  These  were  the  first  films 

that  were  made  on  the  21st  of  December. 
We  have  a plain  film  of  the  abdomen;  PA 
and  lateral  films  of  the  chest.  The  film  of 
the  abdomen  shows  a homogenous  shadow 
high  in  the  epigastrium  which  appears  to 
displace  the  transverse  colon  down  some- 
what. There  is  a normal  gas  pattern  in  the 
colon.  There  is  some  fecal  stasis  present. 
The  abdomen  in  general  is  devoid  of  small 
bowel  gas,  and  there  is  a noticable  lack  of 
stomach  bubble.  The  liver  itself  is  down  to 
the  iliac  crest  and  lacks  some  of  the  sharp 
definition  that  you  see  in  normal  liver  shad- 
ows. It  is  somewhat  blunted,  which  would 
indicate  that  there  is  some  engorgement. 
The  splenic  shadow  I cannot  make  out.  The 


bony  structures  in  general  show  slight  hy- 
pertrophic changes  which  are  compatible 
with  the  patient’s  age.  Looking  over  these 
films,  in  retrospect,  there  is  a lytic  defect  in 
the  end  of  the  rib  here  which  may  be  more 
apparent  than  real,  and  if  it  is  real,  I can’t 
ascertain  from  this  single  study  whether  it 
is  inflammatory  or  neoplastic.  Moving  to 
the  chest,  we  see  the  chest  of  a mildly 
emphysematous  patient;  the  diaphragmatic 
leaves  are  somewhat  flattened.  There  is 
some  blunting  of  one  costophrenic  angle  in- 
dicating that  there  is  probably  some  fluid 
present.  The  fissures  are  accentuated  a lit- 
tle bit  more  than  normal  which  might  also 
indicate  some  fluid.  The  heart  itself  ap- 
pears essentially  within  normal  limits. 
When  we  look  at  the  lung  fields  we  see  a 
very  finely  reticulated  pattern  throughout 
both  lungs;  evenly  distributed.  It  has  the 
appearance  of  following  perivascular  and 
lymphatic  channels.  At  the  time  the  film 
was  first  seen  in  the  department,  the  diag- 
nosis of  lymphangitic  metastatic  carcinoma 
was  considered;  however,  very  early  con- 
gestive failure  could  not  be  excluded.  We 
saw  the  patient  only  one  other  time,  seven 
days  later;  at  which  time,  the  patient  was 
too  ill  to  come  to  the  x-ray  department  and 
a portable  film  was  made.  A rather  good 
portable  film  with  the  exception  that  the 
left  diaphragmatic  leaf  in  the  lower  corner 
is  excluded.  The  lung  fields  in  which  we 
are  most  interested  shows  a progression  of 
the  diffuse  pattern.  It  does  take  on  a very 
spotty  characteristic  which  is  somewhat 
suggestive  of  miliary  distribution;  however, 
on  close  inspection  it  gives  one  an  idea  that 
there  is  either  alveolar  fullness,  or  maybe 
again  progression  of  lymphatic  engorge- 
ment. There  are  numerous  entities  that 
this  could  represent — a form  of  congestion 
—lymphangitic  metastatic  carcinoma — ful- 
minating pulmonary  fibrosis  of  the  Ham- 
man-Rich  variety — histoplasmosis — tubercu- 
losis, etc. 

DR.  McCALL:  Thank  you  very  much. 

This  narrows  it  down  considerably!  It  is 
important  for  us  to  note  not  only  the  bilat- 
eral diffuse  reticular  pulmonary  infiltrate, 
but  also  the  rapid  rate  of  its  progress.  Pos- 
sibly the  reason  for  the  wording  “described 
as  enlarged”  may  mean  that  the  spleen  was 
not  enlarged  at  all.  The  films  do  not  con- 
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firm  splenomegaly,  but  this  does  not  rule  it 
out,  of  course.  If  the  x-ray  mass  in  the 
right  upper  quadrant  is  not  all  liver,  and  it 
does  not  appear  to  be,  it  could  be  in  part, 
mesenteric  lymph  nodes.  To  proceed  then 
with  the  patient’s  course,  we  are  told  that 
he  was  first  given  x-ray  therapy,  but  we  are 
not  told  what  kind  of  x-ray,  how  much,  or 
over  what  period  of  time  it  was  given.  It  is 
simply  stated  that  there  was  no  response  to 
x-ray.  He  was  subsequently  given  10  mgs. 
of  nitrogen  mustard  on  two  occasions.  Al- 
though we  are  not  told  the  patient’s  weight, 
it  was  stated  that  he  was  obese.  Therefore, 
I think  it  would  be  safe  to  conclude  that  he 
received  only  approximately  half  the  usual 
dose  of  nitrogen  mustard.  We  are  told  that 
after  the  nitrogen  mustard,  the  cervical 
nodes  became  impalpable — that  is,  could  no 
longer  be  felt,  and  that  there  was  a decrease 
in  the  size  of  the  other  peripheral  nodes. 
However,  concomitant  with  this  response  of 
peripheral  nodes,  as  we  have  already  been 
shown,  the  pulmonary  infiltrate  progressed, 
the  chills  and  fever  continued,  the  liver  re- 
mained enlarged  and  ultimately  jaundice 
developed.  The  only  information  that  we 
have  about  the  jaundice  is  that  the  total 
bilirubin  was  4.3  with  a direct  of  2.4  mg.  %, 
and  that  the  cephalin  flocculation  was  4 
plus.  After  a seven  weeks  course  we  are 
told  that  the  patient  remained  responsive 
but  became  hypotensive,  continued  to  have 
chills  and  fever,  and  then  was  noted  to 
cease  respiring  on  the  15th  hospital  day. 

In  summary,  we  are  dealing  with  an  eld- 
erly man  with  a febrile  illness,  adenopathy, 
hepatomegaly,  and  pulmonary  infiltration. 
Before  discussing  the  lung  infiltrate,  let’s 
stop  to  reemphasize  that  although  the  ade- 
nopathy and  its  response  to  nitrogen  mus- 
tard are  key  points,  we  are  not  given 
enough  detail  to  allow  a fruitful  discussion 
of  either  generalized  or  local  cervical  ade- 
nopathy. The  number  of  diseases  causing 
chills,  fever  and  adenopathy  is  legion.  How- 
ever, consideration  of  the  pulmonary  infil- 
tration, its  character  and  course  may  allow 
us  to  narrow  the  list  somewhat.  We  are 
told  on  the  protocol  that  on  physical  exami- 
nation the  lungs  were  normal.  This  fact  plus 
the  findings  on  x-ray  of  a diffuse  reticular 
lung  infiltrate  means  that  this  is  an  inter- 
stitial process.  This  is  of  considerable  help 


and  I believe  that  we  can  with  profit,  go 
down  at  least  a partial  list  of  disorders  as- 
sociated with  chills,  fever,  adenopathy,  and 
interstitial  pulmonary  infiltration.  We  can 
narrow  this  list  even  further  if  we  give  con- 
sideration to  the  patient’s  course.  This  was 
not  an  insidious  development  of  an  inter- 
stitial infiltrate  and  it  would  have  to  be 
classified  either  as  acute  or  subacute.  This, 
plus  the  lack  of  history  of  exposure,  rules 
out  pneumonoconiosis.  I think  we  can  also 
eliminate,  by  the  rate  of  progression,  sar- 
coidosis. In  addition,  there  is  no  hilar  ade- 
nopathy. The  collagen  diseases,  particularly 
polyarteritis,  lupus,  scleroderma,  can  have 
interstitial  pulmonary  infiltrates  as  part  of 
the  picture.  Although  the  rapid  rate  of 
progression  does  not  rule  out  collagen  dis- 
ease, the  total  picture  does  not  strongly 
suggest  them.  The  rapid  progression  of  a 
generalized  symmetric  adenopathy  is  against 
lymphangitic  carcinoma  from  such  a pri- 
mary site  as  the  stomach  or  pancreas.  Now 
let’s  consider  infectious  agents.  Virus  dis- 
eases deserve  mention  only  for  complete- 
ness. Tuberculosis  and  fungus  diseases  must 
be  given  strong  consideration  and  will  re- 
quire holding  in  the  front  to  come  back  to 
later.  Idiopathic  pulmonary  fibrosis  cer- 
tainly can  give  this  type  of  pulmonary  in- 
volvement but  would  not  explain  the  total 
picture.  Lymphoma  also  must  be  strongly 
considered. 

To  proceed  in  our  attempt  to  solve  this 
problem  remember  that  this  patient  was 
given  nitrogen  mustard,  and  then  we  are 
told  that  these  large  nodes  (we  don’t  know 
how  large  they  were,  but  must  accept  by 
faith  that  they  were  indeed  large)  after 
nitrogen  mustard  could  no  longer  be  felt. 
This  is  another  key  point.  For  all  practical 
purposes  this  type  response,  which  we 
would  accept  at  face  value  as  fact,  means 
lymphoma. 

I should  like  to  digress  momentarily  to 
call  your  attention  to  a bit  of  past  history, 
about  which  we  have  not  as  yet  talked, 
because  of  the  difficulty  I have  had  in  try- 
ing to  figure  out  exactly  why  Dr.  Steffee 
put  it  in  the  protocol.  I know  it’s  a key  but 
it’s  difficult  to  fit  into  the  lock.  We  are  told 
six  months  before  the  onset  of  his  present- 
ing complaint  he  had  married.  Remember 
that  this  man  was  70  years  of  age.  I first 
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thought  that  possibly  with  multiple  ade- 
nopathy and  history  of  recent  marriage  that 
Dr.  Steffee  wanted  us  to  think  of  cat  scratch 
fever.  Further  thought,  however,  decided 
me  against  this  diagnosis.  Maybe  he  was 
trying  to  tell  me  that  this  man  was  physio- 
logically younger  than  70  years.  This  might 
prove  helpful  in  the  light  of  our  diagnosis 
of  lymphoma,  because  of  the  lymphoma 
group,  I think  we  can  best  fit  this  picture 
into  Hodgkin’s  disease,  which  usually  oc- 
curs in  a younger  age  group. 

Should  you  desire  to  subdivide  Hodgkin’s 
disease — and  there  is  considerable  reason 
not  to  do  this — I think  Hodgkin’s  sarcoma 
is  most  likely.  This  man  had  a rather  acute 
onset  and  early  in  his  course  he  had  promi- 
nent constitutional  symptoms  with  chills 
and  fever.  This  is  characteristic  of  Hodg- 
kin’s disease,  as  opposed  to  lymphosarcoma. 
His  age  of  70,  even  if  we  don’t  make  him 
physiologically  younger,  goes  along  with 
Hodgkin’s  sarcoma.  The  rapid  progression 
of  this  illness  terminating  in  death  also  fit 
this  disorder  as  does  the  early  radio-resist- 
ance. Our  reservation  about  splenomegaly 
in  this  man  does  not  influence  us  greatly 
either  way  as  in  a large  percentage  of  pa- 
tients with  Hodgkin’s  disease  the  spleen  is 
not  palpable  and  in  a like  number  it  is  en- 
larged. Possibly  we  shall  find  that  the 
spleen  was  not  very  enlarged,  but  it  will 
have  no  great  bearing  on  our  diagnosis. 
Hodgkin’s  disease  alone  could  explain  the 
adenopathy,  chills  and  fever,  jaundice,  hep- 
atomegaly, and  the  pulmonary  infiltration 
as  we  see  it  on  the  static  film.  We  know 
that  lymphoma  and  Hodgkin’s  disease  can 
cause  interstitial  pulmonary  infiltration. 
However,  I do  not  believe  it  is  the  explana- 
tion of  the  lung  involvement  in  this  mass 
for  the  following  reasons.  This  man,  though 
given  only  a partial  course  of  nitrogen  mus- 
tard, got  a rather  dramatic  response  in 
terms  of  the  peripheral  nodes.  However, 
concomitantly  the  pulmonary  infiltration  in- 
creased, his  chills  and  fever  continued,  the 
liver  remained  enlarged,  and  he  continued 
to  worsen  and  died.  It  is  hard  for  me  to 
understand  why  that  these  particular  nodes 
responded  dramatically  while  all  the  other 
process  continued  if  this  is  a Hodgkin’s  dis- 
ease alone.  Secondly,  not  only  did  the  lung 
infiltrate  progress,  but  it  did  so  at  too  rapid 


a rate  for  lymphoma.  This  causes  us  to  re- 
turn to  our  consideration  of  tuberculosis 
and  histoplasmosis. 

Having  made  the  diagnosis  of  Hodgkin’s 
disease  and  being  aware  of  increased  inci- 
dence of  tuberculosis  in  patients  with  Hodg- 
kin’s disease  and  not  knowing  of  any  such 
association  with  histoplasmosis,  I shall  give 
most  consideration  to  miliary  tuberculosis. 
However,  we  should  not  lose  sight  of  the 
fact  that  tuberculosis  nodes  do  not  respond 
to  nitrogen  mustard  and  even  when  they 
respond  to  any  tuberculosis  therapy  they 
respond  more  slowly  than  that  recorded  in 
this  patient. 

Therefore,  although  I have  tried  hard  to 
avoid  not  only  the  making  of  two  diagnoses, 
but  especially  two  major  diagnoses,  I am  un- 
able to  reconcile  the  node  response  and  the 
lung  disease  without  concluding  that  he  had 
Hodgkin’s  disease  complicated  by  miliary 
tuberculosis  to  explain  the  rapid  progres- 
sion of  his  pulmonary  infiltration  and  its 
lack  of  response  to  nitrogen  mustard. 

We  are  not  given  enough  information 
about  the  terminal  episode  to  discuss  it  with 
any  finality.  He  had  a history  that  sug- 
gested a previous  myocardial  infarction  to 
those  taking  care  of  him.  He  could  have 
had  a second  myocardial  infarction.  Pul- 
monary embolus  should  be  mentioned,  not 
because  there  is  anything  to  suggest  it  clini- 
cally but  because  he  is  an  elderly  man  who 
was  bedfast.  Septicemia  and  liver  insuffi- 
ciency are  other  possibilities. 

In  summary,  I think  that  this  man’s 
primary  diagnosis  was  Hodgkin’s  disease 
treated  with  nitrogen  mustard  and  compli- 
cated terminally  by  miliary  tuberculosis. 
Although  there  was  x-ray  evidence  that  the 
lung  infiltrate  was  present  before  nitrogen 
mustard  was  given  (without  a proven  diag- 
nosis) we  should  remember  that  nitrogen 
mustard  is  not  an  innocuous  agent.  Among 
its  many  potent  effects  is  that  of  an  acute 
inflammatory  reaction  that  can  fan  the 
flame  when  tuberculosis  is  present  and  play 
a significant  role  in  its  dissemination. 

This  leads  me  to  one  of  the  main  points 
I would  like  to  make.  Although  such  lab- 
oratory aids  as  bone  marrow  cultures  and 
skin  tests  would  have  been  desirable,  a node 
biopsy  was  mandatory  before  treatment.  It 
is  our  responsibility  as  physicians  to  make 
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the  patient  accept  and  even  desire  a node 
biopsy.  The  burden  rests  squarely  on  our 
shoulders  as  physicians,  not  on  the  shoul- 
ders of  the  patient. 

DR.  STEFFEE:  Thank  you  Dr.  McCall; 

that  was  very  well  done.  I would  like  to 
call  for  other  discussion  from  the  floor.  Dr. 
Horton. 

DR.  GLENN  HORTON:  Dr.  Sarah  Mc- 

Dearman  is  here  from  Kennedy.  She  has 
been  nationally  recognized  as  an  authority 
on  histoplasmosis  and  this  case  right  here 
could  very  well  fit  in  with  histoplasmosis. 
We  have  the  pulmonary  infiltrate,  adenopa- 
thy and  hepatomegaly.  Could  Dr.  McDear- 
man  comment  on  this? 

DR.  STEFFEE:  May  I parry  that  request, 
Dr.  Horton?  I asked  Dr.  McDearman  to 
come  here  myself  this  evening.  I would 
like  to  keep  you  dangling  a little  bit  longer 
as  to  whether  I did  this  to  mislead  you  or 
otherwise. 

DR.  McCALL:  Certainly  histoplasmosis, 

as  we  know,  cannot  be  differentiated  from 
tuberculosis  clinically  with  any  degree  of 
certainty.  But  histoplasmosis  alone  would 
not  explain  the  response  of  the  nodes  to 
nitrogen  mustard  and  I do  not  believe  that 
we  can  discount  this  fact.  Histoplasmosis, 
like  tuberculosis,  could  explain  everything 
else  in  of  itself  and  could  have  been  associ- 
ated with  Hodgkin’s  disease  in  the  same 
sense  that  I have  associated  tuberculosis. 
The  reason  I singled  out  tuberculosis  as  op- 
posed to  histoplasmosis  is  because  there  is 
the  recognized  increased  association  of  these 
two  diseases. 

DR.  STEFFEE:  Can  we  have  some  other 
discussion  from  the  floor?  Dr.  King  do  you 
want  to  say  anything  about  the  treatment 
or  do  you  have  the  data  at  your  fingertips? 

DR.  KING:  The  patient  came  to  us  with 
a clinical  diagnosis  only  of  lymphoma.  He 
had  a Pel-Ebstin  type  of  fever.  He  refused 
biopsy  of  nodes  in  neck,  axilla  or  groin 
areas;  he  had  a large  liver  and  spleen. 
Treatment  consisted  of  small  fields  with 
dosage  of  150  r(air)  daily  from  December 
22  through  28,  1959.  These  were  to  each 
groin  area;  and  to  the  right  cervical  region. 

DR.  STEFFEE:  Any  other  discussion?  I 
think  that  Dr.  McCall  did  very  well  with 
this  discussion.  The  clinical  impression  at 
the  time  of  death  was  that  this  was  a 


lymphoma.  Dr.  McCall  has  added  tubercu- 
losis to  this.  This  is  more  than  the  gross 
autopsy  did.  The  gross  autopsy  findings 
were  regarded  as  a typical  lymphoma.  No- 
body was  very  excited  and  we  have  the  mi- 
croscopic sections  back,  so  let  us  take  a look 
at  these  sections.  The  first  section  is  a sec- 
tion of  liver.  This  is  a relatively  low  power 
photomicrograph.  This  is  a plugged  bile 
canaliculus  here.  There  is  another  little 
one  here.  We  see  an  inflammatory  infiltrate 
which  is  not  very  specific,  but  has  a slight 
resemblance  to  a granuloma.  Let  us  look  at 
the  next  portion  of  liver  and  here  again  is 
a more  or  less  nonspecific  inflammatory  in- 
filtrate except  that  there  is  a little  dot  here 
that  makes  one  wonder  a little  bit.  The 
pathologist  often  spends  hours  looking  at 
these  dots  in  node  biopsies.  He  strains  his 
eyes  and  looks  harder  and  gets  special  stains 
and  everything  stains  with  a special  stain- 
nuclear  fragments  and  all  that  sort  of  thing 
and  so  he  says,  “I  don’t  know.”  The  next 
one  is  spleen  but  this  doesn’t  look  like  nor- 
mal spleen.  For  one  thing,  there  is  rela- 
tively little  blood  in  it.  It  is  a pretty  in- 
flammatory spleen.  These  aren’t  extremely 
well  defined  granulomata,  not  typical  tuber- 
cules  or  anything  of  the  sort,  but  the  whole 
thing  has  more  mononuclear  cells  and  so  on 
than  you  would  expect.  Now  let  us  look  at 
the  next  one  which  is  a high  power  of  the 
spleen  and  now  the  cat  is  out  of  the  bag. 
There’s  a cell  loaded  with  Histoplasma. 
There’s  another  one.  There’s  another  one. 
And  this  is  in  the  routine  section  and  all 
the  hours  we  spend  with  special  stains  must 
be  a waste  of  time.  Let’s  look  for  some 
more  now.  I think  next  is  a lymph  node. 
Against  a granulomatous  sort  of  reaction — 
not  well  defined  like  a tubercule  but  rather 
poorly  defined.  Next  is  a higher  power  of 
a lymph  node  (Fig.  1).  Here  is  an  area  with 
some  little  dots  in  it.  These  are  Histo- 
plasma. There  are  more  here.  The  next 
one  is  a Gomori-methenamine  silver  tech- 
nique which  I believe  stains  the  capsule  as 
well  as  the  organism  itself,  and  therefore, 
it  stands  out  better  because  the  capsule  sur- 
rounds it  and  it  looks  like  a bigger  black  dot 
(Fig.  2).  Next  is  a lung  and  here  is  a little 
granuloma  of  a sort.  Here  is  a macrophage 
full  of  Histoplasma.  Another  one  over  here. 
The  next  one  is  a branch  of  a pulmonary  ar- 
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Fig.  1.  Lymphnode  with  intracellular  Histoplasma, 
H & E (x735) 


Fig.  2.  Lymphnode,  Histoplasmosis.  Gomori-me- 
thenamine-silver  (x735) 


tery  and  here  projecting  into  the  lumen  of 
this  vessel  is  the  granulomatous  lesion  in 
which  there  are  a few  organisms.  This  kind 
of  inflammatory  lesion  will  explain  why  it 
is  reported  that  roughly  25%  of  the  patients 
with  histoplasmosis  may  have  positive  blood 
cultures.  Certainly  this  kind  of  a lesion  can 
readily  discharge  these  organisms  into  the 
circulating  blood  and  give  one  a chance  at 
obtaining  a positive  culture  from  peripheral 
blood.  The  last  photomicrograph  is  another 
lung  section.  I think  that  the  primary  cause 
of  death  was  diffuse  pulmonary  hemorrhage. 

I specifically  asked  Dr.  McDearman  to 
come  here  tonight  to  discuss  the  serological 
diagnosis  of  histoplasmosis.  I am  sure  that 
you  all  know  that  she  is  chief  of  the  serol- 
ogy laboratory  at  Kennedy  and  at  least  the 
Tennessee  expert  on  this  disease.  I won’t 
embarrass  her  by  calling  her  the  national 
expert.  Dr.  McDearman — 

DR.  McDEARMAN.*  I feel  like  a preacher 
delivering  the  same  sermon  to  a different 
congregation  because  I would  like  to  pre- 

*Sarah  McDearman,  Ph.D.,  Serologist,  VA  Medi- 
cal Teaching  Group  Hospital,  Kennedy,  Memphis, 
Tennessee. 


sent  to  you  tonight  some  of  the  same  mate- 
rial I have  just  gotten  together  for  another 
meeting.  My  subject,  as  you  already  know, 
is  fungus  serology.  The  case  that  has  been 
discussed  tonight  emphasizes  strongly,  but 
sadly,  by  main  theme  for  this  discussion: 
Serologic  tests  are  valuable  in  both  the  di- 
agnosis and  prognosis  of  histoplasmosis.  In 
histoplasmosis  the  relative  concentration 
and  persistence  of  humoral  antibodies  is 
correlated  with  the  type  of  lesion  and  ex- 
tent of  tissue  involvement.  It  is  possible  to 
determine  and  follow  the  activity  of  dis- 
ease with  serologic  tests  employing  Histo- 
plasma capsulatum  antigens. 

The  first  slide  (Table  1)  shows  some  gen- 


Table  I 


Histoplasmosis,  culturally  proven 
With  cavities 
+ Extrapulmonary 
+ TB 
Surgery 

Skin-test  negative 


Lab  Exams: 
Sera  test 


Cultures — 


Sputa 


Others 

Histochemical 


Number  of 
Patients 
86 
70 
9 
7 

11 

3 

No. 

1505 

1838 


307 

83/42  Patients 


eral  statistics  that  should  interest  you  be- 
cause of  your  residence  and  medical  practice 
in  Memphis.  Eighty-six  patients  with  cul- 
turally proven  histoplasmosis  have  been 
accumulated  over  the  past  nine  years.  Some 
have  been  followed  for  as  long  as  eight 
years.  Seventy-five  of  the  patients  were 
our  own  (VA  Medical  Teaching  Group  Hos- 
pital, Kennedy),  the  others  from  local  Mem- 
phis hospitals. 

Note  that  cavitary  disease  predominated — 
70  or  81%  of  the  86  cases.  We  recognized  the 
importance  of  classifying  these  patients  into 
groups  with  disease  due  to  primary  infec- 
tion, reinfection  and  endogenous  spread.  We 
felt,  however,  that  even  with  what  we  con- 
sidered extensive  data,  such  a classification 
could  not  be  made. 

Only  one  patient  was  seronegative.  This 
indicates  the  high  sensitivity  of  the  anti- 
gens and  serologic  tests  employed.  The 
number  of  laboratory  examinations  is  shown 
to  emphasize  the  intensive  serologic,  cul- 
tural, and  histologic  follow-up  that  is  rou- 
tine in  our  hospital  and  that  we  believe  is 
important  for  a careful  study  of  patients 
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with  histoplasmosis.  In  12  of  our  patients 
repeated  sputa  were  negative  and  positive 
cultures  were  obtained  only  from  various 
tissues:  resected  lung,  scalene  or  other 
nodes,  marrow,  blood,  and  intestines.  Spe- 
cial stains  are  used  for  histologic  examina- 
tions. 

Some  people  seemed  to  be  confused  with 
the  number  of  different  serologic  tests  that 
we  use  routinely  in  our  laboratory.  These 
tests  are  shown  in  the  next  slide  (Table  2). 

Table  2 

1.  CF  Test  Histo  Yeast  Antigen 

2.  CF  Test  . Histo  Mycelial  Antigen 

(Histoplasmin) 

3.  Collodion  Agg.  Test 

4.  Hemagglutination  Test 

5.  CF  Test  Blasto  Yeast  Antigen 

The  first  is  a CF  test  with  the  yeast  antigen. 
This  test  follows  closely  with  titer  increases 
or  decreases,  the  activity  of  the  disease.  It 
usually  becomes  positive  earlier  than  does 
the  CF  test  with  the  mycelial  antigen.  It 
remains  positive  long  after  sputum  conver- 
sion and  even  after  clinical  symptoms  have 
disappeared.  The  second  test  is  the  CF  with 
the  mycelial  antigen,  Histoplasmin.  This 
test  tends  to  parallel  sputum  cultures — posi- 
tive when  sputa  are  positive,  decreasing  in 
titer  as  the  sputum  converts,  and  negative 
if  sputa  cultures  are  negative.  Histoplas- 
min is  also  used  in  the  collodion  and  hemag- 
glutination tests  (Tests  3 and  4).  These 
two  tests  are  similar  in  reactivity.  They 
are  sometimes  the  first  tests  to  become  posi- 
tive and  frequently  remain  positive  the 
longest.  Also,  they  are  sometimes  the  only 


positive  tests.  We  are  now  using  a special 
preparation  of  Histoplasmin  in  the  hemag- 
glutination test.  It  is  more  sensitive  than 
the  regular  Histoplasmin  in  this  test. 

With  all  of  these  serologic  tests  the  higher 
titers  are  obtained  during  the  acute  episodes 
when  extensive  infiltrates — with  or  with- 
out cavities — are  present.  Cross  reactions 
with  Blastomyces  dermatitidis  antigen  also 
occur  most  frequently  during  the  actue  ac- 
tive stages,  and  several  or  all  of  the  differ- 
ent tests  are  positive.  With  less  lung  area 
involved  and  less  disease  activity,  titers  are 
lower.  Within  minimal  lesions,  titers  are 
lowest.  An  increase  in  titer  indicates  dis- 
ease spread,  and  a decrease  in  titer,  im- 
provement. In  chronic  cavitary  cases  the 
titer  decrease  with  improvement  is  slow  and 
gradual.  In  acute  disease,  without  cavities, 
titers  rise  quickly,  are  transitory,  and  de- 
crease to  negative  comparatively  quickly. 
We  have  found  no  serologic  changes  follow- 
ing amphotericin-B  except  the  usual  titer 
decreases  that  occurred  with  sputum  con- 
version and  regression  of  disease.  An  ex- 
ample of  these  changes  is  seen  in  the  next 
slide  (Table  3). 

Eleven  of  the  86  patients  underwent  tho- 
racic surgery.  When  all  of  the  diseased  tis- 
sue is  removed — a single,  small  well  circum- 
scribed lesion — serologic  tests  revert  quickly 
to  negative.  It  is  interesting  that  7 of  the  11 
with  surgery  had  negative  sputa-organisms 
were  isolated  only  from  the  resected  lung 
tissue. 

Seven  of  the  86  patients  had  histoplas- 


Table  3 

Serologic  Tests  in  Patient  with  Extensive 
Bilateral  Cavitary  Histoplasmosis 


Remarks 

Patient  S.M.  W.M.  ’93.  Arkansas.  1950,  1952: 
Bilateral  pulmonary  fibrosis,  nodular  infiltrate. 
Mar.  1955:  Multiple  cavities  bilateral,  improved, 
discharged. 

Oct.  1956:  Readmission,  disease  spread,  first  pos. 
sputum.  Feb.  1957:  improved.  Aug.  1957:  read- 
mission, disease  spread,  all  sputa  positive.  Ampho- 
tericin-B: Mar.  to  July,  1958;  Dec.  1958  to  Mar. 
1959;  Nov.  1959  to  Apr.  1960,  June  1960.  Mar.  1958 
to  Oct.  1960:  scattered  positive  sputa.  June  1960: 
clinical  and  x-ray  improvement. 

Dec.  1960:  Histoplasmosis  probably  active  but 
less  so. 

*HY-CF — CF  test  with  yeast  antigen 
HM-CF — CF  test  with  mycelial  antigen 
CA  — Collodion  agglutination  test 
HA  — Hemagglutination  test 
B-CF  — CF  test  with  B.  dermatitidis  antigen 


Serum 

Serologic  Tests* 

Date 

HY-CF 

HM-CF 

CA 

HA 

B-CF 

10/56 

— 

— 

8 

11/56 

64 

8 

32 

1/57 

128 

16 

8 

64 

5/57 

- 

- 

32 

64 

16 

8/57 

64 

32 

16 

64 

32 

1/58 

256 

64 

16 

128 

16 

6/58 

64 

16 

8 

64 

16 

12/58 

32 

32 

8 

128 

- 

10/59 

64 

32 

16 

64 

- 

1/60 

16 

16 

8 

128 

— 

3/60 

- 

8 

- 

64 

- 

4/60 

16 

8 

- 

64 

- 

6/60 

64 

32 

16 

64 

- 

9/60 

64 

64 

8 

128 

8 

12/60 

8 

16 

8 

128 

- 
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mosis  and  tuberculosis,  both  diseases  cul- 
turally proven.  We  have  no  definitive  an- 
swer for  you  concerning  the  effect  of  either 
disease  on  the  other.  Certainly  some  of 
them  have  minimal  disease  due  to  histoplas- 
mosis. Some  are  well  from  both  diseases. 
Two  of  the  7 had  extrapulmonary  histoplas- 
mosis. 

There  were  9 patients  in  this  series  with 
extrapulmonary  histoplasmosis.  With  these 
patients,  one  finding  interests  me.  High 
titers  are  obtained  if  there  is  also  extensive 
lung  involvement.  When  lung  disease  is 
minimal  or  inactive,  serologic  titers  are  low. 
I draw  no  conclusions  at  this  time. 

In  summary — 

1.  Serologic  titers  are  correlated  with  dis- 
ease activity.  They  are  helpful  in  diagnosis 
and  prognosis. 

2.  It  is  important  to  have  repeated  sero- 
logic tests.  A battery  of  different  serologic 
tests  with  different  antigens  gives  the  most 
information. 

3.  A “significant”  titer  cannot  be  given — 
it  is  the  changing  titer  that  is  important. 

4.  Repeated,  and  repeated  efforts  must  be 
made  to  isolate  the  organism  and  sputum 
alone  is  not  sufficient. 

5.  Be  a sport — don’t  dig  for  fishing  worms. 
The  tree  limb  under  which  you  are  digging 
may  be  the  chicken  roost. 

DR.  STEFFEE:  Thank  you  very  much 

Dr.  McDearman. 

DR.  McDEARMAN:  In  this  case,  I am 

pretty  sure  that  serology  would  have  been 
important. 

DR.  STEFFEE:  It  occurs  to  me  that  there 
is  one  question  that  I haven’t  answered  and 
that  is  why  did  the  lymph  nodes  go  down? 
I don’t  have  an  answer  unless  the  mustar- 
gen  knocked  out  the  lymphocytes  and 
which  were  part  of  the  reason  for  the 
lymphadenopathy  and  left  the  Histoplasma 
alone.  It  wasn’t  purposely  misleading;  this 
is  just  what  happened,  and  I don’t  know  an 
explanation  for  it.  Dr.  Rossett. 

DR.  ROSSETT:  Well,  I think  I would 

first  like  to  ask  Dr.  McDearman  about  how 
many  positive  blood  cultures  she  had  in 
histoplasmosis.  I believe  Dr.  Steffee  said  a 
lesion  of  this  type  accounts  for  25%  positive 
blood  cultures.  To  me  that  is  a fantastic 
feat.  I believe  that’s  an  error.  In  what  per- 
centage do  you  have  positive  cultures? 


DR.  McDEARMAN:  Zero,  except  for  bone 
marrow. 

DR.  STEFFEE:  This  is  based  on  a paper 
in  The  American  Journal  of  Medicine.* 

DR.  ROSSETT:  This  was  very  fruitless 

when  we  tried. 

DR.  McDEARMAN:  We  certainly  make 
every  attempt  and  I think  we  do  have  a 
good  bacteriologist  doing  the  work  and  we 
do  not  get  positive  blood  cultures. 

DR.  ROSSETT:  From  the  clinician’s 

viewpoint,  we  will  have  to  see  what  we  can 
learn  from  this.  I believe  Dr.  McCall 
placed  his  finger  on  it  very  accurately.  We 
went  on  to  use  x-ray  therapy,  antibiotics, 
and  nitrogen  mustard  and  still  didn’t  con- 
vince the  patient  to  have  the  nodes  re- 
moved, let  alone  having  a liver  biopsy  done 
which  could  have  been  done  transpleurally; 
either  would  have  given  you  the  diagnosis 
in  a wrapped  up  package. 

DR.  McCALL:  Dr.  Steffee,  are  you  rea- 

sonably sure  that  the  patient  did  not  have 
some  type  of  lymphoma — perhaps  a lym- 
phosarcoma? The  patient  had  x-radiation 
therapy  and  at  least  0.2  or  perhaps  maybe 
0.3  mg. /Kg.  nitrogen  mustard. 

DR.  STEFFEE:  I certainly  recognize  that 
early  treatment  of  lymphoma  or  leukemia 
may  destroy  all  morphologic  evidence  of  the 
disease.  You  can  biopsy  anything  you  want 
to  biopsy  and  you  won’t  be  able  to  find  the 
disease.  This  is  perfectly  true. 

DR.  McCALL:  Especially  the  first  treat- 
ment. 

DR.  STEFFEE:  Yes,  but  this  is  a half 

dose  of  nitrogen  mustard,  and  I wouldn’t 
expect  this  kind  of  a dose  to  completely 
wipe  it  out.  Certainly,  there  is  nothing  in 
the  histologic  material  to  give  any  hint  of 
lymphoma. 

DR.  McCALL:  We  are  told  in  the  proto- 
col, and  I accept  it  as  fact,  that  there  were 
large  nodes  and  they  disappeared  after 
nitrogen  mustard.  This  points  out  again 
the  desirability  of  exact,  accurate,  and  de- 
tailed description  in  the  clinical  record.  It 
is  inconceivable  to  me  that  nodes  of  histo- 
plasmosis— or  any  other  granulomatous  in- 
fection— would  disappear  in  a period  of  7 
days  with  nitrogen  mustard  therapy.  If 


*Rubin,  H.,  M.  L.  Furcolow,  J.  L.  Yates,  and  C. 
A.  Brasher.  Am.  J.  Med.  27:278,  1959. 
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this  is  indeed  a fact,  this  still  means  lym- 
phoma. However,  I recognize  the  real  pos- 
sibility that  these  nodes,  whatever  their 
size,  may  never  have  actually  become 
smaller. 

Because  of  the  interstitial  nature  of  the 
lung  infiltrate,  there  had  to  be  hematoge- 
nous dissemination,  and  therefore,  bone 
marrow  culture  would  have  been  desirable, 
even  if  node  biopsy  were  not  available. 
However,  it  is  also  inconceivable  to  me  that 
a man  this  ill  could  not  have  been  talked 
into  a lymphnode  biopsy. 

I am  forced  to  conclude  that  either  the 
pathologist  missed  a diagnosis,  or  much 
more  likely,  that  the  fact  of  the  disappear- 
ing nodes  was,  in  reality,  fiction. 

DR.  STEFFEE:  The  findings  of  the  au- 


topsy indicated  large  nodes  in  the  mesen- 
teric area  and  in  the  hilum. 

STAFF  PHYSICIAN:  Were  these  cervi- 
cal nodes? 

DR.  STEFFEE:  The  prosector  did  not 

look.  We  have  no  histologic  sections  from 
the  cervical,  inguinal,  or  the  axillary  area, 
where  the  adenopathy  was  clinically. 

ANOTHER  PHYSICIAN:  Was  there  ad- 
renal involvement? 

DR.  STEFFEE:  Yes,  the  adrenals  were 

virtually  wiped  out.  This  may  have  con- 
tributed to  the  terminus  to  be  sure. 

DR.  PETTY:  Were  these  large  enough 

mesenteric  nodes  to  account  for  what  we 
see  on  the  film? 

DR.  STEFEE:  I think  so.  Are  there  any 
other  questions?  or  comments?  Many  thanks 
again  to  Dr.  McCall  and  to  Dr.  McDearman. 


Acute  Childhood  Leukemia.  Zuelzer,  W.  W.,  and 
Flatz,  G.  Am.  J.  Dis.  Child.  100:886,  1960.  Acute 
(lymphatic)  childhood  leukemia  was  studied  for 
a 10-year  period  in  169  patients.  In  the  1st  of 
two  5-year  periods  the  therapy  consisted  of  2 
agents — steroid  hormones  and  antifolic  acid  agents. 
In  the  2nd  period  3 agents  were  used,  the  previous 
2 as  well  as  6-mercaptopurine.  Supportive  treat- 
ment with  transfusions,  antibiotics,  etc.,  was  the 
same  in  both  periods.  The  remission  rate  in- 
creased from  84%  to  94%  and  the  mean  survival 
from  8.1  to  13.0  months.  A comparison  between 
long  term  survivors  and  the  group  as  a whole  dis- 
closed no  significant  differences  in  a number  of 
parameters  which  could  be  evaluated  initially,  ex- 
cept for  the  presence  or  absence  of  leukopenia 
and  hyperleukocytosis  respectively.  Regardless  of 
the  method  of  management  and  degree  of  bone 
marrow  or  other  organ  involvement,  those  patients 
whose  initial  white  blood-cell  counts  were  in  the 
leukopenic  range  responded  best  and  had  the 
longest  sustained  or  repeated  remissions.  The 
duration  of  these  remissions  in  10%  of  the  cases 
extended  beyond  28  months  and  justifies  medical 


and  surgical  intervention  in  the  presence  of  a va- 
riety of  complications  now  observed  with  greater 
frequency  because  of  the  extended  life  span. 

Incidence  and  Treatment  of  Thyroid  Disease. 
Fowler,  E.  F.  Arch.  Surg.  81:733,  1960.  From 

1936  to  1959,  patients  were  operated  on  for  dis- 
ease of  the  thyroid  at  Illinois  Research  and  Edu- 
cational Hospitals.  Surgery  of  the  thyroid  fell 
from  14.8  to  5.2  per  cent  of  general  surgical  ad- 
mission. Surgery  for  toxic  diffuse  goiter  fell 
from  44.6  to  19.0  per  cent  and  for  toxic  nodular 
goiter  from  34.8  to  6.9  per  cent.  However,  sur- 
gery increased  for  thyroiditis  from  0.8  to  5.6  per 
cent,  for  nontoxic  nodular  goiter  from  17.7  to 
61.8  per  cent,  and  for  carcinoma  from  2.1  to  6.9 
per  cent.  Carcinoma  was  found  in  4.5  per  cent 
of  all  cases  of  thyroiditis  and,  recently,  in  8.5  per 
cent  of  solitary  and  5.1  per  cent  of  multiple  non- 
toxic nodular  goiters.  I131  was  used  in  23.1  per 
cent  of  patients  with  toxic  diffuse  goiter  and  30.0 
per  cent  of  patients  with  toxic  nodular  goiter  be- 
cause of  surgical  contraindications. 
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GOLD  MINE  SEEN  IN  TRAFFIC  STUDY 

We  are  staggered  at  every  turn,  by  the  carnage  of  human  life 
as  the  result  of  traffic  accidents  on  our  streets  and  highways. 

The  Memphis  and  Shelby  County  Medical  Society  has  rendered 
an  outstanding  public  service  by  participating  in  the  development 
of  a study  of  the  drivers  involved  in  accidents.  Investigators  in 
the  survey  have  been  elated  over  the  information  obtained  from 
drivers  in  Memphis  and  Shelby  County,  as  a result  of  a long-range 
scientific  study  of  the  medical  history  of  drivers  involved  in  ac- 
cidents. 

The  preliminary  findings  culminate  a project  that  began  more 
than  three  years  ago  when  the  Medical  Society  named  its  first  com- 
mittee on  traffic  safety.  It  took  a year  of  research  and  study  to  decide  how  the  project 
should  be  carried  out.  The  actual  submission  of  the  medical  history  questionnaires  to 
all  drivers  involved  in  accidents  began  March  1,  1959.  Drivers  involved  in  accidents 
were  requested  to  answer  ten  questions  submitted  by  police  and  traffic  officers  during 
the  period  of  March  1,  1959  and  March  1,  1960. 

Out  of  28,066  persons  involved  in  accidents,  27,411  answered  the  questions.  This 
proves  that  the  motoring  public  is  just  as  interested  as  the  specialist  in  what  causes  traf- 
fic accidents. 

Helpful  conclusions  were  drawn  from  the  study.  The  results  showed  how  many 
persons  that  drove  into  accidents  had  recent  medication,  how  many  had  physical  impair- 
ments and  how  many  were  in  various  age  groups.  This  is  the  kind  of  field  work  and  ap- 
plied science  that  can  unravel  mysteries  that  urgently  need  to  be  understood.  It  has 
taken  three  years  to  organize  the  project  in  Shelby  County  and  to  obtain  results. 

Statistics  are  still  being  compiled  on  the  study  and  the  statisticians  believe  that  they 
will  find  a high  frequency  in  repeat  accidents  by  accident-prone  drivers.  During  the  12 
months  of  accidents  on  Shelby  County  streets  and  roads  there  were  1,591  persons  who 
admitted  to  two  accidents  in  six  months,  and  1,230  had  a traffic  mishap  less  than  a year 
before.  This  seems  to  mean  that  a small  fraction  of  the  drivers  are  causing  a dispropor- 
tionately large  part  of  the  trouble. 

For  3,673  to  say  at  the  scene  of  a crash  that  a traffic  law  had  been  violated  is  a most 
emphatic  commentary  on  the  probability  that  traffic  regulations  are  reasonable  and  would 
protect  life,  limb  and  property  if  motorists  followed  the  directions  better.  It  is  hardly 
less  than  astounding  to  have  51  drivers  admit  that  they  were  asleep  at  the  wheel. 

Fitness  of  drivers  is  of  course  the  chief  interest  of  the  medical  profession.  Cura- 
tive legislation  is  an  objective.  It  has  been  suggested  that  doctors  further  cooperate 

in  the  preparation  of  law  changes,  based  on  this  study,  and  present  them  to  the  legis- 

lature this  month. 

Whatever  will  be  the  result  from  this  study,  Tennessee  physicians  can  take  pride  in 
the  fact  that  one  large  county  medical  society  in  our  state  has  taken  the  lead  to  study 
one  of  man’s  greatest  problems  in  the  Twentieth  Century,  that  of  reducing  and  controll- 
ing the  lethal  toll  of  human  life  on  our  streets  and  highways.  No  greater  public  service 
could  be  rendered. 

0 9yi/[. 


Ralph  O.  Rychener, 
M.D. 


President 
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PREOPERATIVE  MANAGEMENT  OF  FLUIDS 
ELECTROLYTES  AND  NUTRITION 

The  success  or  failure  of  a surgical  pro- 
cedure depends  upon  the  proper  preopera- 
tive management  of  the  patient.  We  have 
often  wished  for  some  magic  slide-rule  to 
tell  us  whether  or  not  a patient  is  a good 
risk  for  his  contemplated  surgery.  The 
electrocardiogram,  the  chest  roentgenogram, 
various  blood  chemistries  and  the  fifteen 
minute  PSP.  test  all  serve  as  guides  in  the 
preoperative  evaluation  of  patients. 

Recently,  Mansberger  has  emphasized 
fluid,  electrolyte  and  nutritional  abnormali- 
ties in  the  preoperative  management  of  pa- 
tients. His  discussion  of  the  correction  of 
water  and  electrolyte  imbalance  stresses  the 
importance  of  planning  therapy  according 
to  the  specific  derangement  encountered. 
Easy  accessibility  of  intravenous  fluids  has 
led  to  their  misuse.  Mansberger  states  that 
fluids  given  intravenously  constitute  specific 


medication  and  should  not  be  ordered  by  a 
physician  who  is  not  fully  aware  of  the 
exact  content  of  solutes  and  effect  of  the 
therapeutic  agent,  any  more  than  digitalis 
should  be  given  to  a patient  in  congestive 
failure  by  a physician  who  does  not  know 
the  digitalizing  dose  or  the  potential  toxic 
effects  of  the  drug. 

Dehydration  with  subsequent  oliguria 
may  be  brought  on  by  depletion  of  either 
water  or  salt  and  an  accurate  diagnosis  is 
essential  to  proper  management.  With  wa- 
ter depletion,  water  is  first  lost  from  the 
extracellular  space,  then  lost  from  the  in- 
tracellular space  and,  finally,  in  an  attempt 
to  maintain  osmotic  relationships  there  is 
increased  urinary  excretion  of  sodium  and 
chloride  from  the  extracellular  space.  The 
loss  of  intracellular  potassium  and  its  sub- 
sequent excretion  are  also  part  of  the  same 
mechanism  to  maintain  tonicity.  The  thera- 
peutic administration  of  isotonic  solutions 
can  only  result  in  increased  concentration 
of  sodium  and  chloride  in  the  extracellular 
space  bringing  on  more  loss  of  water  from 
the  intracellular  compartment  with  further 
desiccation  of  cells.  Hence,  the  principle  of 
treatment  of  water  depletion  must  be  to 
supply  water  in  excess  of  electrolytes. 

On  the  other  hand,  dehydration  following 
loss  of  body  fluids  containing  sodium  and 
chlorides,  as  in  sweating,  diarrhea  or  vomit- 
ing, produces  a different  problem.  Here 
water  from  the  extracellular  space  is  drawn 
into  the  intracellular  space  in  an  attempt 
to  maintain  tonicity,  since  the  loss  of  elec- 
trolytes from  the  extracellular  space  cannot 
be  compensated  for  by  a transfer  of  ions 
from  the  intracellular  compartment.  The 
resultant  plasma  volume  depletion  produces 
an  outpouring  of  antidiuretic  hormone  with 
oliguria.  Subsequently,  progressive  hypo- 
volemia and  increased  cellular  overhydra- 
tion may  result  in  renal  failure.  Hypertonic 
solutions  are  the  only  means  suitable  for 
correcting  this  type  of  dehydration. 

Deficiencies  of  intracellular  electrolytes, 
potassium  and  magnesium,  are  also  impor- 
tant and  must  be  recognized  and  treated  be- 
fore surgery.  A potassium  deficit,  due  to 
either  a decreased  intake  or  increased  loss, 
eventually  brings  about  a depletion  of  po- 
tassium in  the  intracellular  space.  If  sodium 
intake  has  been  high  there  may  be  a shift 
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of  sodium  ions  into  the  cell  to  replace  the 
potassium  ions.  Potassium  deficiency  can 
produce  symptoms  and  signs  reflecting  in- 
volvement of  the  neuromuscular  and  cardio- 
vascular systems.  Certain  thoughts  regard- 
ing the  administration  of  potassium  are  em- 
phasized by  Mansberger.  First,  potassium 
should  not  be  given  parenterally  to  patients 
who  do  not  have  an  adequate  urinary  out- 
put. Secondly,  the  association  of  hypo- 
chloremic alkalosis  and  hypokalemic  alka- 
losis must  be  considered  in  those  individuals 
whose  hypochloremic  alkalosis  does  not  re- 
spond to  chloride  therapy.  Occasionally, 
the  addition  of  potassium  will  correct  this 
difficulty.  Finally,  potassium  should  not  be 
used  too  rapidly  or  overenthusiastically, 
since  the  temporary  hyperkalemia  which 
may  result  may  be  fatal. 

Recently,  magnesium  deficiency  has  been 
recognized.  A clinical  picture  like  hypo- 
calcemic  tetany  results  and  intramuscular 
magnesium  is  the  treatment  of  choice. 

Good  nutrition  is  essential  in  the  pre- 
operative preparation  of  the  surgical  pa- 
tient. Although  optimum  nutrition  is  best 
obtained  by  the  oral  route,  intravenously 
administered  nutritives  may  be  of  signifi- 
cant value.  The  average  patient  requires 
one  gram  of  protein  per  kilogram  per 
twenty-four  hours  to  prevent  depletion  of 
body  protein  stores  and  thirty  calories  per 
kilogram  of  body  weight  per  twenty-four 
hours.  This  means  that  there  must  be  thirty 
calories  available  for  each  gram  of  protein 
given.  Patients  under  severe  stress  may 
need  more  protein  and  consequently  more 
calories.  Solutions  of  protein  hydrolysate 
seem  to  be  the  best,  easiest  and  most  eco- 
nomical methods  of  administering  protein 
intravenously.  To  provide  sufficient  cal- 
ories, 7.5%  alcohol  and  10%  dextrose  or 
fructose  should  be  added  to  the  protein  hy- 
drolysate. Although  intravenous  fat  is  now 
available  commercially,  certain  major  com- 
plications of  this  use  of  fat,  including  hepa- 
tomegaly, jaundice,  thrombocytopenia  and 
spontaneous  gastrointestinal  hemorrhage, 
restrict  its  use.  For  safety,  infusions  with 
fat  should  be  limited  to  14  units  in  any  one 
treatment  period  and  also  should  be  limited 
to  one  500  cc.  infusion  in  any  24  hour  period. 

Medicine  can  no  longer  tolerate  generali- 
ties such  as,  “get  him  in  better  shape,”  “get 


him  hydrated,”  or  “we’ll  operate  in  the 
morning.”  To  provide  our  surgical  patients 
the  best  chance  of  survival  and  smooth  post- 
operative convalescence  requires  accurate 
diagnosis  and  specific  treatment  of  fluid, 
electrolyte  and  nutritional  abnormalities  in 
the  preoperative  period. 

A.  B.  S. 
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* 

OCCUPATIONAL  MEDICINE 

A paper  appearing  in  this  issue  by  Dr.  P. 
J.  Flippin  attracts  attention  to  the  subject 
of  Occupational  Medicine,  a term  which  has 
replaced  the  older  one  of  industrial  medi- 
cine. This  area  of  interest,  and  actually  of 
specialization,  has  been  an  expanding  one 
in  the  past  decade  and  more,  a response  to 
new  thinking  and  social  concepts  in  a 
changing  and  advancing  society.  It  forms 
a part  of  the  change  which  is  slowly  pro- 
gressing within  the  practice  of  medicine. 

Certainly  within  the  boundaries  of  medi- 
cal practice,  the  emphasis  is  gradually  being 
directed  toward  prevention.  Twenty-five 
years  ago  the  doctor  was  devoting  his  full 
day  to  episodic  disease, — pneumonia,  the 
treatment  of  cardiac  failure,  acute  appendi- 
citis and  acute  osteomyelitis.  Today  we 
hear  more  about  immunization,  prenatal 
care,  well-baby  care,  nutrition,  the  preven- 
tion and/or  control  of  arterial  disease  and 
diabetes  by  avoiding  obesity;  the  surgeon 
practices  vascular  surgery  to  prevent  the 
loss  of  a limb,  or  repairs  a congenital  car- 
diac lesion  to  extend  life  and  prevent  com- 
plications from  the  defect.  The  efforts  in 
psychiatry  are  largely  directed  toward  men- 
tal health  and  the  avoidance  of  deviations 
in  personality,  rather  than  to  the  treatment 
of  actual  psychosis. 

Industrial  medicine  consisted  in  the  main, 
as  of  a couple  of  decades  ago,  of  the  treat- 
ment of  injuries  which  occurred  in  a plant, 
— actually  it  consisted  more  or  less  of  a 
practice  of  traumatic  surgery.  However, 
over  the  years,  even  before  that  time,  there 
were  a few  physicians  who,  with  the  coop- 
erative interest  of  management  in  large  in- 
dustry, were  developing  a concept  of  pre- 
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ventive  medicine.  With  the  assistance  of 
sanitary  engineers  and  toxicologists  they 
were  studying  and  correcting  physical  de- 
ficiencies in  the  industrial  plants  with  an 
eye  to  maintaining  the  health  of  the  em- 
ployee. As  was  to  be  anticipated  the  pres- 
sure of  special  education  developed  and,  in 
1948,  the  first  formal  training  programs  in 
industrial  medicine  were  set  up.1  A num- 
ber of  these  are  currently  well  established, 
in  Departments  of  Preventive  Medicine  in 
medical  schools,  and  graduate  programs  of 
3 years  in  length  lead  to  eligibility  for  cer- 
tification by  the  American  Board  of  Pre- 
ventive Medicine,  the  specialty  of  Occupa- 
tional Medicine  being  officially  recognized 
in  1955.  The  specialty  of  occupational  med- 
icine is  thus  established,  and  in  an  era  of 
an  expanding  technology  will  grow  and  at- 
tract medical  men — a certainty  as  one  con- 
templates the  challenges,  for  example,  of 
atomic  radiation  and  aviation  medicine. 
“Big”  industry  no  longer  needs  to  be  sold 
upon  the  advantages  of  preventive  medicine 
for  its  employees— it  “pays  off”;  “big”  or- 
ganized labor  is  demanding  it  more  and 
more.  The  interest  of  these  parties  may 
make  a doctor  hesitate  in  moving  into  an 
area  where  he  may  anticipate  pressures. 
Ashe1  has  said,  “No  matter  by  whom  the 
physician  is  paid  he  is  obligated  to  maintain 
his  professional  integrity  and  to  give  only 
sound  advice  for  the  health  of  the  persons 
for  whom  he  is  responsible.  Certainly,  un- 
less he  is  willing,  he  need  not  be  the  hired 
servant  of  management  or  the  partisan  of 
the  labor  organization.  Indeed,  the  better 
his  training,  competence  and  judgment,  the 
more  independent  he  will  be  in  his  profes- 
sional capacity.” 

This  then  is  the  developing  and  present 
state  in  occupational  medicine  as  a special- 
ized sphere  of  medicine.  But  there  is  yet 
another  angle  and  possibly  even  a greater 
one,  which  will  not  be  solved  by  a specialist, 
certainly  at  this  time,  because  there  are  not 
enough  specialists  and  because  economics 
will  have  its  say.  It  is  said  that  99%  of  the 

’Ashe,  William  F.:  Education  for  Industrial  (Oc- 
cupational) Medical  Practice,  J.  Occupational 
Med.  2:305,  1960. 


employers  of  the  country  have  fewer  than 
500  persons  on  the  payroll,  and  that  80% 
of  the  employed  work  for  these  smaller 
industries.2  Thus,  most  of  the  50,000,000 
workers  of  the  country  will  probably  not 
feel  the  benefits  of  the  specialist  in  occupa- 
tional medicine.  Yet  many  of  these  deserve 
the  same  care,  in  terms  of  preventive  medi- 
cine, and  may  need  them  even  more.  (The 
small  plant  without  services  of  a sanitary 
or  hygienic  engineer  is  more  likely  to  have 
its  safety  deficiencies  go  unrecognized  than 
in  a large  plant.)  Here  then  is  the  role  of 
the  part-time  physician. 

The  Industrial  Medical  Association  and 
Council  on  Occupational  Health  agree  that 
the  part-time  physician  can  and  should  meet 
the  demands  of  occupational  medicine  in 
small  industry.3  Shepard2  outlines  the  de- 
sirable qualifications  for  the  part-time  phy- 
sician in  occupational  medicine:  (1)  he  must 
be  a good  doctor  and  like  people;  (2)  he 
must  be  flexible  in  a new  environment  and 
be  willing  to  consult  with  specialists  in  this 
new  area;  (3)  he  must  be  interested  in  pre- 
ventive medicine  which  has  many  ramifica- 
tions; (4)  he  should  be  a good  administrator; 
(5)  he  should  be  familiar  with  community 
organizations  and  facilities  and  have  good 
rapport  with  his  confreres  and  the  local 
county  medical  society;  (6)  he  should  know 
how  environmental  factors  affect  perfor- 
mance and  the  well-being  of  the  worker; 
(7)  he  should  be  available  for  health  coun- 
seling with  employees;  and  (8)  he  should 
have  direct  access  to  top  management. 
(These  are  all  amplified  in  Shepard’s  pa- 
per.) 

Part-time  occupational  medicine  should 
offer  a challenge  to  the  generalist  or  family 
physician.  It  is  a “natural”  for  him,  with 
his  background  of  a broad  viewpoint  and 
experience  in  medicine.  Surgery,  internal 
medicine,  psychiatry  (counseling  employees, 
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mental  health)  and  preventive  medicine  are 
all  rolled  in  one,  so  to  speak.  Preventive 
medicine  will  probably  need  the  greater  de- 
velopment. Short  courses  are  available  in 
a number  of  medical  schools,  and  the  School 
of  Public  Health  of  Columbia  University 
offers  a program  of  home  study, — all  de- 
signed to  assist  the  interested  industrial 
physician  to  be  more  than  a traumatic 
surgeon. 

+ R.  H.  K. 

Special  Item 

Abstract  of  the  Special  Session  of  the 
House  of  Delegates — December  II,  I960 

The  TSMA  House  of  Delegates  met  in 
special  session  at  the  Hermitage  Hotel  in 
Nashville,  on  December  11th,  with  Dr.  W. 
O.  Vaughan,  Chairman  of  the  Board  of 
Trustees,  temporarily  presiding.  In  the  ab- 
sence of  the  speaker,  it  was  by  unanimous 
vote  of  the  House  that  Dr.  Chas.  C.  Trabue 
was  requested  to  act  as  temporary  speaker 
for  the  session. 

Dr.  Bland  Cannon  read  a letter  from 
TSMA’s  President,  Dr.  Rychener,  who  was 
unable  to  attend  the  meeting.  Dr.  Ryche- 
ner stated  in  his  letter  the  background  and 
the  issues  to  be  determined  at  the  special 
session. 

The  purpose  of  the  called  session  was  to 
determine  policy  and  recommendations  to 
be  presented  to  the  Governor  pertaining  to 
the  medical  assistance  to  the  aged  program 
as  called  for  in  the  Kerr-Mills  Bill,  Public 
Law  86-778,  adopted  by  the  86th  Congress. 

The  chairman  of  the  Board  of  Trustees, 
Dr.  Vaughan,  reviewed  the  pertinent  de- 
tails of  the  meetings  of  the  Executive  Com- 
mittee of  the  Board,  with  a committee  ap- 
pointed by  the  Governor.  He  stated  the 
recommendations  that  had  been  presented 
to  the  Board  of  Trustees  by  the  Executive 
Committee  with  the  recommendations  as 
adopted  by  the  Board  at  a special  meeting 
on  November  20,  1960.  A complete  evalua- 
tion of  the  proposed  program  for  caring  for 
aged  persons  under  medical  assistance  to 
the  aged  was  reported  together  with  the 
number  of  persons  that  would  be  involved 
in  Tennessee,  as  well  as  a report  of  the  var- 
ious conferences  that  were  conducted  prior 
to  submitting  recommendations  to  the 
Board  of  Trustees. 


The  Board  of  Trustees  recommended  that 
in-hospital  care  be  one  of  the  services  ren- 
dered. In  addition,  nursing  home  care  was 
recommended  plus  a limited  formulary  for 
drugs  to  be  included  in  services  rendered. 
The  Board  also  made  its  recommendations 
as  to  criteria  for  eligibility  of  aged  persons 
that  would  be  covered  under  the  proposed 
program. 

Mr.  J.  E.  Ballentine,  Executive  Director 
of  TSMA,  reviewed  in  detail  the  provisions 
included  under  Public  Law  86-778  as  well 
as  the  manner  in  which  the  old  age  assist- 
ance program  is  presently  administered  in 
Tennessee.  He  outlined  the  phases  of  the 
medical  assistance  to  the  aged  program  that 
were  allowable  under  the  act  passed  by 
Congress.  He  fully  explained  the  Kerr- 
Mills  Bill.  Services  included  under  the  law 
were  explained.  Matching  amounts  paid 
to  states  by  the  federal  government  were 
reported  along  with  other  statistical  infor- 
mation. 

Following  the  presentations  of  back- 
ground information,  the  House  spent  some 
four  hours  in  discussing  the  policy  to  be 
adopted  by  TSMA  relative  to  the  proposed 
program  in  Tennessee. 

Considering  the  recommendations  of  the 
Board  of  Trustees,  the  Speaker  requested 
the  House  to  first  consider  the  recommenda- 
tion pertaining  to  in-hospital  services  for 
eligible  patients.  There  was  considerable 
discussion  presented  from  Dr.  H.  L.  Monroe, 
Dr.  Bland  Cannon,  Dr.  George  Smith,  Dr. 
Jack  Armstrong,  Dr.  Carl  Gardner  and 
many  other  members  of  the  House  pertain- 
ing to  physicians’  fees  under  the  proposed 
program.  Considerable  information  was 
furnished  to  the  House  by  Mr.  Shannon, 
Chicago,  a representative  of  the  American 
Medical  Association.  He  reported  on  poli- 
cies being  followed  nationally. 

Dr.  Carl  Gardner,  Columbia,  pointed  out 
that  four  types  of  care  that  doctors  are  go- 
ing to  be  called  on  to  give  were  troubling 
many  doctors  in  the  state.  He  named  (1) 
house  calls,  (2)  office  care,  (3)  nursing  home 
care,  and  (4)  hospital  care.  He  pointed  out 
that  members  of  the  Maury  County  Medical 
Society  favored  unanimously  that  some  pro- 
vision be  made  for  including  physicians’ 
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fees  in  the  medical  assistance  to  the  aged 
program. 

During  the  discussion,  Dr.  Roy  Tyrer, 
Memphis,  presented  the  following  motion: 
“That  the  administration  of  the  medical  as- 
sistance to  the  aged  program  be  directed  by 
the  Department  of  Public  Health  (this  is 
headed  by  a physician)  and  that  a 12- 
member  advisory  board  be  established  to  be 
composed  of  six  physicians  appointed  by 
the  Board  of  Trustees  of  TSMA  and  six 
members  appointed  by  the  Governor.  It 
is  suggested  that  the  professions  of  hospital 
administration,  health  insurance  and  den- 
tistry might  advantageously  be  represented 
in  the  appointments.  It  is  further  recom- 
mended that  this  advisory  board  meet  in 
regular  session  at  least  once  quarterly  and 
that  the  term  of  appointment  be  for  three 
years  and  the  appointments  staggered  in 
such  a way  that  two  physicians  and  two 
executive  appointments  shall  be  made  each 
year.” 

The  motion  was  duly  seconded.  There 
was  some  discussion  as  to  whether  or  not 
this  recommendation  could  be  carried  out, 
but  it  was  the  will  of  the  House  that  it  be 
placed  as  a recommendation.  However,  it 
was  directed  that  the  recommendation  be 
referred  to  the  Board  of  Trustees  for  im- 
plementation, if  possible.  The  motion  pre- 
sented by  Dr.  Tyrer  was  put  to  a vote  and 
unanimously  adopted  by  the  House  of  Dele- 
gates. 

The  speaker  called  for  the  House  to  re- 
turn to  the  recommendation  of  including  in- 
patient hospital  services  as  recommended 
by  the  Board  of  Trustees.  Following  fur- 
ther consideration,  the  question  was  put  by 
the  speaker  and  the  recommendation  pre- 
sented by  the  Board  for  in-hospital  services 
to  eligible  persons  over  65  years  of  age  was 
approved  by  the  House. 

The  House  next  discussed  the  recom- 
mendations for  nursing  home  care.  There 
was  a great  deal  of  discussion,  and  clarifi- 
cation required  of  this  recommendation.  A 
motion  by  Dr.  James  N.  Thomasson  to  de- 
lete a part  of  this  section  submitted  by  the 
Board  of  Trustees  concerning  nursing  home 
care  was  approved.  The  recommendation 
as  amended  was  put  to  a vote  and  adopted 
by  the  House. 

The  speaker  presented  recommendation 


three  of  the  Board  of  Trustees  dealing  with 
outpatient  drugs.  Dr.  George  Smith  pre- 
sented a motion  to  include  outpatient  hos- 
pital or  clinical  services,  laboratory  and 
x-ray  services,  but  the  motion  was  with- 
drawn and  a later  motion  was  presented 
by  Dr.  Smith  that  laboratory  and  diagnostic 
x-ray  services  in  the  doctor’s  office  or  in 
the  hospital  outpatient  department  be  pro- 
vided. The  motion  was  seconded.  Follow- 
ing considerable  debate,  this  motion  was 
adopted  by  the  House. 

The  House  returned  to  the  discussion  of 
whether  or  not  physicians’  fees  should  be 
included  in  the  recommendations  to  the 
Governor  as  pertaining  to  the  medical  as- 
sistance to  the  aged  program.  Dr.  Bland 
Cannon  discussed  this  matter  at  consider- 
able length  along  with  Dr.  Armstrong  and 
numerous  other  delegates.  The  speaker 
pointed  out  that  there  was  not  a motion  be- 
fore the  House  pertaining  to  physicians’ 
fees.  Dr.  Bland  Cannon  read  a recommen- 
dation in  the  form  of  a motion  by  Dr.  Ralph 
Rychener  pertaining  to  physicians’  fees. 
However,  after  considerable  discussion,  the 
motion  was  tabled. 

Dr.  Carl  Gardner,  Columbia,  made  the 
following  motion:  “That  the  program  cover 
reasonable  physicians’  fees  for  services  per- 
formed in  the  office  and  on  house  calls,  in- 
cluding a reasonable  mileage  allowance 
where  the  service  is  out  in  the  country.” 
Dr.  Gardner  read  a statement  prepared  by 
the  Committee  on  Indigent  Care  of  the 
AMA  for  the  benefit  of  the  House.  It  dealt 
with  the  matter  of  physicians’  fees.  The 
motion  was  seconded.  Discussion  followed 
from  Dr.  Monroe,  Dr.  Ingram  and  other 
members  of  the  House.  Following  these 
discussions,  the  speaker  called  for  the  ques- 
tion on  physicians’  fees  to  be  included  un- 
der the  program  in  keeping  with  Dr.  Gard- 
ner’s motion.  In  the  discussion,  a question 
arose  relative  to  total  payments  of  hospital 
cost  rather  than  the  present  85%  reimburse- 
ment of  these  costs  as  now  being  paid  to 
hospitals.  This  matter  was  discussed  at 
length.  Dr.  Hawkes  of  Memphis  made  the 
motion  to  amend  wherein  that  full  hospital 
costs  be  provided  under  the  program.  This 
was  discussed  and  the  motion  failed  to  pass 
the  House  of  Delegates  by  a vote  of  23  to  17. 

The  original  motion  presented  by  Dr.  Carl 
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Gardner  to  include  physicians’  fees  under 
the  program  was  put  to  a vote  and  the  mo- 
tion was  defeated. 

With  minor  amendments,  the  recommen- 
dation presented  by  the  Board  of  Trustees 
for  eligibility  of  aged  persons  under  this 
program  was  approved  by  the  House  of  Del- 
egates. 

Dr.  G.  H.  Berryhill  presented  an  amend- 
ment to  the  Board  of  Trustees’  recommen- 
dation which  was  approved  and  included 
in  the  recommendations  adopted  by  the 
House. 

The  House  approved  and  added  sections 
for  covering  catastrophic  illness  over  the 
limits  that  were  approved  in  the  recom- 
mendations of  the  Board  of  Trustees.  This 
amendment  and  the  added  section  covering 
catastrophic  illnesses  was  approved  by  the 
House  for  recommendation  to  the  Governor. 
THE  FINAL  AND  COMPLETE  RECOM- 
MENDATIONS, INCLUDING  ALL 
AMENDMENTS  APPROVED  BY  THE 
HOUSE  OF  DELEGATES,  ARE  IN- 
CLUDED IN  THE  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES  AND  LISTED 
ON  THE  EXECUTIVE  DIRECTOR’S 
YELLOW  PAGE  IN  THIS  ISSUE  OF 
THE  JOURNAL. 

Other  Business 

The  chairman  of  the  Medicare  committee, 
Dr.  James  A.  Kirtley,  outlined  a problem 
presented  to  the  committee  concerning  a 
reduction  in  Medicare  fees  as  contained  in 
the  previous  contract.  He  pointed  out  that 
the  Department  of  Defense  had  requested 
the  Association  to  accept  the  reduced  fees 
as  submitted  by  the  Department  of  Defense 
and  that  this  recommendation  had  not  been 
acceptable  to  the  committee  and  the  matter 
was  referred  to  the  Board  of  Trustees  for 
further  action. 

This  entire  matter  was  discussed  briefly 
by  the  House.  A motion  was  presented  by 
Dr.  Kirtley  that  the  House  of  Delegates  in- 
struct the  chairman  of  the  Board  of  Trus- 
tees to  negotiate  with  the  Defense  Depart- 
ment at  the  time  of  the  renewal  of  the  con- 
tract, March  1,  1961. 

The  intent  of  the  motion  was  that  nego- 
tiations continue  with  the  Department  of 
Defense,  based  upon  the  existing  fee  sched- 
ule, but  the  House  of  Delegates  directed 


that  the  entire  Medicare  problem  be  re- 
viewed by  the  House  in  the  April,  1961, 
meeting.  This  motion  was  adopted. 

J.  E.  Ballentine 


Dr.  Charles  Young  Bailey,  Greeneville,  died  on 
December  9th  at  a Greeneville  hospital. 

Dr.  Granville  Dexter  LeQuire,  81,  Maryville, 
died  on  November  18th  at  a Maryville  Nursing 
Home. 

Dr.  George  Lyman  Rea,  58,  Tazewell,  died  No- 
vember 22nd  at  the  Claiborne  County  Hospital. 

Dr.  Featherstone  Douglass,  58,  Dyer,  died  No- 
vember 24th  at  his  home. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Memphis-Shelby  County  Medical  Society 

The  regular  meeting  of  the  society  was 
held  on  October  4th,  at  the  Institute  of  Pa- 
thology auditorium.  The  scientific  program 
consisted  of  the  following:  “Radiography  in 
Appendicitis”  by  Dr.  Benjamin  Greenberg; 
“General  Studies  in  Cineradiography”  by 
H.  Colley  Gardner;  and  “Incidence  of  Stom- 
ach Cancer”  by  Dr.  H.  H.  Halford.  On 
the  evening  of  December  6th,  the  society 
met  at  the  Memphis  Country  Club  to  elect 
officers  for  1961.  Dr.  Alvin  J.  Ingram  was 
named  president-elect.  He  will  take  office 
in  1962.  Dr.  Bland  W.  Cannon  assumed  the 
presidency  succeeding  Dr.  Duane  Carr. 
Other  new  officers  are:  Dr.  A.  Roy  Tyrer, 
Jr.,  vice  president;  Dr.  Charles  L.  Clarke, 
secretary,  and  Dr.  William  T.  Satterfield, 
treasurer. 

Greene  County  Medical  Society 

The  regular  monthly  meeting  of  the 
Greene  County  Medical  Society  was  held  on 
December  6th  at  the  Elks  Club.  The  pro- 
gram consisted  of  an  address  by  Mr.  Edd 
Sanders  of  the  Social  Security  Office  in 
Johnson  City.  Following  his  remarks,  a 
film  was  shown  on  social  security  disability. 

The  following  officers  were  elected  for 
1961.  They  were:  Dr.  Haskell  Fox,  presi- 
dent; Dr.  Lewis  McGuffin,  vice-president; 
Dr.  Luke  L.  Ellenburg,  secretary-treasurer. 

The  Society  extended  congratulations  to 
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Dr.  Ellenburg  for  being  elected  a Fellow  of 
the  American  Academy  of  Pediatrics. 

Coffee  County  Medical  Society 

Dr.  Coulter  Young,  Manchester,  was  re- 
cently elected  president  of  the  Coffee 
County  Medical  Society,  succeeding  Dr. 
Ralph  Brickell  of  Tullahoma.  Dr.  Young 
was  elected  at  a dinner  meeting  of  the  so- 
ciety at  the  Tullahoma  Golf  and  Country 
Club  on  December  13th.  Dr.  Clarence  Far- 
rar, Manchester,  was  named  vice-president 
and  Dr.  Charles  B.  Harvey,  Tullahoma,  was 
elected  secretary-treasurer. 

Robertson  County  Medical  Society 

Dr.  J.  Wesley  Atwood  was  elected  presi- 
dent of  the  Robertson  County  Medical- 
Dental  Society  at  a recent  meeting  held  in 
the  Jesse  Holman  Jones  Hospital.  Other 
officers  elected  at  the  meeting  were:  Dr. 
Robert  DeBerry,  vice  president,  and  Dr.  W. 
P.  Stone  was  reelected  secretary-treasurer. 

The  society  meetings  are  conducted  on 
the  third  Monday  evening  each  month. 

Chattanooga-Hamilton  County 
Medical  Society 

At  the  society’s  regular  meeting  con- 
ducted on  December  6th  in  the  Interstate 
Building,  Dr.  Edward  G.  Johnson  was 
named  president-elect  of  the  Chattanooga 
and  Hamilton  County  Medical  Society.  He 
will  assume  office  in  1962.  Dr.  Augustus 
McCravey  will  assume  the  presidency  in 
January  1961.  Dr.  George  Henshall  is  the 
retiring  president.  Dr.  Charles  W.  Hawkins 
was  re-elected  for  a second  term  as  secre- 
tary-treasurer. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  society  met  on  December  6th  at  the 
Jackson  Golf  and  Country  Club.  This  was 
the  regular  Christmas  meeting  for  doctors 
and  their  wives,  an  annual  affair  of  the  so- 
ciety. 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

Physicians  are  being  urged  to  cooperate 
fully  to  get  their  states  to  participate  as 


soon  as  possible  in  the  new  federal-state 
program  for  medical  care  of  needy  and 
near-needy  older  persons.  The  medical  pro- 
fession also  has  been  alerted  to  the  dangers 
of  relaxing  its  opposition  to  tying  in  medical 
care  of  the  aged  with  Social  Security.  It 
is  probable  that  the  Kennedy  Administra- 
tion will  try  in  1961  to  get  Congressional 
approval  of  such  legislation. 

E.  Vincent  Askey,  M.D.,  President  of  the 
American  Medical  Association,  pointed  out 
to  the  recent  Washington  meeting  of  the 
AMA  House  of  Delegates  that  proponents 
of  the  Social  Security  approach  had  a 
pledge  of  support  from  the  successful  Dem- 
ocratic candidate  for  President. 

“While  our  profession  clearly  may  face  a 
hard  struggle  in  the  87th  Congress  on  the 
issue  of  medical  aid  for  the  aged  under  So- 
cial Security,  there  is  no  ground  for  de- 
featism!” Dr.  Askey  said. 

“Our  cause  is  far  from  lost.  We  know 
that  our  policy  position  is  in  the  best  in- 
terests of  all  Americans,  the  aged  included, 
and  our  willingness  to  defend  this  policy 
must  be  strengthened  and  maintained.” 

Dr.  Askey  reminded  the  House  of  Dele- 
gates that  “medicine  has  many  friends  in 
both  parties  in  Congress  today.” 

A few  days  later,  Sen.  Harry  F.  Byrd  (D., 
Va.),  Chairman  of  the  Senate  Finance  Com- 
mittee which  handles  Social  Security  legis- 
lation, reiterated  his  opposition  to  a com- 
pulsory medical  care  plan  under  Social  Se- 
curity. He  said:  “I  am  opposed  to  the  (Dem- 
ocratic party)  platform  recommendation  for 
compulsory  medical  service  and  hospitali- 
zation under  the  Social  Security  system.  I 
am  convinced  this  would  lead  to  socialized 
medicine  with  the  possibility  that  it  would 
bankrupt  the  Social  Security  trust  fund. 
This  matter  came  before  the  Finance  Com- 
mittee and  was  fought  out  in  the  post- 
convention session  of  Congress  last  August. 
The  Senate  voted  51-44  in  opposition  to  the 
Democratic  platform  proposal,  and  instead 
adopted  a fair  plan  for  medical  service  and 
hospitalization  for  those  in  need  of  it.” 

Dr.  Askey  urged  that  all  county  and  state 
medical  associations  provide  “the  medical 
leadership  necessary  to  implement  the 
Mills-Kerr  bill  (the  new  federal-state  pro- 
gram) as  rapidly  as  possible.”  And  the 
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House  of  Delegates  adopted  such  a resolu- 
tion. 

“We  must  put  forth  a sincere  and  concen- 
trated effort  during  the  coming  year  to 
make  the  Mills-Kerr  law  effective,  to  show 
that  it  can,  practically  as  well  as  potentially, 
solve  the  problem  of  medical  care  for  the 
aged,”  Dr.  Askey  said. 

President-elect  John  F.  Kennedy’s  first 
Cabinet  appointment  was  Governor  Abra- 
ham Ribicoff  of  Connecticut  as  Secretary  of 
Health,  Education  and  Welfare — the  official 
with  primary  responsibility  for  carrying  out 
the  federal  part  of  the  Mills-Kerr  program. 

Ribicoff,  50,  was  an  early  supporter  of 
Kennedy  for  the  Presidential  nomination. 
He  was  twice  elected  governor  of  Connecti- 
cut. Before  that,  he  served  as  a Hartford, 
Conn.,  police  judge,  a member  of  the  state 
legislature  and  a member  of  the  national 
House  of  Representatives.  As  governor,  he 
inaugurated  a comprehensive  traffic  safety 
program  with  strong  penalties. 

* 

The  Sabin  oral  polio  vaccine  will  not  be 
available  in  sufficient  quantity  in  1961  for 
large  scale  use.  Leroy  E.  Burney,  M.D., 
Surgeon  General  of  the  U.  S.  Public  Health 
Service,  told  the  recent  Clinical  Meeting  of 
the  AMA  that  many  problems  involved  in 
taking  the  oral  vaccine  out  of  the  labora- 
tory and  into  mass  production  had  not  been 
solved. 

In  light  of  this  fact,  both  the  AMA  House 
of  Delegates  and  Dr.  Burney  urged  that  the 
widest  possible  use  of  the  Salk  vaccine  be 
encouraged.  Dr.  Burney  said  that  large 
numbers  of  the  U.  S.  population,  including 
almost  half  of  the  children  under  five,  had 
not  been  fully  vaccinated  with  the  effective 
Salk  vaccine. 

Dr.  Burney  said  the  problems  of  integrat- 
ing the  oral  vaccine  into  the  present  pro- 
gram of  immunization  against  polio  “are 
many  and  complex.” 

“Only  the  future  can  tell  whether  con- 
trol of  poliomyelitis  will  be  accomplished 
through  a live,  orally  administered  vaccine, 
the  killed  vaccine,  or  a combination  of 
both,”  Dr.  Burney  said. 

* 

The  Food  and  Drug  Administration  is- 
sued stricter  rules,  some  effective  Jan.  8 and 
others  effective  March  9,  governing  promo- 


tion and  marketing  of  prescription  drugs. 
The  new  regulations  are  designed  to  insure 
safe  use  of  the  drugs. 

Under  the  new  regulations,  manufac- 
turers must  disclose  hazards,  as  well  as  ad- 
vantages, of  the  drugs  in  promotional  ma- 
terial sent  to  physicians.  Manufacturers 
can  be  denied  permission  to  market  drugs 
if  they  refuse  to  permit  FDA  inspection  of 
manufacturing  methods,  facilities,  controls 
or  records. 

The  FDA  deferred  until  later  action  on 
its  proposal  to  require  every  package  of 
drugs  sold  to  pharmacies  to  contain  an  of- 
ficial brochure  on  their  use  and  hazards. 
The  AMA  proposed  instead  that  it  be  given 
the  responsibility  of  getting  such  informa- 
tion directly  to  physicians. 

* 

Foreign  interns  who  failed  medical  exam- 
inations last  September  may  remain  in  this 
country  until  at  least  next  July  1.  In  co- 
operation with  the  State  Department,  the 
AMA  agreed  to  extend  for  six  months  a Jan. 
1 deadline  for  dismissal  of  foreign  interns 
unless  they  pass  the  examinations  through 
the  Educational  Council  for  Foreign  Medi- 
cal Graduates. 

The  flunking  interns  will  be  given  an- 
other opportunity  to  take  the  examinations 
in  April.  Meantime,  they  must  be  taken  off 
patient  care  and  their  hospitals  must  set  up 
training  programs  for  them. 

The  AMA  Council  on  Medical  Education 
and  Hospitals,  said  that  this  policy  would 
be  carried  out  judiciously  and  that  occa- 
sional exceptions  would  be  granted  where 
circumstances  warranted. 

Six  MD's  Elected  to  House  of 
Representatives 

In  House  elections,  all  four  members  who 
are  MD’s  were  victorious  and  they  were 
joined  by  Drs.  Durward  G.  Hall  (Mo.)  and 
Edwin  R.  Durno  (Oreg.).  Both  are  Repub- 
licans. Returned  to  their  Congressional 
seats  were  Republicans  Walter  Judd 
(Minn.)  and  Ivor  D.  Fenton  (Pa.)  and  Dem- 
ocrats Dale  Alford  (Ark.)  and  Thomas  E. 
Morgan  (Pa.).  Defeated  in  their  first  time 
bids  for  Congress  were  a Democrat,  Dr. 
John  D.  Kaster  (Calif.)  and  three  Republi- 
cans, Drs.  Floyd  M.  Burgeson  (la.),  Charles 
Muzzicato  (NY)  and  L.  F.  Nadrowski  (NY). 


January,  1961 


MEDICAL  NEWS  IN  TENNESSEE 


29 


AMA  Seeks  to  Advise  on  Wise  Use 
of  Health  Care  Dollars 

The  American  Medical  Association  has 
launched  a “comprehensive  study  and  ac- 
tion program”  to  guide  the  consumer  in 
spending  his  health  care  dollars  more 
wisely.  The  AMA  program,  dedicated  to 
promoting  the  highest  quality  health  care 
at  the  lowest  cost,  can  help  the  consumer 
dramatically  reduce  his  expenditures  on 
health  care  without  lowering  the  quality  or 
effectiveness  of  it  one  bit.  Purpose  of  the 
effort  is  to  arm  the  consumer  with  facts 
in  the  hope  that  he  will  use  them. 

One  of  these  barriers  is  the  ineffective- 
ness of  a vast  number  of  nonprescription  or 
over-the-counter  drug  products  which  the 
AMA  says  is  currently  being  used  by  the 
public  in  great  quantities  and  at  a cost  run- 
ning into  millions  of  dollars  annually. 

The  AMA  said  physicians  also  owe  it  to 
their  patients  to  discourage  them  from 
“throwing  their  money  out  the  window”  on 
devices,  so-called  “cures,”  food  fads,  “health 
literature,”  and  many  other  forms  of  quack- 
ery currently  bilking  the  American  public 
out  of  additional  millions  of  dollars  a year. 

“The  average  American  family  now 
spends  about  $18  a month  on  non-prescrip- 
tion or  over-the-counter  products.  While 
these  drugs  are  safe  for  unsupervised  use 
in  most  cases,  many  of  them  actually  bring 
little  benefit  from  a health  standpoint  and, 
for  the  most  part,  represent  dollars  wasted. 

“The  goal  of  the  AMA  program  is  a 
higher  quality  of  health  care  for  a greater 
number  of  people  at  a lower  cost.” 

Results  of  Recent  Health  Insurance 
Institute  Survey 

Tennessee  physicians  will  be  interested 
to  know  that  John  Q.  Public  consults  his 
physician  five  times  annually,  on  the  aver- 
age. A recent  survey  conducted  by  the 
Health  Insurance  Institute,  discloses  that 
this  adds  up  to  more  than  852  million  visits 
to  a physician  each  year,  based  upon  data 
collected  by  the  U.  S.  Department  of  Health, 
Education  and  Welfare. 

Most  visits  take  place  in  the  doctor’s  of- 
fice. Two  out  of  three  visits,  or  66%  occur 
in  the  office,  10%  at  home  and  14%  in  an 
outpatient  clinic  of  a hospital,  industrial 
health  unit  or  other  locations. 


As  for  the  purpose  of  the  visit,  75%  were 
for  diagnosis  and/or  treatment  of  an  illness 
or  injury.  Eight  percent  were  for  general 
checkups  and  7%  were  for  immunizations. 
Residents  of  the  West  and  Northeast  con- 
sult doctors  more  frequently  than  persons 
living  in  the  Mid-West  or  South.  Tennessee 
is  included  in  the  Southern  region  where 
4.7  visits  per  person  were  made.  Persons 
with  incomes  under  $2,000  per  year  had  a 
rate  of  4.6  physician-visits  per  year  com- 
pared with  5.7  visits  for  persons  in  families 
earning  $7,000  or  more.  The  city  dweller 
consults  his  doctor  more  frequently  than 
the  rural  resident.  Women  average  the 
greater  number  of  physician  visits  than 
men,  5.6  a year  to  4.4. 


Tennessee  Public  Health  Association 

Approximately  800  public  health  doctors, 
professional  personnel  and  civic  leaders 
convened  December  7th  for  the  21st  annual 
meeting  of  the  Tennessee  Public  Health  As- 
sociation. Dr.  R.  H.  Hutcheson,  Tennessee 
Commissioner  of  Public  Health,  was  the 
keynote  speaker. 

Problems  of  the  aging  population  was 
the  theme  of  the  meeting.  Members  and 
delegates  heard  talks  on  various  aspects  of 
the  subject  by  Dr.  James  A.  Crabtree,  Uni- 
versity of  Pittsburgh;  Dr.  Berwyn  F.  Matti- 
son.  Executive  Director  of  the  American 
Public  Health  Association,  New  York;  Mr. 
Eugene  Lehr,  Public  Health  Service,  Wash- 
ington; Dr.  M.  B.  Bethel,  University  of 
North  Carolina;  and  Dr.  W.  H.  Aufranc, 
Public  Health  Service,  Atlanta. 

Workshops  were  arranged  for  health  of- 
ficers, nurses,  laboratory  technicians,  sani- 
tarians, statisticians,  clerks  and  health  edu- 
cators. The  meeting  was  conducted  over  a 
three  day  period  and  at  the  opening  session, 
Governor  Buford  Ellington  addressed  the 
Association. 

Chattanooga-State  Psychiatric  Hospital 

Dr.  Nat  Winston,  Jr.  has  been  named  su- 
perintendent of  the  Chattanooga-State  Psy- 
chiatric Hospital.  He  will  prepare  for  the 
opening  of  the  hospital  in  the  early  spring. 
Dr.  Winston  stated  that  staffing  of  the  hos- 
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pital  was  the  principal  problem  for  the  pres- 
ent. The  initial  staff  for  the  hospital,  in- 
cluding both  administrative  and  profes- 
sional, will  be  about  100.  The  hospital  will 
open  with  150  beds  with  plans  for  1,500 
beds  ultimately. 

Patients  will  be  evaluated  and  given  in- 
tensive treatment  at  the  new  $314  million 
facility  and  if  long-term  treatment  is  indi- 
cated, transfer  will  be  recommended,  Dr. 
Winston  stated. 

The  Moccasin  Bend  Hospital  will  be  the 
state’s  first  intensive  treatment  center  for 
the  mentally  ill. 

State  Medical  Aid  Bill  Proposed 

The  Tennessee  Public  Welfare  Commis- 
sioner reports  the  state  will  introduce  a 
measure  early  in  the  1961  State  Legislature, 
allowing  Tennessee  to  participate  fully  in 
the  new  federal  medical  aid  for  the  aged 
program.  Commissioner  Scott  stated  that 
Tennessee  is  already  eligible  for  the  pro- 
gram as  it  relates  to  the  aged  who  receive 
welfare  assistance.  The  legislation  would 
allow  the  state  to  participate  in  the  part  of 
the  program  which  provides  aid  to  persons 
over  65  years  of  age  who  cannot  afford  ade- 
quate medical  care  and  do  not  receive  pub- 
lic assistance. 

The  Welfare  Department  is  considering 
a $500,000  annual  appropriation,  Commis- 
sioner Scott  stated.  With  federal  contri- 
butions, Tennessee  would  receive  just  over 
$2  million  a year.  The  federal  government 
will  pay  76.5%  of  the  cost  of  providing  med- 
ical care  for  those  not  on  public  rolls. 

More  Dollars  Seen  for  Medical  Research 

More  of  your  tax  dollars  are  bound  to  go 
into  medical  research  after  John  F.  Ken- 
nedy becomes  president.  These  funds  will 
be  channeled  chiefly  through  the  National 
Institutes  of  Health,  the  big  research  arm  of 
the  Department  of  Health,  Education  and 
Welfare.  In  the  past  year,  the  National  In- 
stitutes of  Health  granted  stipends  to  sci- 
entists in  Tennessee  totaling  $2,735,928. 

Vanderbilt  University  School  of  Medicine 

The  John  A.  Hartford  Foundation  of  New 
York  has  awarded  a grant  of  $389,663  to 
Vanderbilt  Hospital  for  a study  of  heart 
disease.  Specifically  the  grant  will  support 
studies  of  heart  functions  in  persons  with 


heart  disease  under  conditions  of  exercise, 
drugs  and  surgery. 

* 

A team  of  Vanderbilt  University  re- 
searchers have  been  awarded  a U.  S.  Public 
Health  Service  grant  of  about  $300,000 
which  will  finance  their  investigations  of  a 
heart  lung  disease  which  kills  thousands  of 
premature  infants.  The  new  grant  included 
$123,000  for  the  year  1960  and  about  $53,000 
a year  for  the  next  three  years. 

Meharry  Medical  College 

A $622,000  Hill-Burton  grant  has  boosted 
Meharry  Medical  College’s  endowment  fund 
to  $1.5  million  in  its  long-range  $20  million 
development  program.  Seventy  beds  will 
be  added  which  will  boost  the  total  to  249. 
This  is  for  an  expansion  of  the  Hubbard 
Hospital  operated  by  Meharry. 

University  of  Tennessee 
College  of  Medicine 

A postgraduate  seminar  for  business  ex- 
ecutives in  industrial  psychology  and  men- 
tal hygiene  will  be  conducted  by  the  Uni- 
versity of  Tennessee  Medical  Units  in  co- 
operation with  the  Council  on  Industrial 
Mental  Health.  The  seminar,  starting  Jan- 
uary 27th  will  be  directed  by  Dr.  P.  J. 
Sparer,  professor  of  Psychiatry  and  Preven- 
tive Medicine,  assisted  by  professional  col- 
leagues and  members  of  the  Council.  Ob- 
jectives are  continuing  education  toward  a 
better  understanding  of  human  beings  in 
industry  and  to  help  executives  do  a better 
job. 

* 

A grant  of  $310,227  has  been  awarded  the 
Medical  Units  by  the  National  Cancer  In- 
stitute of  the  U.  S.  Public  Health  Service. 
The  funds  will  be  used  over  a five  year 
period  to  train  undergraduate  medical  stu- 
dents and  physicians  and  dentists  in  cancer 
research,  diagnosis  and  treatment. 

State  of  Tennessee 
Department  of  Public  Health 

Tennessee  State  Medical  Association 
112  Louise  Avenue 
Nashville,  Tennessee 
Dear  Doctor: 

I am  enclosing  a brief  statement  of 
change  of  procedure  involving  our  Division 
of  Laboratories.  Effective  January  1,  1961, 
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the  performance  of  the  KRP  test  will  be 
discontinued  and  will  be  replaced  by  the 
FTA  test. 

I will  appreciate  your  inserting  this  notice 
in  the  January  issue  of  the  Journal. 
December  16,  1960 

Yours  very  truly, 

R.  H.  Hutcheson,  M.D. 
Commissioner 

FLUORESCENT  TREPONEMAL  ANTIBODY 
TEST 

Effective  January  1,  1961,  the  Division  of  Lab- 
oratories of  the  Tennessee  Department  of  Public 
Health  will  no  longer  perform  the  Kolmer  Reiter 
Protein  (KRP)  complement  fixation  test  on  speci- 
mens from  problem  cases  in  syphilis  diagnosis 
but  instead  will  perform  the  Fluorescent  Trepo- 
nemal Antibody  (FTA)  test.  It  will  be  necessary 
that  at  least  two  previous  routine  serologic  tests 
(as  the  VDRL  test)  for  syphilis  have  been  per- 
formed on  specimens  submitted  for  the  FTA  test. 
A statement  of  the  time  tested,  the  results  of  the 
tests,  and  of  the  problem  involved  in  the  particu- 
lar case  should  accompany  the  specimens.  Speci- 
mens should  not  be  sent  in  for  a person  who  has 
clinical  and/or  epidemiological  evidence  of  syph- 
ilis. The  specimens  should  be  sent  to  Central 
Laboratory,  Nashville,  direct  or  through  a Branch 
Laboratory.  Form  610  should  accompany  each 
specimen,  specifically  requesting  the  FTA  test  in 
red  at  top  of  form. 

It  has  been  found  that  the  KRP  test  fails  to 
correlate  as  well  with  the  Treponema  Pallidum 
Immobilization  (TPI)  test  as  does  the  FTA  test. 

The  antigen  used  in  the  FTA  test  is  a patho- 
genic strain  of  Treponema  pallidum,  whereas  the 
KRP  antigen  is  prepared  from  a nonpathogenic 
(Reiter  strain)  of  a treponeme  thought  to  be  a 
nonpathogenic  strain  of  Treponema  pallidum. 
This  organism  may  be  grown  in  a laboratory  cul- 
ture medium,  whereas  pathogenic  strains  cannot 
be.  The  FTA  antigen  is  the  same  organism  as  is 
used  in  the  TPI  test. 

The  patient’s  serum  is  added  to  a portion  of 
the  Treponema  pallidum  antigen  which  has  been 
placed  on  a slide.  If  antibodies  are  present  in  the 
patient’s  serum  they  will  coat  the  antigen  (Trepo- 
nema pallidum) , and  will  not  be  rinsed  off  the 
slide.  If  antibodies  are  not  present  the  antigen 
will  not  be  coated  and  the  human  serum  is  re- 
moved from  the  slide  by  several  rinse  steps.  An 
antiserum  which  has  been  prepared  against  hu- 
man serum  in  goats  is  combined  with  fluorescein. 
This  tagged  antiserum  is  then  placed  on  the  slide 
described  above. 

If  antibodies  were  present  in  the  patient’s  se- 
rum (positive  serum)  they  will  have  coated  the 
surface  of  the  antigen  (Treponema  pallidum). 
The  tagged  antihuman  serum  (combined  with 
fluorescein)  will  then  combine  with  the  trepo- 
nemal antibodies  which  have  coated  the  antigen 
(Treponema  pallidum).  As  a result,  the  trepo- 


nemes  emit  fluorescence  when  viewed  through  a 
microscope  which  has  an  ultra  violet  light  source. 

Treponemes  which  have  been  in  contact  with 
serum  that  did  not  have  antibodies  (negative  se- 
rum) will  not  take  up  the  fluorescein,  and  will 
not  fluoresce. 

Southern  Medical  Association 

The  54th  Annual  Meeting  of  the  Associa- 
tion, held  in  St.  Louis,  October  31  to  No- 
vember 3 was  attended  by  86  Tennessee  doc- 
tors. 


PERSONAL  NEWS 


Dr.  H.  L.  Monroe,  Erwin,  immediate  past-presi- 
dent of  the  Tennessee  State  Medical  Association, 
has  been  named  Unicoi  County’s  Citizen  of  the 
Year.  Recently,  Dr.  Monroe  was  named  Tennes- 
see’s Outstanding  General  Practitioner  of  the 
Year. 

Dr.  Harry  C.  Helm,  Columbia,  has  been  elected 
president  of  the  medical  staff  of  the  Maury  County 
Hospital.  Vice-president  is  Dr.  Edwin  K.  Provost 
and  Dr.  Ambrose  M.  Langa  has  been  re-elected 
secretary  of  the  staff. 

Dr.  E.  Converse  Peirce,  Knoxville,  has  been 
elected  vice-president  of  the  Southern  Thoracic 
Surgical  Association. 

Dr.  Laurence  Grossman,  Nashville,  will  assume 
the  presidency  of  the  Nashville  Academy  of 
Medicine  on  January  10th.  Dr.  Joseph  M.  Ivie, 
Nashville,  has  been  named  president-elect  of  the 
Academy.  Secretary-treasurer  is  Dr.  Tom  Nes- 
bitt who  succeeds  Dr.  Douglas  Riddell.  Elected 
to  the  Board  were  Dr.  Robert  Finks  and  Dr.  James 
Thomasson. 

Dr.  C.  David  Scheibert,  Nashville,  addressed 
the  Huntsville  Journal  Club,  Huntsville,  Alabama 
on  December  12th.  Topics  discussed  were  “The 
Care  of  the  Comatose  Patient,”  “Closed  and  Com- 
pound Head  Injuries,”  and  “Cerebrovascular  Ac- 
cidents with  Emphasis  on  Internal  Carotid  Artery 
Insufficiency.” 

Dr.  R.  Beverly  Ray,  Memphis,  has  been  named 
president  of  the  Baptist  Hospital  medical  staff. 
Other  medical  staff  officers  are  Dr.  Marcus  J. 
Stewart,  vice-president;  Dr.  Gordon  L.  Mathes, 
secretary;  and  Dr.  Charles  B.  Olim  and  Dr.  Wil- 
liam P.  Maury,  members-at-large. 

Dr.  Marion  M.  Young,  Crossville,  has  been 
named  health  director  for  the  six-county  Upper 
Cumberland  District. 

Dr.  E.  E.  Edwards,  McKenzie,  has  been  elected 
president  of  the  McKenzie  Chamber  of  Commerce. 

Dr.  B.  M.  Overholt  has  been  re-elected  chief  of 
staff  of  St.  Mary’s  Hospital.  Other  officers  elected 
were  Dr.  Floyd  N.  Bankston,  vice  chief  of  staff, 
and  Dr.  James  P.  Harmon,  secretary-treasurer. 
All  are  from  Knoxville. 

Dr.  E.  M.  Kelman,  Maryville,  and  Dr.  Daniel 
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Beals,  Knoxville,  recently  conducted  a seminar  in 
chemistry  at  a meeting  of  the  Tennessee  Society 
of  Medical  Technologists. 

Dr.  Charles  Gillit  is  now  associated  with  Dr.  J. 
Wesley  Osborne  at  Hendersonville. 

Dr.  Joe  Hampton  Henshaw,  Sweetwater,  has 
been  admitted  to  Fellowship  of  the  American 
College  of  Surgeons. 

Dr.  I.  Frank  Tullis,  Memphis,  chief  of  the  Di- 
vision of  Medicine  at  the  University  of  Tennessee 
College  of  Medicine,  has  been  elected  chairman- 
elect  of  the  Section  on  Medicine  of  the  Southern 
Medical  Association. 

Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga,  was 
a recent  guest  speaker  at  the  Catholic  Business 
Women’s  dinner  meeting.  His  subject  was  “Men- 
tal Health.” 

Dr.  W.  Gordon  Doss  has  returned  to  Henderson- 
ville where  he  will  begin  the  practice  of  medicine 
and  anesthesiology. 

Dr.  C.  Windom  Kimsey,  Chattanooga,  has  been 
certified  as  a diplomate  of  the  American  Board 
of  Radiology. 

The  Memphis  Pediatric  Society  has  elected  the 
following  officers:  Dr.  Raphael  N.  Paul,  president 
succeeding  Dr.  William  Mason;  Dr.  Albert  N. 
Jones,  vice-president;  and  Dr.  Fontaine  S.  Hill, 
secretary- treasurer. 

Dr.  Guy  C.  Richardson,  Bristol,  recently  at- 
tended a meeting  in  Washington  for  aviation  med- 
ical examiners. 

Dr.  Alex  B.  Shipley,  Knoxville,  has  been  elected 
president  of  the  Tennessee  Public  Health  Associa- 
tion. 

Dr.  O.  Horace  Yarberry,  Jr.,  Knoxville,  has 
been  appointed  chief  of  anesthesia  and  inhalation 
therapy  at  Baptist  Hospital. 

Dr.  Edwin  E.  Gray,  Tullahoma,  has  been  elected 
chief  of  staff  of  Coffee  County  Hospital.  He  suc- 
ceeds Dr.  Clarence  Farrar  of  Manchester.  Other 
officers  are  Dr.  Horace  A.  Farrar,  vice  chief  of 
staff  and  Dr.  L.  G.  Gardner,  secretary-treasurer. 

Dr.  H.  H.  Winters,  formerly  of  Manchester,  has 
moved  to  Monroe,  Louisiana. 

Newly  elected  officers  to  the  medical  staff  of 
Morristown-Hamblen  Hospital  are:  Dr.  Cecil  F. 
Mynatt,  Jr.,  chief  of  staff  to  succeed  Dr.  James 
W.  Richardson;  Dr.  P.  M.  Trusler,  vice  chief  of 
staff;  and  Dr.  Charles  S.  Scott,  secretary-treasurer. 
Dr.  Kemp  Davis  has  been  named  chief  of  the 
surgical  service. 

Two  Memphis  pathologists  have  been  named 
diplomates  of  the  American  Board  of  Pathology. 
They  are  Drs.  James  W.  Geisler  of  Baptist  Hos- 
pital and  D.  LaZelle  Michaelis. 

Dr.  Walter  Hughes,  Cleveland,  left  January  1 
to  take  a position  on  the  faculty  of  the  University 
of  Louisville,  College  of  Medicine,  Louisville,  Ky. 


Dr.  Robert  C.  Robertson,  Chattanooga,  recently 
attended  a meeting  of  the  Society  of  Medical  Con- 
sultants to  the  Armed  Forces. 

Dr.  John  J.  Lentz,  Nashville,  was  recently  hon- 
ored in  an  observance  of  the  40th  anniversary  of 
his  taking  over  as  director  of  the  Davidson  County 
Health  Department. 

Dr.  W'illiam  O.  Green,  Jackson,  has  been  named 
a diplomate  of  the  American  Board  of  Pathology. 

Dr.  John  Hamsher,  Memphis,  has  been  named 
president-elect  of  the  Memphis  branch  of  the 
Southeastern  Section  of  the  American  Urological 
Association. 

Dr.  Luke  L.  Ellenburg,  Greeneville,  has  been 
elected  a Fellow  of  the  American  Academy  of 
Pediatrics. 

Dr.  William  S.  Muse,  Knoxville,  has  been  re- 
elected as  chief  of  staff  at  Presbyterian  Hospital. 
Others  re-elected  are  Dr.  Kenneth  Shoemaker, 
vice  chief,  and  Dr.  R.  H.  Duncan,  Jr.,  secretary. 

Dr.  Frank  London,  Knoxville,  recently  spoke 
on  “Low  Saturated  Fat  Diets”  at  the  Knoxville 
Area  Dietetic  Association. 

Dr.  Felix  G.  Line,  Knoxville,  has  been  elected 
chief  of  staff  of  Children’s  Hospital.  He  succeeds 
Dr.  John  Mohr.  Dr.  Joe  Garcia  was  chosen  as 
vice  chief  of  staff. 

Dr.  Joseph  E.  Acker,  Jr.,  Knoxville,  has  been 
re-elected  chief  of  staff  at  University  Hospital. 

Dr.  Lawrence  C.  Lewis,  Jr.  has  been  elected 
president  of  the  medical  staff  of  St.  Joseph  Hos- 
pital, Memphis.  He  succeeds  Dr.  James  Collins. 
Other  officers  are  Dr.  Joseph  C.  Orman,  president- 
elect, and  Dr.  Paul  Drenning,  secretary. 

The  office  of  Dr.  Philip  H.  Livingston,  Chatta- 
nooga, formerly  located  at  907  James  Building, 
has  been  moved  to  111  Provident  Building.  Dr. 
Livingston  recently  addressed  the  Cleveland,  Ten- 
nessee, Woman’s  Club.  The  title  of  his  ad- 
dress was  “Vignettes  of  Heart  Disease.” 

Dr.  Edward  E.  Reisman,  Jr.,  Chattanooga,  re- 
cently addressed  the  Chattanooga  Chapter  of 
Hadassah. 

Dr.  Edward  F.  Buchner,  III,  Chattanooga,  an- 
nounces the  opening  of  his  office  for  the  practice 
of  medicine  in  the  Provident  Life  Building.  He 
will  practice  internal  medicine  and  cardiology. 

Chattanooga  physicians  recently  appearing  on 
a TV  program  sponsored  by  the  Health  Council 

were:  Drs.  John  M.  Higgason,  Harry  Jones,  Stew- 
art Auerbach  and  L.  Spires  Whitaker. 

Dr.  Paul  A.  Green,  Jr„  Nashville,  announced 
the  opening  of  his  office  for  the  practice  of  ob- 
stetrics and  gynecology. 

Dr.  James  M.  Phythyon,  Nashville,  has  joined 
Dr.  Frank  C.  Womack,  Jr.  in  the  practice  of  pa- 
thology. 
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FROM:  The  National  Foundation 
800  Second  Avenue 
New  York  17,  N.  Y. 

Contact:  A1  Burns 

OXford  7-7700 

PREPARED  FOR:  Journal  of  Tennessee  State 
Medical  Association 

FOR  RELEASE  AFTER  JANUARY  1,  1961 

NEW  YORK,  N.  Y.,  Dec.  2,  1960— The  state  of 
Tennessee  has  been  the  principal  beneficiary  in 
the  allocation  of  March  of  Dimes  funds  raised  in 
the  state  over  the  past  23  years,  it  was  disclosed 
today  in  a financial  summary  prepared  by  The 
National  Foundation. 

More  than  71  cents  of  every  dollar  from  Ten- 
nessee’s March  of  Dimes  has  been  put  to  use  in 
aiding  the  state’s  disease  victims  and  in  research 
and  education  projects  conducted  by  Tennessee 
institutions.  Of  the  remaining  29  per  cent  ac- 
cruing to  the  national  headquarters,  a consider- 
able amount  also  has  come  back  to  Tennessee  in 
shipments  of  polio  vaccine  and  gamma  globulin 
and  in  other  nationwide  services  conducted  by 
The  National  Foundation. 

The  summary  covers  the  period  since  the  first 
March  of  Dimes  was  held  in  January,  1938,  and 
compares  the  net  total  of  funds  raised  in  the 
state  with  amounts  made  available  to  Tennessee 
through  September  30,  1960. 

In  this  period,  Tennessee  chapters  of  the  March 
of  Dimes  organization  raised  a net  total  of 
$8,814,244.29  at  an  average  fund-raising  cost  of 
TV2  per  cent.  Of  this  amount,  $4,774,133.36  has 
been  available  to  the  county  chapters  in  carrying 
out  their  extensive  patient  aid  programs,  includ- 
ing advances  of  $1,163,574.78  from  the  national 
office  to  meet  local  emergency  situations. 

In  addition,  76  grants  totaling  $1,525,879.31  have 
been  made  in  support  of  research  and  professional 
education  projects  at  Tennessee  institutions.  Prin- 
cipal recipients  of  these  grants  have  been  Van- 
derbilt University,  $744,383.20;  Meharry  Medical 
College,  $703,778.96;  The  University  of  Tennessee, 
$40,240.39;  The  Nashville  School  of  Social  Work, 
$19,315.76;  Baptist  Memorial  Hospital,  Memphis, 
$18,161.00. 

Over  and  above  the  71  per  cent  used  by  insti- 
tutions and  county  chapters  in  the  state,  The  Na- 
tional Foundation  has  financed  within  the  state 
projects  such  as  the  historic  field  trials  which 
proved  the  effectiveness  of  the  Salk  vaccine,  epi- 
demiological studies  and  scholarship  or  fellowship 
grants  to  Tennessee  residents.  National  head- 
quarters’ expenditures  for  the  vaccine  trials  in 
Tennessee  amounted  to  $79,262.81.  In  addition,  the 
national  office  has  sent  into  Tennessee  $113,407.88 
worth  of  Salk  vaccine  and  110,652  cc’s  of  gamma 
globulin  in  support  of  its  polio  prevention  pro- 
grams. 

Two  years  ago,  the  National  Foundation  for 


Infantile  Paralysis  changed  its  name  to  The  Na- 
tional Foundation  in  expanding  its  areas  of  in- 
terest beyond  polio  to  include  birth  defects  and 
arthritis,  using  the  scientific  knowledge  and  ex- 
perience gained  in  the  fight  against  polio. 

The  New  March  of  Dimes  takes  place  through- 
out the  month  of  January. 


A portion  of  the  Presidential  Address  of 
the  Middle  Tennessee  Medical  Association 
appears  below  as  a matter  of  record  for  the 
Archives  of  Medicine  in  Tennessee. 

The  Middle  Tennessee  Medical 
Association* 

Ben  H.  Marshall,  M.D.,  Fayetteville,  Tenn. 

Gentlemen,  this  the  129th.  Semi-annual 
Meeting  of  the  Middle  Tennessee  Medical 
Association,  in  itself,  is  a significant  mile- 
stone in  medical  history.  This  number  rep- 
resents a lot  of  meetings  and  signifies  many 
years  of  continuous  and  uninterrupted  ef- 
fort on  the  part  of  the  doctors  of  Middle 
Tennessee  to  promote  high  standards  of 
medical  ethics,  professional  fellowship,  and 
to  share  medical  knowledge. 

During  the  past  24  years  it  has  been  my 
privilege  to  attend  most  of  these  meetings, 
and  since  you  have  been  so  generous  to 
award  me  the  top  honor  of  this  association, 
it  creates  within  me  an  humble  awesome- 
ness because  I now  stand  in  the  footsteps 
and  the  shadows  of  some  very  prominent 
and  some  very  famous  Middle  Tennessee 
physicians.  Gentlemen,  I humbly  and  sin- 
cerely thank  you. 

According  to  Dr.  W.  K.  Sheddan,  in  a 
sketch  in  the  files  of  the  Centennial  History 
of  the  Tennessee  State  Medical  Association, 
the  first  steps  in  the  organization  of  this 
association  were  taken  at  a meeting  held 
in  the  Gentleman’s  Parlor  of  the  Maxwell 
House  in  Nashville,  on  the  evening  of  Sep- 
tember 20,  1894  (some  65  years  ago).  Those 
present  at  that  meeting  were:  Doctors  J.  S. 
Cain,  J.  R.  Buist,  T.  A.  Atchinson,  J.  B. 
Lindsey,  J.  D.  Plunket,  W.  L.  Nichol,  W.  D. 
Haggard,  Sr.,  A.  M.  Trawick,  W.  G.  Doug- 
las, George  H.  Price,  Paul  F.  Eve,  G.  P.  Ed- 

*Read  before  the  Middle  Tennessee  Medical  As- 
sociation meeting,  Shelbyville,  Tenn.,  May  21, 
1959. 
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wards,  Ross  Dunn,  W.  C.  Newman,  W.  D. 
Sumpter,  J.  A.  Witherspoon,  J.  M.  Bass,  0. 
H.  Wilson,  T.  B.  Stevens,  C.  R.  Atchison,  J. 
H.  Oney  and  Hugh  Miller  of  Nashville,  and 
Doctors  J.  B.  Cowan  of  Tullahoma,  W.  C. 
Bilbro  of  Murfreesboro,  C.  A.  Abernathy  of 
Pulaski,  W.  A.  H.  Coop  of  Lawrenceburg, 
J.  S.  Nowlin  of  Shelbyville,  and  J.  W.  Ross 
of  Clarksville,  (of  this  group  of  28  doctors, 
I believe  only  Doctor  O.  H.  Wilson  is  still 
living). 

The  first  regular  meeting  was  held  in  the 
Senate  Chamber  in  the  Capitol  in  Nashville, 
on  November  13,  1894.  It  was  called  to  or- 
der by  the  chairman  of  the  preliminary 
meeting,  Dr.  J.  B.  Cowan  of  Tullahoma, 
who  then  detailed  the  aims  and  objects  of 
the  meeting  and  asked  all  present  to  become 
members  of  the  organization.  A Commit- 
tee on  Organization  reported  in  a Consti- 
tution and  By-Laws  that  were  unanimously 
accepted.  The  organization  was  to  be  known 
as  the  Middle  Tennessee  Medical  Associa- 
tion. Its  officers  were  to  be  a president,  a 
vice  president,  and  a secretary-treasurer. 
Meetings  were  to  be  held  semi-annually. 
This  Constitution  remains  today  practically 
unchanged.  The  permanent  officers  for  the 
ensuing  six  months  were  then  elected  as 
follows:  Dr.  J.  B.  Cowan,  Tullahoma,  presi- 
dent; Dr.  Robert  Pillow,  vice-president;  and 
Dr.  Hugh  R.  Miller,  Nashville,  secretary- 
treasurer.  Dr.  Cowan,  in  his  talk  after  his 
election  as  president,  suggested  that  the  as- 
sociation become  a missionary  organization 
in  the  interest  of  the  up-bringing  of  orga- 
nized medicine  in  the  state,  and  that  to  ac- 
complish this  purpose  it  should  hold  its 
meetings  in  the  various  towns  of  the  mid- 
dle division  of  the  state.  These  suggestions 
were  accepted  and  it  was  accordingly  voted 
to  hold  the  second  meeting  at  Columbia, 
Tenn.  on  the  second  Thursday  in  May,  1895. 
This  practice  has  been  continued  through- 
out the  years,  and  meetings  have  been  held 
in  Shelbyville,  Pulaski,  Lewisburg,  Dickson, 
Springfield,  Lebanon,  McMinnville,  Fay- 
etteville, Clarksville,  Franklin,  Sparta,  Cen- 
terville, Lawrenceburg,  Winchester,  Tulla- 
homa, Bell  Buckle,  and  Gallatin.  At  all 
these  places  an  honest  and  determined  ef- 
fort was  made  to  bring  into  its  membership 
all  of  the  local  physicians  and  to  encourage 


County  Medical  Societies.  The  roll  of  mem- 
bership of  this  association  carries  on  it  the 
names  of  most  of  the  practicing  physicians 
of  Middle  Tennessee  at  one  time  or  another. 
Some  of  the  records  have  been  lost,  but  a 
few  of  the  older  men  who  are  still  living 
and  who  have  graced  this  office  are:  Dr. 
Lucius  E.  Burch,  Dr.  Duncan  Eve,  Dr.  O.  N. 
Bryan,  Dr.  H.  H.  Shoulders,  and  Dr.  Jack 
Witherspoon,  all  of  Nashville;  Dr.  C.  L. 
Goodrich  of  Fayetteville;  Dr.  J.  R.  Ray  of 
Shelbyville;  Dr.  George  C.  Williamson  of 
Columbia;  Dr.  B.  H.  Woodard  of  Spring 
Hill;  and  Dr.  J.  B.  Black  of  Murfreesboro. 
Some  of  these  distinguished  gentlemen  are 
with  us  here  today  and  we  welcome  and 
greet  you  sincerely.*  Quite  a number  of 
the  younger  and  more  recent  past  presi- 
dents, (and  I am  not  quite  certain  whether 
I should  classify  Dr.  Walter  Johnson  of  Pu- 
laski, Dr.  Robert  McCown  of  Fayetteville 
and  Dr.  Beverly  Douglas  of  Nashville  as 
the  older  or  the  younger)  are  also  present, 
but  time  does  not  permit  me  to  recognize 
each  of  you  individually,  but  I do  especially 
appreciate  your  presence. 

In  the  early  history  of  this  society,  Dr. 
Sheddan  states,  that  the  Middle  Tennessee 
Association  helped  to  increase  the  member- 
ship and  added  to  the  strength  of  our  State 
Association.  The  objects  of  this  Association 
have  been  the  advancement  of  organized 
medicine,  the  promotion  of  high  ethical 
standards,  and  the  encouragement  of  the 
younger  men  in  the  profession.  Discus- 
sions in  this  association  have  always  been 
pointed  and  free,  and  criticism  has  been 
sharp  and  sometimes  caustic  but  never  per- 
sonal or  offensive.  So  much  for  a brief 
summary  of  the  history  of  this  society,  it 
is  so  typically  that  of  the  over-all  history 
of  medicine,  and  doctors  of  medicine,  I 
thought  that  it  would  be  of  interest  to  us 
all. 


♦Former  presidents  in  attendance  included  W. 
D.  Jones,  C.  L.  Goodrich,  and  J.  E.  Sloan  of  Fay- 
etteville, B.  H.  Wordall  of  Spring  Hill,  A.  L.  Grif- 
fith of  Elora,  J.  B.  Black  of  Murfreesboro,  Ogle 
Jones  of  Centerville,  Wm.  Owens  of  Pulaski,  Geo. 
Smith  of  Winchester,  and  Albert  Weinstein  of 
Nashville. 
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Resuscitation  of  the  Newborn  Infant.  Edited  by 
Harold  Abramson,  M.D.,  Professor  of  Clinical 
Pediatrics,  New  York  Medical  College,  Newr 
York.  274  pages.  St.  Louis:  C.  V.  Mosby  Co., 
1960.  Price  $10.00. 

In  1956  the  Special  Committee  on  Infant  Mor- 
tality of  the  County  of  New  York  published  a re- 
port on  resuscitation  of  the  newborn  infant.  Wide- 
spread interest  in  this  report  prompted  a more 
comprehensive  discussion  evolving  the  concept  of 
resuscitation  of  newborn  infants  founded  on  sound 
physiologic  and  biologic  values  and  in  accordance 
with  current  knowledge  of  the  respiratory  diffi- 
culties of  infants  at  birth.  Perhaps  the  title  is 
misleading  in  that  resuscitation  is  not  discussed 
merely  in  terms  of  the  use  of  gases,  drugs  and 
mechanical  methods  for  the  initiation  and  main- 
tenance of  respiration  at  the  time  of  birth  of  the 
baby,  but  as  a total  concept  encompassing  all  in- 
fluences which  may  possibly  contribute  to  peri- 
natal distress.  As  a matter  of  fact  the  major  por- 
tion of  the  book  deals  with  the  subject  of  peri- 
natal distress.  Twenty-four  members  of  the 
committee  jointly  contribute  from  the  fields  of 
pediatrics,  obstetrics,  anesthesiology,  medicine, 
pharmacology,  physiology,  and  pathology.  The 
subject  matter  is  dealt  with  quite  concisely  and 
comprehensively  compiling  what  we  know,  what 
we  don’t  know  and  what  needs  to  be  done.  All 
contributors  are  well  known  in  their  respective 
fields,  the  book  is  clearly  written,  adequately  il- 
lustrated with  ample  references.  Altogether  this 
brief  work  does  quite  well  what  it  set  out  to  do) 
and  should  expect  a favorable  reception. 


Surgery  in  World  War  II.  General  Surgery.  The 
Medical  Department,  United  States  Army,  in 
World  War  II.  Edited  by  Michael  E.  DeBakey, 
M.D.  U.S.  Government  Printing  Office,  Divi- 
sion of  Public  Documents,  Washington  25,  D.  C. 
Price  $4.25. 

The  source  material  of  this  report  is  a record 
of  3,154  patients  with  abdominal  injuries  treated 
by  the  surgeons  of  the  2nd  Auxiliary  Group  in 
forward  surgical  installations.  Beginning  in  the 
North  African  campaign  and  continuing  through 
Sicily,  Italy,  and  southern  France,  the  surgeons  of 
the  theater  were  hard  pressed  by  the  need  for 
surgical  evidence  to  guide  their  daily  work.  Only 
command  insistence  and  the  habit  of  high  surgical 
standards  made  possible  the  accumulation  of  data. 

The  data  were  analyzed  overseas,  immediately 
after  they  were  collected.  Statistically,  as  well 
as  clinically,  they  were  large  enough  to  justify 
conclusions.  Among  these  were  the  routine  use 
of  exteriorization  or  colostomy  for  all  injuries  of 
the  colon  and  rectum;  the  routine  drainage  of 
Morison’s  pouch  in  all  injuries  of  the  liver;  the 
selective  use  of  the  transdiaphragmatic  approach 
in  thoracoabdominal  wounds;  the  dominance  of 
whole  blood  over  blood  substitutes  in  the  resusci- 


tation picture;  the  selective  rather  than  the  rou- 
tine use  of  morphine  in  combat  injuries  for  the 
relief  of  pain.  The  evidence  indicated  that  cor- 
rectly timed  surgery  was  itself  a factor  in  re- 
suscitation, the  shock  ward  officer  a basic  integer 
of  the  operating  team. 

The  data,  reanalyzed  later,  in  the  more  normal 
environment  of  the  United  States,  when  more 
sober  thoughts  were  possible,  gave  a more  com- 
plete understanding  of  the  effects  of  time-lag  be- 
fore operation,  of  the  effects  of  multi-visceral  in- 
juries, upon  prognosis. 

The  first  section  of  this  volume  deals  with  re- 
suscitation in  shock,  with  anesthesia,  adjunct 
therapy,  and  the  control  of  pain.  The  third  sec- 
tion concerns  colostomy  and  the  techniques  of 
closure.  The  second  and  major  portion  is  the 
record  of  high  caliber  surgery  in  tents  with  mud 
floors. 

No  similar  record  of  abdominal  injuries  ana- 
lyzed in  such  detail  exists  in  medicomilitary  his- 
tory. It  is  incentive  reading  for  every  military 
and  civilian  surgeon,  for  medical  students,  in- 
ternes, and  residents. 

Surgery  in  World  War  II,  Hand  Surgery.  (The 

Medical  Department,  United  States  Army  in 

World  War  II.)  Edited  by  Sterling  Bunnell, 

M.D.  U.S.  Government  Printing  Office,  Wash- 
ington 25,  D.  C.  Price  $3.75. 

This  book,  edited  by  an  outstanding  authority 
and  based  upon  approximately  89,000  wounds  of 
the  hand  estimated  to  have  occurred  in  World 
War  II,  tells  the  problems  and  surgical  manage- 
ment involved  with  that  experience  in  447  pages. 

In  contrast,  in  the  history  of  the  War  of  the 
Rebellion,  only  30  pages  of  the  three  (3)  volumes 
of  surgical  text  were  devoted  to  hand  injuries, 
including  injuries  of  the  wrist,  although  hand 
wounds  accounted  for  about  one-ninth  (1/9)  of 
recorded  wounds.  Only  300  lines  were  devoted 
to  the  subject  in  the  two  (2)  surgical  volumes  in 
the  History  of  the  U.  S.  Army  Medical  Depart- 
ment in  World  War  I. 

The  treatment  of  wounds  of  the  hand  was  not 
satisfactory  early  in  World  War  II.  The  pressure 
and  devastating  character  of  these  casualties  here- 
tofore unexperienced,  as  well  as  national  man- 
power requirements  for  the  preservation  of  func- 
tional extremities  in  addition  to  life  itself,  com- 
pelled a searching  reevaluation  of  practices  and 
techniques. 

The  repair  of  wounded  hands  constitutes  a com- 
posite problem.  They  must  be  cared  for  by  sur- 
geons whose  attention  is  not  limited  to  the  sep- 
arate specialties  of  plastic  surgery,  orthopedic 
surgery  or  neurosurgery,  but  who  possess  com- 
posite interests  and  abilities. 

This  volume  tells  the  story  of  hand  surgery  in 
the  Mediterranean  and  European  Theaters  of  Op- 
erations and  in  the  special  hand  centers  in  the 
United  States. 

To  take  full  advantage  of  varying  points  of 
view,  individual  techniques,  and  the  personal  in- 
genuity which  is  needed  in  large  measure  in  such 
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injuries,  the  experiences  of  the  individual  top- 
notch  surgeons  responsible  for  the  overall  pro- 
gram are  recorded  separately.  New  precedents 
were  established  and  are  discussed  in  detail:  the 
position  of  function  obtained  by  spring  or  elastic 
splints;  application  of  new  cover;  repair  of  nerves 
and  tendons;  skeletal  realignment;  the  position, 
transfer,  or  rebuilding  of  digits. 

The  clinical  and  administrative  pattern  is 
clearly  set  forth  in  this  volume.  Every  surgeon 
who  practices  hand  surgery  as  a specialty  or  who 
encounters  hand  injuries  in  his  practice  could 
profit  by  its  perusal.  It  shows  conclusively  that 
the  reconstruction  of  even  badly  crippled  hands 
is  a profitable  undertaking,  in  which  intelligent 
and  expert  attempts  at  salvage  yield  rich  rewards. 
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Plans  Formulated  for  TSMA 
Annual  Meeting 

Many  interesting  events  are  planned  for  the 
126th  annual  meeting  of  the  Tennessee  State 
Medical  Association  to  be  held  in  Chattanooga, 
April  9-12,  1961.  The  four-day  meeting  will  open 
on  Sunday  and  conclude  on  Wednesday.  The  Sun- 
day session  will  be  the  meeting  of  the  House  of 
Delegates  and  the  General  Scientific  program, 
specialty  society  meetings  and  committee  meet- 
ings will  be  conducted  on  Monday,  Tuesday  and 
Wednesday,  April  10-12.  Scientific  meetings  will 
begin  at  9:00  a.m.  on  Monday,  April  10  and  con- 
clude at  12:00  noon  on  Wednesday,  April  12th. 

On  Monday  evening,  April  10th,  physicians  and 
their  wives  may  attend  the  President’s  Banquet 
in  the  Read  House.  A number  of  presentations 
and  awards  will  be  made  at  the  dinner  and  the 
guest  speaker  will  be  a humorist,  Edmund  H. 
Harding  of  Washington,  North  Carolina.  It  is 
intended  that  the  President’s  Banquet  be  one 
where  all  attending  will  have  the  opportunity  to 
relax  and  have  fun. 

A new  event  will  follow  the  completion  of  the 
banquet,  when  Papa  John  Gordy  and  his  Dixie- 
landers  will  play  for  dancing. 

On  Tuesday  evening,  April  11,  the  various  ban- 
quets will  be  held  as  conducted  by  the  specialty 
societies,  meeting  in  conjunction  with  TSMA. 
Specialty  groups  will  meet  on  all  four  days  dur- 
ing the  meeting,  dependent  upon  the  selection  of 
dates  by  the  specialty  societies. 

The  scientific  program  will  feature  presenta- 
tions by  six  distinguished  guest  speakers.  There 
will  be  medical  motion  pictures,  symposia  and 
panel  discussions. 

Commercial  exhibits  will  be  on  display  in  the 
Read  House,  site  of  the  1961  annual  meeting.  The 
Arts  and  Craft  Show,  a popular  feature  spon- 
sored by  the  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association,  will  be  repeated  and 
this  display  will  be  in  the  Patten  Hotel. 

The  Read  House  will  be  headquarters  where 


the  main  registration  desk  will  be  located.  The 
House  of  Delegates  is  scheduled  to  meet  in  the 
Read  House  on  Sunday,  April  9th  at  1:00  p.m. 
and  again  on  Tuesday,  April  11th  at  9:00  a.m. 

Awards  will  be  made  to  the  outstanding  physi- 
cian of  the  year  and  to  Miss  Brenda  Lisle,  Chatta- 
nooga, winner  of  the  AMA’s  top  award  in  the  11th 
National  Science  Fair-International.  Also,  win- 
ners of  the  health  project  contest  will  receive 
their  awards. 

Final  arrangements  and  the  official  program  of 
the  annual  meeting  will  be  listed  in  the  March 
issue  of  the  Journal. 

The  IVth  International  Congress 
of  Allergology 

The  IVth  International  Congress  of  Allergology 
will  be  held  at  the  Hotel  Commodore,  New  York 
City,  October  15-20.  Among  the  subjects  to  be 
presented  are:  Genetics  in  allergy;  Acquired  tol- 
erance; Transplantation  immunity;  Drug  hyper- 
sensitivity; Contact  allergy;  General  mechanisms 
in  allergy;  Mechanisms  of  antibody  fixation;  De- 
layed hypersensitivity;  Auto  immune  processes; 
Steroid  therapy;  New  methods  in  allergy,  etc. 

The  registration  fee  for  regular  members  will 
be  $45.00.  These  fees  will  include  the  printed 
proceedings  and  admission  to  the  receptions.  For 
further  information,  contact  Dr.  William  B.  Sher- 
man, 60  East  58th  Street,  New  York,  New  York. 

Medical  College  of  Georgia 

Two  intensive  post-graduate  courses  patterned 
for  the  practitioner  are  planned  for  February  and 
March  of  1961  at  the  Medical  College  of  Georgia. 
Featured  faculty  will  include  Dr.  Edgar  A.  Hines, 
Jr.,  vascular  disease  authority  from  the  Mayo 
Clinic  and  Dr.  Buford  Word,  Professor  of  Gyne- 
cology from  the  Medical  College  of  Alabama. 

“Management  of  your  Patient  with  Vascular 
Disease”  is  scheduled  for  February  28,  March  1, 
2,  and  “Gynecology  in  General  Practice”  will  be 
held  March  21,  22  and  23.  Each  course  is  ac- 
ceptable for  18  hours  of  credit  by  the  American 
Academy  of  General  Practice.  Registration  fee 
is  $50.00  for  each  session.  Application  may  be 
made  by  contacting  Dr.  Claude  Starr  Wright,  Di- 
rector, Department  of  Continuing  Education,  Med- 
ical College  of  Georgia,  Augusta. 

Recently  Licensed  Physicians  in  Tennessee 

Hale,  Bobby  D.,  Memphis 

Petri,  Kenneth  E.,  Little  Rock,  Ark. 

Wall,  Hershel  P.,  Murfreesboro 

Vasu,  Cordell  M.,  Grand  Rapids,  Michigan 

Law,  David  H.,  Nashville 

Snider,  Ross  A.,  Chattanooga 

Puckett,  Jerry  E.,  Smithville 

Reed,  Edward  W.,  Nashville 

Runyan,  John  W.,  Jr.,  Memphis 

Bradford,  Samuel  A.,  Jr.,  Knoxville 

Hicks,  William  M.,  Knoxville 

Mitchell,  David  P.,  San  Antonio,  Texas 

Bomar,  Robert  L.,  Jr.,  Nashville 
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Young,  William  C.,  Nashville 
Adair,  Ernest  W.,  Portland 
Chazen,  Eric  M.,  Nashville 
Marney,  Samuel  R.,  Jr.,  Nashville 
Walker,  Andrew  W.,  Hawaii 
Cohen,  Henry  A.,  Nashville 

1961  Schedule  TSMA  Postgraduate 
Program 

“Some  Aspects  of  Industrial  Medicine  for  the 
Practicing  Physician”  Symposium  Type  of  4 
hours  duration  (4-6  P.M.;  Dinner  6 to  7;  7 to 
9 P.M.) 

Locations  for  presentations: 


Paris  Feb.  22  (Wednesday) 

Jackson  . 23  (Thursday) 

Dversburg  . . 24  (Friday) 

Gallatin  Mar.  7 (Tuesday) 

Cookeville  8 (Wednesday) 

Lawrenceburg  9 (Thursday) 

Tullahoma  10  (Friday) 

Cleveland  Mar.  19  (Wednesday) 

Knoxville  20  (Thursday) 

Johnson  City  21  (Friday) 


Annual  Cardiovascular  Seminar 

This  Seminar  sponsored  by  the  Northeast  Flor- 
ida Heart  Association  will  be  held  at  the  Pru- 
dential Auditorium,  Jacksonville,  Florida,  Janu- 
ary 26,  27  and  28. 

The  participating  physicians  are  the  following: 
Dr.  William  Dock,  Prof.  Medicine,  New  York  State 
University;  Dr.  Lewis  Dexter,  Asst.  Prof.,  Harvard 
University  Medical  School:  Dr.  Milton  Rosenbaum, 
Prof,  and  Chairman,  Dept,  of  Psychiatry,  Albert 


Einstein  College  of  Medicine;  Dr.  Richard  Ebert, 
Prof,  and  Chairman,  Dept.  Medicine,  University 
Arkansas  School  of  Medicine. 

Further  details  and  programs  may  be  obtained 
by  writing  the  Northeast  Florida  Heart  Associa- 
tion, Jacksonville,  Fla. 

Postgraduate  D\ay  in  Surgery — 
Vanderbilt  University  School  of  Medicine 

A program  on  Practical  Approaches  to  Common 
Orthopedic  Office  Problems  is  scheduled  for 
March  16,  1961.  Painful  affections  of  the  mus- 
culoskeletal system  are  responsible  for  a large 
percentage  of  visits  by  the  patient  to  the  physi- 
cian’s office.  Many  of  these  conditions  are  amen- 
able to  a positive  program  of  conservative  treat- 
ment. The  subjects  to  be  covered  include  cervi- 
cal arthritis,  bursitis,  low  back  pain,  painful  feet 
and  degenerative  arthritis.  In  each  instance  the 
presentation  will  emphasize  the  salient  features 
of  diagnosis,  and  a plan  of  therapy  will  be  given. 
Appropriate  clinical  material  will  be  presented  in 
demonstration  form.  The  luncheon  will  offer  a 
panel  representing  the  medical  and  legal  aspects 
of  injury  cases.  The  afternoon  program  will  in- 
clude discussion  of  the  common  problems  of  feet 
and  legs  in  children,  to  include  pes  planus,  meta- 
tarsus varus,  femoral  torsion,  dysplasia  of  the 
hips  and  painful  epiphyseal  growth  disturbances. 
The  course  is  approved  for  7 hours  of  Category  I 
credit  by  the  American  Academy  of  General  prac- 
tice. Tuition  is  $15.00  which  includes  the  lunch- 
eon. For  further  information  address  the  Depart- 
ment of  Postgraduate  Instruction,  Vanderbilt  Uni- 
versity School  of  Medicine. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 30  year  old  married  surgeon  desires  to  locate 
in  community  of  15,000-25,000.  Protestant.  Grad- 
uate University  of  Tennessee.  Will  consider  asso- 
ciate or  assistant  practice.  Available  July  1961. 

LW-335 


A 33  year  old  married  physician,  Board  eligible 
in  neurosurgery,  desires  associate  or  assistant 
practice  in  Tennessee  community  of  100,000. 
Presbyterian.  Graduate  University  of  Madrid, 
Spain.  Available  immediately.  LW-342 


A 38  year  old  married  physician  desires  as- 
sistant, associate  or  clinical  practice  in  ob-gyn  in 
east  or  middle  Tennessee  community  of  30,000- 
150,000.  Methodist.  Graduate  Vanderbilt  Uni- 
versity. Available  immediately.  LW-346 


A 31  year  old  physician,  married,  desires  to  es- 
tablish ob-gyn  practice  in  west  or  middle  Tennes- 
see community  of  30,000-150,000.  Will  consider 
clinical,  associate  or  assistant  practice.  Metho- 
dist. Graduate  of  Vanderbilt  University.  Avail- 
able July  1961.  LW-366 


A 28  year  old  married  general  practitioner  de- 
sires to  establish  practice  in  east  or  middle  Ten- 
nessee community  of  30,000  or  less.  Will  consider 
clinical,  assistant  or  associate  practice.  Protestant. 
Graduate  University  of  Tennessee.  Available  July 
1961.  LW-392 


Physicians  Wanted 

Physician  in  west  Tennessee  town  of  500,000 
desires  an  associate,  age  28-35,  for  internal  medi- 
cine practice.  Office  space  and  some  equipment 
provided.  PW-126 


Physician  in  east  Tennessee  town  of  30,000  de- 
sires an  associate  general  practitioner  and  surgeon. 
Office  space  and  some  equipment  provided. 

PW-127 


Northeast  Tennessee  community  with  trade  area 
of  3,000  desires  general  practitioner.  Nearest  hos- 
pital 16  miles.  Office  space  available.  Near  large 
recreational  area.  PW-129 


Southern  Tennessee  community  of  1,000  desires 
general  practitioner  to  replace  physician  leaving 
to  join  hospital  group  in  another  community.  Of- 
fice space  available.  Good  location.  PW-131 


West  Tennessee  town  of  500,000  in  need  of  an 
eye,  ear,  nose  and  throat  specialist  to  buy  office 
equipment,  reasonable  terms,  of  former  physician 
who  is  deceased.  PW-135 


A 28  year  old  married  physician  desires  clinical, 
assistant  or  associate  general  practice  location  in 
Tennessee  community  of  5,000  or  more.  Presby- 
terian. Graduate  University  of  Tennessee.  Avail- 
able immediately.  LW-370 


A 42  year  old  married  physician  desires  group, 
partnership  or  private  practice  in  radiology  in 
east  or  middle  Tennessee  community.  Diplomate 
of  the  American  Board  of  Radiology.  Protestant. 
Graduate  University  of  Basel,  Switzerland.  Avail- 
able immediately.  LW-376 


A 29  year  old  married  physician  would  like  to 
establish  general  practice  with  interest  in  OB 
with  established  GP  in  Tennessee  community  of 
5,000  to  25,000.  Methodist.  Graduate  Louisiana 
State  University.  Available  July  1961.  LW-378 


A 30  year  old  married  physician  desires  to  es- 
tablish general  practice  in  Tennessee  community 
of  5,000  or  over.  Will  consider  assistant  or  indus- 
trial practice.  Methodist.  Graduate  of  Univer- 
sity of  Tennessee.  Available  immediately. 

LW-380 


A 28  year  old  married  physician  wishes  to  lo- 
cate in  Tennessee  community  of  50,000  or  over. 
Board  eligible  in  internal  medicine.  Will  con- 
sider clinical,  assistant,  associate,  industrial  or 
institutional  practice.  Methodist.  Graduate  Duke 
University.  Available  July  1961.  LW-387 


Small  southern  Tennessee  community  in  need  of 
general  practitioner  to  replace  retiring  M.D.  Near- 
est hospital  15  miles.  Close  to  large  missile  base. 
Large  trade  area.  Good  location.  PW-142 


Clinic  in  east  Tennessee  community  of  30,000 
has  opening  for  Internist,  Board  eligible,  who  is 
primarily  interested  in  advantage  of  a congenial 
group  practice.  Pleasant  associates,  good  loca- 
tion. Newly  constructed  and  fully  equipped. 

PW-143 


Physician  in  middle  Tennessee  town  of  200,000 
desires  associate  or  independent  internist  or  GP. 
Office  space  and  equipment  provided.  PW-146 


Small  southern  Tennessee  community  of  1,200 
with  trade  area  of  20,000,  desires  general  practi- 
tioner. Two  other  physicians  in  community.  Of- 
fice space  and  housing  readily  available. 

PW-151 


Southeastern  community  of  10,000  in  need  of 
general  practitioner.  Office  space  available  with 
six  months  rent  free.  Eighteen  miles  from  larger 
city.  Good  location.  PW-154 


Large  clinic  in  large  middle  Tennessee  town  in 
need  of  general  practitioner  with  residency  train- 
ing. Excellent  location,  good  working  conditions, 
and  congenial  group.  PW-156 
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The  production  of  hypothermia  by  cooling  the  blood  in  a heart-lung  membrane  by-pass  is  relatively 

simple,  but  is  successful  in  open  heart  surgery. 

Clinical  Experience  with  Membrane  Lung 
Used  in  Conjunction  with  Hypothermia* 

E.  CONVERSE  PEIRCE,  II,  M.D.,  WILLIAM  K.  ROGERS,  M.D., 

C.  HARWELL  DABBS,  M.D.,  FREEMAN  L.  RAWSON,  M.D.,  Knoxville,  Tenn. 


Hypothermia  and  Low  Flow  Perfusion 

By  using  perfusion  hypothermia  in  con- 
junction with  a heart-lung,  extracorporeal 
flow  rates  may  be  sharply  reduced  and  the 
apparatus  markedly  simplified.  Decreasing 
the  patient’s  temperature  to  30  C.  reduces 
metabolic  needs  to  about  one-half,  while  a 
reduction  to  20  C.  reduces  them  to  about 
one-quarter.  Temperatures  of  organs  are 
reduced  in  proportion  to  their  blood  flow. 
Temperature  falls  more  rapidly  in  organs  of 


DIFFERENTIAL  TEMP  - RAPID  COOLING  - TOTAL  BYPASS 


Fig.  1.  During  10  minutes  of  total  by-pass  cool- 
ing, high  flow  rate  organs  are  more  rapidly  cooled 
than  muscle.  This  “differential”  cooling  produces 
a much  greater  oxygen  saving  than  would  be  the 
case  if  uniform  cooling  were  employed. 


*From  the  University  of  Tennessee  Memorial 
Research  Center  and  Hospital  and  the  Acuff  Clinic, 
Knoxville,  Tenn.  Supported  in  part  by  U.  S.  Pub- 
lic Health  Service  Grant  No.  H-2315,  the  East 
Tennessee  Heart  Association  and  the  Acuff  Clinic 
Foundation.  Presented  before  the  Southern  Tho- 
racic Surgical  Association,  Nassau,  Bahamas,  No- 
vember 17,  1960. 


high  metabolic  rate,  thus  producing  a maxi- 
mum saving  for  the  degree  of  heat  exchange 
employed.0-10  We  call  this  type  of  refrigera- 
tion differential  cooling  (Fig.  1).  Its  use 
approximately  doubles  the  oxygen  saving 
produced  by  any  given  amount  of  heat  ex- 
change. This  is  graphically  illustrated  in 
figure  2. 

There  are  numerous  practical  advantages 
which  accrue  from  the  joint  use  of  hypo- 
thermia and  the  extracorporeal  heart-lung: 

1.  Reduction  of  flow  to  25%  of  normal 
greatly  simplifies  cannulation. 

2.  During  hypothermia  all  events  take  place 
in  slow  motion.  Problems  that  occur  are 
never  as  difficult  as  they  would  be  at  nor- 
mal temperature. 

3.  The  reduced  flow  leads  to  a proportional 
reduction  in  the  flow  through  pulmonary 
shunts,  simplifying  intracardiac  suction. 

4.  Because  of  the  general  slowing  of  phys- 
iologic events,  total  circulatory  arrest 
can  be  carried  out  for  progressively 
longer  periods  as  hypothermia  is  deep- 
ened.1- This  is  extremely  valuable  where 
inflow  occlusion  is  impossible.2 

The  Membrane  Lung 

The  membrane  lung2’8  has  two  unique  ad- 
vantages. First,  it  provides  distinct  blood 
and  gas  phases,  and  a relatively  constant 
volume,  so  monitoring  is  greatly  simplified 
(Fig.  3).  Except  for  the  replacement  of  lost 
blood,  the  only  regulation  required  is  ad- 
justment of  a reservoir  on  the  venous  line 
to  control  venous  pressure.6  Second,  there 


40 


CLINICAL  EXPERI ENCE  WITH  MEMBRANE  LUNG — Peirce,  Rogers,  Dabbs,  Rawson 


February,  1961 


DIFFERENTIAL  COOLING  ON  TOTAL  BYPASS 
AT  30cc  PER  KILOGRAM 


O 20  40  60  80  100  120  140  160  180  200  220  240 

TOTAL  Oz  CONSUMPTION  IN  CC’S  PER  MIN. 


Fig.  2.  “Differential”  cooling  requires  approxi- 
mately the  same  heat  exchange  that  is  necessary 


0.5  MIL  TEFLON -SMALL  MEMBRANE  LUNG  - 37  "C 
OUTLET  PRESSURE  25  mm  Ho 


FLOW  IN  CC/MIN  /METER* 


Fig.  3.  Lung  volume  comprises  blood  in  the  dis- 
tributing channels,  blood  enclosed  between  the 
membranes  when  there  is  no  flow,  and  blood 
which  varies  with  the  flow  rate.  For  % mil.  Tef- 
lon, and  balanced  lung  function,  a flow  of  100  cc. 
per  square  meter  of  Teflon  membrane  is  advised. 
At  the  recommended  flow,  a 10%  increase  or  de- 
crease results  in  about  1.5%  volume  change.  There 
is  relatively  little  change  in  volume  when  flow  is 
increased  from  100  cc.  per  minute  per  square  me- 
ter to  400  cc.  per  minute  per  square  meter. 

is  probably  decreased  blood  denaturation. 
Scott11  has  shown  that  after  two  hours  of 


to  reduce  the  average  temperature  to  30°C.,  but 
provides  nearly  twice  the  metabolic  saving. 

perfusion  with  a lung  that  has  a raw  blood- 
gas  interface,  embolic  fat  can  be  found  reg- 
ularly in  the  brain,  kidneys,  and  other  or- 
gans. Similar  experiments  with  the  mem- 
brane lung  have  failed  to  reveal  any  evi- 
dence of  fat  emboli.  In  addition  to  these 
special  features,  the  membrane  lung,  con- 
trary to  the  picture  given  by  Glenn,1  can 
be  a simple  apparatus  that  is  easy  to  use. 
One  of  the  arrangements  we  use  is  illus- 
trated in  figure  4. 

Special  Features 

(1)  Advisable  degree  oj  cooling.  Using 
blood  flows  of  30  to  40  cc.  per  kg.,  the  arr 
terial  blood  should  reach  the  vicinity  of 
10°C.  within  a few  minutes  of  the  start  of 
perfusion.  Ten  to  fifteen  minutes  of  such 
cooling  on  total  by-pass  will  reduce  metab- 
olism sufficiently  for  surgical  procedures  of 
30  to  40  minutes.9'10  For  circulatory  arrest, 
the  preliminary  cold  perfusion  should  be 
about  as  long  as  the  contemplated  arrest. 

(2)  Circulatory  arrest.  Circulatory  ar- 
rest, when  necessary,  can  be  performed 
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Fig.  4.  Apparatus  for  emergency  cardiopulmo- 
nary by-pass  is  illustrated.  This  is  entirely  port- 
able. Pumps  are  activated  by  compressed  oxy- 
gen which  also  supplies  the  lung.  The  readily 
cleaned  heat  exchanger  consists  of  two  opposing 
stainless  steel  plates,  separated  by  a thin  gasket. 
The  venous  reservoir  is  used  for  priming,  venous 
pressure  control,  and  control  of  flow.  There  is 
no  free  blood-gas  interspace  in  the  circuit,  and 
the  maximum  volume  change  is  approximately 
300  cc.  Emergency  cannulation  can  be  accom- 
plished in  about  10  minutes. 

.with  relative  safety,  but  metabolic  studies 
indicate  that  it  is  undesirable  whenever 
some  perfusion  can  be  maintained.  There 


OXYGEN  CONSUMPTION 

TOTAL  CARDIOPULMONARY  BYPASS  AT  30cc/KG/MN 


Fig.  5.  When  esophageal  temperature  is  plotted 
against  oxygen  consumption  there  is  considerable 
individual  variation.  At  10°C.,  oxygen  consump- 
tion is  about  1/7  of  that  at  37°C.  This  permits 
prolonged  circulatory  arrest  without  death,  but 
since  metabolic  needs  continue,  it  is  not  without 
significant  metabolic  abnormality. 


appears  to  be  little  present  justification  for 
using  this  technic  as  a routine  procedure. 
Figure  5 correlates  oxygen  consumption 
with  esophageal  temperature.  The  need 
for  oxygen  is  reduced  but  is  not  eliminated 
by  reducing  the  esophageal  temperature  to 
10  or  12  C.  Figure  6 shows  the  degree  of 

total  circulatory  arrest  after 


Fig.  6.  In  circulatory  arrest,  the  degree  of  “met- 
abolic acidosis”  (nonrespiratory  acidosis)  is  di- 
rectly dependent  on  the  degree  of  preliminary 
cooling.  Inadequate  cooling  periods  may  produce 
very  severe  acidosis. 

“metabolic  acidosis”  produced  by  arrest 
after  varying  periods  of  cooling.  Numerous 
studies  have  indicated  that  the  development 
of  “metabolic  acidosis”  is  well-correlated 
with  circulatory  decompensation.  Only  mi- 
nor metabolic  abnormalities  are  observed 
during  hypothermia  with  adequate  flow.  It 
is  apparent  that  the  lower  the  temperature 
at  the  time  of  arrest  the  better  the  proce- 
dure will  be  tolerated  from  a metabolic  or 
circulatory  standpoint. 

Where  circulatory  arrest  is  practiced,  a 
few  special  precautions  are  suggested: 

(a)  The  venous  pressure  should  be 
maintained  at  a slightly  positive 
level  during  the  arrest  to  prevent 
air  from  entering  the  venous  sys- 
tem. 

(b)  Adequate  reservoir  space  should 
be  provided  in  the  extracorporeal 
circuit  for  blood  that  will  drain 
from  the  patient. 

(c)  After  resumption  of  circulation  it 
is  suggested  that  warming  be  de- 
layed for  10  to  15  minutes  to  per- 
mit reopening  of  closed  capillary 
beds. 

(d)  Warming  should  be  carried  out 
slowly. 

(3)  Warming  procedures.  For  patients  in 
good  condition,  with  no  depression  of  myo- 


42 


CLINICAL  EXPERIENCE  WITH  MEMBRANE  LUNG— Peirce,  Rogers,  Dabbs,  Rawson 


February,  1961 


cardial  function,  and  with  normal  blood  vol- 
ume, rapid  warming  of  the  blood  stream  is 
apparently  a safe  procedure.  Where  the 
patient’s  condition  is  not  known,  where 
there  has  been  a period  of  cardioplegia,  or 
where  the  blood  volume  may  not  be  prop- 
erly adjusted,  rapid  warming  may  be  very 
dangerous.7  Metabolic  needs  may  outrun 
the  ability  of  the  circulation  to  supply  them. 
It  is,  therefore,  our  custom  not  to  return 
patients  to  their  normal  body  temperature 
by  the  perfusion.  They  are  returned  to  a 
temperature  between  30  and  32°C.  which  is 
sufficient  for  maintainance  of  respiration 
and  circulation.  From  this  level  of  hypo- 
thermia, slow  self-warming  appears  very 
satisfactory.7 

(4)  Acid  base  problems. 

(a)  “Metabolic  acidosis”  may  be  ex- 
pected whenever  the  perfusion 
rate  is  inadequate  to  supply  the 
metabolic  needs  of  the  patient 
and  is  thus  an  index  of  circula- 
tory adequacy.  We  have  previ- 
ously discussed  the  problem  of 
monitoring  “metabolic  acidosis,” 
and  we  believe  that  this  should 
be  done  in  all  but  the  most  rou- 
tine clinical  perfusions.5-7  Deter- 
mination of  the  buffer  base  or  the 
eucapnic  pH  (the  pH  at  pCCb  of 
40  mm.  Hg.)  will  disclose  the  de- 
gree of  “metabolic  acidosis.”  No 
correction  of  acidosis  by  antacids 
is  required  as  long  as  the  pH  is 
reasonably  compensated,  but  a 
progressive  rise  in  “metabolic 
acids”  indicates  circulatory  inade- 
quacy and  has  a poor  prognosis 
unless  circulation  can  be  im- 
proved. 

(b)  Respiratory  acidosis  is  a special 
problem  that  may  arise  with  the 
membrane  lung  during  prolonged 
perfusion,  especially  if  there  is 
some  degree  of  metabolic  acido- 
sis. The  limiting  feature  of  the 
membrane  lung  is  its  ability  to 
eliminate  carbon  dioxide.  When- 
ever acidosis  occurs  during  per- 
fusion with  a membrane  lung,  hy- 
perventilation is  not  possible,  and 
other  means  of  correcting  the  ab- 
normality must  be  sought.  For- 


tunately, the  pH  rises  about  15/ 
100’s  of  a unit  for  each  degree 
centigrade  of  hypothermia,  and 
some  respiratory  acidosis  may  ac- 
tually be  desirable  in  hypother- 
mic perfusion.  We  do  not  rec- 
ommend special  measures  to  com- 
bat acidosis  unless  the  pH  falls 
below  7.25  at  the  temperature  of 
the  patient.  Sodium  bicarbonate 
is  unsatisfactory  without  hyper- 
ventilation for  it  results  in  an  in- 
crease in  total  carbon  dioxide 
and,  consequently,  an  increase  in 
pC02.  THAM,*  on  the  other  hand, 
accepts  hydrogen  ions  from  car- 
bonic acid,  as  well  as  other  acids, 
and  so  can  simultaneously  cor- 
rect a mixed  metabolic  and  res- 
piratory acidosis.4 

(5)  Ventricular  fibrillation.  This  arrhyth- 
mia must  be  anticipated  so  one  will  be  pre- 
pared to  deal  with  it  properly.  It  is  par- 
ticularly prone  to  occur  following  interrup- 
tion of  the  coronary  circulation.  When  it 
occurs,  unless  the  heart  is  vented,  it  is  im- 
perative that  caval  occlusions  be  released 
and  venous  pressure  be  within  normal  lim- 
its to  prevent  pulmonary  edema.  Before 
attempts  are  made  at  reversion,  adequate 
coronary  perfusion  should  be  re-established, 
temperature  should  be  raised  to  26°C.  or 
higher,  and  severe  pH  abnormalities  should 
be  reduced,  but  not  over-corrected.  Rever- 
sion can  be  carried  out  chemically  or  with 
electric  shock  and  we  have  preferred  the 
latter.  In  the  case  of  the  hypertrophied 
heart  of  aortic  stenosis,  reversion  may  not 
be  possible  without  increasing  the  defibril- 
la-ting  voltage  considerably.  When  130  volts 
have  been  insufficient,  intravenous  quini- 
dine  has  been  given  to  reduce  cardiac  ir- 
ritability. In  one  instance,  fibrillation  per- 
sisted for  more  than  two  hours  before  re- 
version, yet  the  re-established  heart  beat 
was  entirely  effective.  In  a second  instance, 
after  reversion  with  the  help  of  quinidine, 
a pacemaker  was  required  and  was  entirely 
satisfactory  despite  the  hypothermia. 

Applications  of  Heart-Lung 

Basically,  the  extracorporeal  heart-lung 
may  be  useful  in  any  circumstance  where 

*Tris  (hydroxymethyl)  aminomethane  (Abbott). 
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temporary  partial  substitution  is  needed  for 
either  the  heart  or  the  lung.  At  the  present 
time,  the  major  use  is  in  open  heart  surgery. 
It  will  not  be  surprising  if  other  uses  grad- 
ually increase  until  they  exceed  open  heart 
applications  (Table  1).  The  case  reports 

Table  I 

Membrane  Lung  Perfusions 
With  Hypothermia 


Open  heart  surgery  8 

With  total  arrest  1 

Emergency  resuscitation  3 

Coronary  occlusion  2 

“Toxic  shock’’  1 

Great  vessel  surgery  2 

With  total  arrest  1 

Without  Hypothermia 
For  osteomyelitis  2 

For  carcinoma  13 


following  are  chosen  to  give  some  idea  of 
the  future  potential  of  these  combined  tech- 
nics. The  apparatus  has  been  used  for  pe- 
riods up  to  4 hours  and  16  minutes  with  sur- 
vival. Arrest  has  been  successfully  used 
for  48  minutes.  There  have  been  no  deaths 
in  good  risk  patients. 


Case  Reports 

Case  1.  Routine,  good  risk,  open  heart  surgery. 

A 6 year  old  white  boy  was  admitted  for  cor- 
rection of  a symptomatic  congenital  aortic  steno- 
sis, confirmed  by  direct  measurements  of  ventricu- 
lar and  femoral  artery  pressures.  The  aortic 
valve  gradient  was  80  mm.  of  mercury. 

A 6 square  meter  membrane-lung  was  used  for 
the  cardiopulmonary  by-pass.  The  heart  was 
readily  exposed  through  a vertical,  sternal  split- 
ting incision,  and  the  cavae  were  isolated.  The 
left  femoral  artery  and  vein,  and  the  superior 
vena  cava  were  cannulated.  Cooling  to  26°C.  was 
carried  out  on  total  by-pass  at  a flow  of  700  cc. 
per  minute.  The  aorta  was  clamped  distally  and 
opened  proximally.  A tricuspid  valve  with  fusion 
of  two  commissures  was  found.  Both  commissures 
were  widely  opened  with  scissors  and  the  aortic 
incision  was  then  closed  with  care  to  displace  any 
trapped  air.  On  removal  of  the  aortic  clamp,  nor- 
mal sinus  rhythm  was  spontaneously  re-estab- 
lished within  a short  time.  Ventricular  fibrilla- 
tion did  not  occur.  There  did  not  appear  to  be 
any  significant  depression  of  myocardial  function. 
Figure  7 illustrates  the  conduct  of  the  case.  There 
were  no  bleeding  problems  and  no  antacids  were 
required  since  the  “metabolic  acidosis”  was  mini- 
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Fig.  7.  In  aortic  stenosis,  rapid  blood  stream  cool- 
ing is  used  both  to  permit  a decreased  perfusion 
rate  and  also  to  provide  hypothermic  cardioplegia. 
For  this  reason  the  aorta  is  not  clamped  and 
opened  until  the  cold  perfusion  is  finished.  After 
closure  of  the  aorta,  a relatively  brief  period  of 
re-warming  on  partial  by-pass  is  carried  out.  The 
use  of  hypothermia  produces  little  prolongation 


of  the  surgery.  Note  that  a moderate  metabolic 
acidosis  develops,  but  is  progressively  corrected. 
The  pH  remains  close  to  normal.  The  arterial 
blood  pressure  falls  abruptly  when  cooling  is  ini- 
tiated on  total  by-pass  at  low  flow,  but  promptly 
rises  to  normal  when  total  by-pass  is  discontin- 
ued. 
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mal,  well-compensated  throughout,  and  rapidly 
corrected  by  the  patient. 

Comment.  Where  coronary  perfusion  can 
be  readily  maintained  during  intracardiac 
surgery,  the  cardiotomy  may  be  performed 
at  the  time  by-pass  cooling  is  instituted.  In 
aortic  valve  disease,  coronary  perfusion 
must  be  interrupted  when  the  aorta  is 
opened,  and  the  cardiac  surgery  is  therefore 
delayed  until  the  hypothermia  is  sufficiently 
deep  to  provide  good  cardiac  protection. 
This  method  of  cardioplegia  makes  coronary 
perfusion  unnecessary  and  is  especially  well 
adapted  to  the  treatment  of  aortic  stenosis. 
The  total  operative  time  is  prolonged  over 
normothermic  procedures  only  by  the  short 
interval  required  for  re-warming,  which,  in 
this  instance,  amounted  to  ten  minutes. 

Case  2.  Acute  coronary  occlusion  with  ventric- 
ular fibrillation. 

A 49  year  old  white  man  was  seen  at  his  home 
for  acute  chest  pain  and  sent  by  ambulance  to 
the  hospital.  He  insisted  on  walking  into  the 
Emergency  Room  where  ventricular  fibrillation 
suddenly  occurred.  Immediate  thoracotomy  was 
carried  out,  positive  pressure  respiration  and 
cardiac  massage  were  instituted,  but  defibrillation 
was  unsuccessful.  Cardiac  massage  was  contin- 
ued while  the  left  femoral  artery  and  vein  were 
cannulated,  and  a perfusion  at  500  to  700  cc.  per 
minute  was  started,  using  a heart-lung  contain- 
ing five  square  meters  of  0.5  ml.  Teflon  membrane. 
Cooling  was  carried  out  to  28°  C.  with  resumption 
of  spontaneous  respiration  and  marked  improve- 
ment in  the  color  of  the  blood  and  general  ap- 
pearance of  the  patient.  Defibrillation  was  then 
accomplished  with  a single  electric  shock.  Forty- 
five  mEq.  of  sodium  bicarbonate  was  given  for  a 
severe  “metabolic  acidosis.”  The  perfusion  was 
continued  for  a total  period  of  about  one  hour. 
Cardiac  rhythm  was  regular  and  blood  pressure 
was  maintained  at  100  mm.  of  mercury  systolic 
or  better  when  the  perfusion  was  terminated. 
Slow  self-warming  was  permitted  to  take  place 
to  provide  additional  hypothermic  protection. 
Within  5 hours  the  patient  was  alert,  talking  ra- 
tionally, and  was  co-operative;  however,  on  the 
first  postoperative  day,  severe  oliguria  was  noted. 
On  the  third  postoperative  day,  respirations  be- 
came labored  and  it  was  apparent  that  the  patient 
was  developing  pulmonary  edema.  Despite  the 
use  of  positive  pressure  respiration,  death  oc- 
curred on  the  fourth  postoperative  day  as  a re- 
sult of  pulmonary  edema.  Positive  findings  at 
autopsy  were  limited  to  a recent,  small,  posterior, 
myocardial  infarction  with  focal  arteriosclerotic 
narrowing  of  the  right  coronary  artery  without 
complete  occlusion.  Little  arteriosclerosis  was 
noted  elsewhere.  There  was  no  evidence  of  fat 
embolus. 

Comment.  It  is  believed  that  a more  so- 


phisticated management  of  the  water  and 
electrolyte  problem  resulting  from  the  acute 
renal  depression  might  have  led  to  recovery 
of  this  patient.  Hypothermic  perfusion,  as 
a method  of  attacking  difficult  problems  of 
resuscitation,  offers  much  promise  and  its 
use  should  be  extended.  This  case  certainly 
demonstrates  the  possibility  of  resuscitation 
after  death  from  acute  myocardial  infarc- 
tion and  suggests  that  it  may  soon  be  pos- 
sible to  deal  definitively  with  coronary  oc- 
clusions in  such  instances. 

Case  3.  Isolated  pelvic  perfusion  for  carcinoma 
of  the  cervix. 

A 33  year  old  white  nulliparous  woman  was 
admitted  for  treatment  of  recurrent  carcinoma  of 
the  cervix.  One  year  before,  a diagnosis  of 
squamous  cell  carcinoma  of  the  cervix,  Interna- 
tional Stage  II,  was  made  elsewhere,  and  she  re- 
ceived external  irradiation  and  intracavitary  ra- 
dium. The  patient  was  well  until  she  developed 
pain  in  the  left  hip.  Examination  showed  a cer- 
vical mass  from  which  a positive  biopsy  was  ob- 
tained. There  was  extension  of  the  mass  into  the 
rectovaginal  septum  and  laterally  to  the  left  pelvic 
wall.  It  was  thought  that  no  additional  radiation 
could  be  given  and  that  the  only  possible  treat- 
ment for  this  International  Stage  III  lesion  was 
pelvic  perfusion. 

Pelvic  perfusion  was  carried  out  using  the  right 
iliofemoral  vessels,  the  cava  and  aorta  being  oc- 
cluded by  tapes  inserted  through  a right  flank  in- 
cision. A membrane  lung  containing  5 sq.  M.  of 
0.5  ml.  Teflon  membrane  was  employed.  The 
perfusion  was  at  the  rate  of  450  cc.  per  minute. 
Only  3 pints  of  blood  were  required.  Pelvic  iso- 
lation and  blood  volume  in  the  external  circuit 
were  readily  maintained.  Phenyl  alanine  mustard 
was  directly  injected  into  the  arterial  line  (100 
mg.  in  20  cc.  of  propylene  glycol).  At  the  end 
of  one  hour,  one  pint  of  blood  was  drained  from 
the  pelvis  into  the  external  circuit  and  the  per- 
fusion was  discontinued. 

Comment.  The  use  of  the  membrane  lung 
permits  simpler  conduct  of  regional  perfu- 
sion than  is  possible  with  oxygenators  hav- 
ing a raw  blood-gas  interface.  In  pelvic 
perfusion,  oxygenation  can  be  well-main- 
tained at  normal  temperature  with  as  little 
as  3 sq.  M.  of  0.5  ml.  Teflon.  With  care, 
priming  blood  can  be  reduced  to  about  one 
pint.  We  have  had  no  complications  di- 
rectly referrable  to  the  perfusions. 

Summary 

Extracorporeal  flow  rates  can  be  sharply 
reduced,  and  apparatus  simplified  by  the  use 
of  refrigeration.  Direct  cooling  of  the  blood 
results  in  cooling  of  the  organ  proportional 
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to  blood  flow  and,  hence,  maximum  saving 
of  oxygen.  Because  of  the  lower  flow  and 
the  relaxation  of  time  restrictions,  refriger- 
ation greatly  simplifies  technical  problems 
that  may  confront  the  surgeon  during  open 
heart  surgery. 

The  membrane  lung  has  a relatively  con- 
stant volume  and  requires  almost  no  moni- 
toring or  regulation.  It  is  also  probable 
that  the  membrane  lung  produces  less  blood 
denaturation  than  oxygenators  with  a raw 
blood-gas  interface. 

The  joint  use  of  hypothermia  and  the 
membrane  lung  not  only  provides  an  excel- 
lent means  for  performing  open  heart  sur- 
gery, but  simplifies  emergency  heart-lung 
applications,  adjunct  surgical  use  of  extra- 
corporeal circulation,  and  regional  perfu- 
sion. The  control  of  cooling,  circulatory  ar- 
rest, warming,  acid-base  abnormalities,  ven- 
tricular fibrillation,  and  cardiac  standstill 
are  discussed.  Case  reports  are  presented  to 
illustrate  various  applications. 
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It  seems  reasonable  to  believe  that  the  answer  to  the  cure  of  cancer  will  lie  in  the  field  of  chemo- 
therapy— a means  of  affecting  intracellular  enzyme  systems. 

Recent  Advances  in  Cancer  Chemotherapy* 

Malcolm  R.  Lewis,  M.D.,  Nashville,  Tenn. 


The  era  of  cancer  chemotherapy  opened 
about  15  years  ago  when  it  was  found  that 
nitrogen  mustard  caused  a definite  regres- 
sion in  animal  tumors.  Since  that  time  a 
considerable  number  of  other  alkylating 
agents  have  been  developed  and  the  field  of 
antimetabolites  has  grown  and  expanded. 
At  present  it  cannot  be  said  that  any  per- 
manent cures  have  been  achieved  solely  by 
means  of  drugs.  However,  the  range  of  pal- 
liation obtainable  with  drugs  is  ever  widen- 
ing, and  palliation  is,  in  many  areas,  becom- 
ing more  effective.  This  is  true  both  because 
of  the  development  of  new  agents,  and  be- 
cause of  increasingly  potent  methods  of  de- 
livery of  the  drugs.  It  has  long  been  ex- 
pected in  research  circles  that  the  ultimate 
“break-through”  in  cancer  may  come  in  the 
form  of  an  all-powerful  “pill.”  Recently, 
considerably  more  weight  has  been  given  to 
improved  methods  of  delivery  using  agents, 
which  in  themselves  have  too  small  a thera- 
peutic margin  selectively  to  kill  all  cancer 
cells  safely. 

The  earliest  efforts  to  overcome  this  nar- 
row therapeutic  margin  were  attempts  to 
concentrate  drugs  at  the  tumor  site.  Initially 
this  consisted  of  the  injection  of  nitrogen 
mustard  into  the  artery  supplying  a tumor, 
with  occlusion  of  the  venous  outflow  to  pro- 
long the  drug  effect.  This  often  resulted  in 
severe  bone  marrow  depression  as  well  as 
arterial  thrombosis.  About  three  years  ago 
Creech  and  his  associates1  conceived  of  iso- 
lating the  blood  supply  to  a region  invaded 
by  tumor  and  perfusing  this  isolated  area 
with  chemotherapeutic  agents  using  an  ex- 
tracorporeal circuit  similar  to  that  used  in 
open  heart  surgery.  In  this  technic,  the 
arterian  inflow  to  a region  is  temporarily  oc- 
cluded as  in  the  venous  outflow,  and  the  area 
thus  isolated  from  the  general  circulation  is 


*From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tenn. 


artificially  supplied  by  a pump-oxygenator 
circuit  containing  blood  with  a high  concen- 
tration of  a chosen  agent.  Because  the  ma- 
jor portion  of  the  patient’s  total  bone  mar- 
row lies  outside  the  circuit  and  therefore  is 
not  exposed  to  the  toxic  effects  of  the  drug, 
it  is  possible  to  achieve  average  drug  con- 
centrations of  10  to  20  times  that  which  can 
be  achieved  by  intravenous  administration 
alone. 

This  technic  has  fulfilled  its  original 
promise  of  markedly  improved  palliation 
over  that  obtained  by  earlier  concentration 
efforts.  It  has  been  estimated  that  approxi- 
mately 75%  of  patients  so  treated  have  had 
some  degree  of  regression  of  their  tumors.2 
This  has  amounted  in  some  cases  to  com- 
plete disappearance  of  grossly  visible  tu- 
mor in  the  treated  area,  and  has  often  re- 
sulted in  complete  relief  of  pain  in  patients 
with  extensive  invasion  by  cancer  in  such 
regions  as  the  pelvis. 

Regardless  of  the  care  employed  in  pre- 
venting spillover  into  the  general  circula- 
tion of  the  agents  thus  used,  serious  marrow 
depression  continues  to  occur  in  some  pa- 
tients. Because  of  this  constant  threat  Hati- 
boglu3  developed  the  idea  of  using  chemical 
antagonists  to  nitrogen  mustard  as  protec- 
tion to  the  bone  marrow.  When  the  seg- 
mental circuit  is  established  and  ready  for 
administration  of  the  chemical  agent  of 
choice,  an  infusion  of  the  agent’s  chemical 
antagonist  is  begun  in  the  general  circula- 
tion. Thus,  any  drug  spilled  over  is  inac- 
tivated by  the  already  present  antagonist. 
The  chosen  chemical  antagonist  for  nitrogen 
mustard  is  thiosulfate  and  early  reports  in- 
dicate that  the  margin  of  safety  is  consider- 
ably improved  by  its  use. 

However,  a basic  deficiency  to  this  general 
type  of  anticancer  chemotherapy  has  been 
pointed  out.  The  malignant  cells  most  sensi- 
tive to  this  type  of  treatment  are  those  in 
active  mitosis  at  the  time  of  administration 
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of  the  drug.  Even  in  rapidly  growing  tumors 
only  a fraction  of  cells  underage  division 
during  the  half  hour  that  is  usually  required 
for  perfusion.  In  efforts  to  attack  defini- 
tively a larger  portion  of  the  total  tumor 
mass,  Sullivan,  Miller  and  Sikes,4  and  oth- 
ers have  developed  a technic  for  prolonged 
safe  administration  of  agents  ordinarily  too 
toxic  for  sustained  use.  This  investigator 
has  implanted  a plastic  catheter  in  the  ar- 
tery supplying  a tumor  and  maintained  a 
constant  slow  infusion  of  the  antimetabolite 
methotrexate  at  the  same  time  the  metabo- 
lite, citrovorum  factor,  is  administered  in- 
tramuscularly in  dosages  adequate  to  pro- 
tect sensitive  organs.  The  therapeutic  effect 
in  this  instance  is  obtained  by  virtue  of  the 
high  differential  concentration  of  agent  pres- 
ent in  the  tumor  site.  Because  it  is  released 
virtually  in  the  tumor  itself,  there  is  little 
dilution  of  the  agent  during  its  first  passage 
through  the  tumor.  Thus  it  is  in  much 
higher  concentration  here  than  is  the  an- 
tagonist, yet  an  adequate  concentration  of 
antagonist  is  maintained  at  distant  sites 
such  as  in  the  bone  marrow.  Because  this 
therapy  is  maintained  for  periods  of  several 
weeks,  it  is  possible  to  exert  an  effect  on  a 
much  higher  percentage  of  cells  during  the 
mitotic  phase.  The  rationale  of  this  pro- 
longed type  of  administration  is  similar  to 
that  of  employing  oral  agents  such  as  Cy- 
toxan but  has  the  advantage  of  greater  con- 
centration at  the  tumor-site  made  possible 
by  the  use  of  an  antagonist.  It  is  still  too 
early  to  evaluate  the  results  of  this  type  of 
treatment,  but  it  is  believed  to  offer  promise 
not  previously  realized  with  short-term 
therapy. 

Simultaneous  with  the  foregoing  efforts  to 
improve  chemotherapy  have  been  attempts 
to  render  the  tumor  itself  more  susceptible 
to  the  effects  of  chemical  agents.  It  has  been 
well  established  that  well  oxygenated  tis- 
sues are  more  susceptible  to  the  effects  of 
x-ray  treatment  and,  because  the  alkylating 
group  of  anticancer  agents  is  radiomimetric 
in  behavior,  it  has  been  inferred  that  the 
effect  here  would  also  be  enhanced  by  thor- 
ough oxygenation  of  the  tumor.  For  this 
reason  an  oxygenator  is  used  in  conjunction 
with  the  pump  to  circulate  chemical  agents 
through  tumor-bearing  regions  in  segmental 
perfusion. 


It  has  been  known  for  some  time  that  col- 
chicine has  the  effect  of  arresting  cells  in 
mitosis,  and  for  that  reason  it  has  been  em- 
ployed to  “sensitize”  tumors  to  the  effect  of 
anticancer  agents.  When  used  systemically 
in  this  manner,  colchicine  does  not  discrimi- 
nate between  malignant  and  normal  tissue 
with  regard  to  mitotic  arrest,  however,  and 
it  is  thought  that  smaller  doses  of  alkylating 
agents  should  be  used  in  conjunction  with  it. 
Should  it  become  possible  to  localize  the  ef- 
fects of  colchicine  to  the  tumor  bearing  re- 
gion, considerable  advantage  may  be  gained 
by  its  use. 

A further  very  ingenious  use  of  drugs  in 
the  adjuvant  treatment  of  cancer  has  been 
under  sustained  investigation  for  a number 
of  years.  Cole  and  associates,5  expressed 
serious  concern  a number  of  years  ago  over 
the  viable  cancer  cells  found  circulating  in 
the  blood  of  patients  undergoing  resection  of 
presumably  curable  tumors.  Because  resec- 
tion of  many  tumors  resulted  in  a discour- 
agingly  low  cure  rate  due  to  distant  meta- 
stasis, efforts  were  directed  toward  these 
circulating  cells.  A regimen  was  devised 
whereby  the  patient  was  given  intravenous 
nitrogen  mustard  in  sites  most  likely  to 
have  trapped  malignant  cells.  Thus,  after 
resection  of  a colon  or  stomach  cancer,  ni- 
trogen mustard  was  administered  into  the 
portal  vein  at  operation  and  into  the  pe- 
ripheral vein  on  subsequent  days.  Patients 
having  breast  cancer  were  treated  with  in- 
jection into  peripheral  veins  as  this  would 
first  reach  the  lungs  as  one  of  the  most  prob- 
able sites  of  metastasis.  The  longest  estab- 
lished series  of  such  patients  is  those  with 
breast  carcinoma  and  early  results  in  these 
are  quite  encouraging.0  In  the  group  treated 
in  this  manner  at  the  time  of  radical  mas- 
tectomy there  are  approximately  twice  as 
many  patients  free  of  disease  up  to  three 
years  later  as  in  the  untreated  group. 

Summary 

In  addition  to  the  continuing  development 
of  new  chemical  agents,  a number  of  new 
methods  of  drug  administration  have  been 
devised  and  show  considerable  promise. 
Segmental  perfusion  has  been  and  is  being 
improved,  adjuvant  chemotherapy  at  the 
time  of  definitive  resection  of  tumors  shows 
good  results  in  early  reports;  efforts  to 
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“prime”  or  “sensitize”  tumors  to  agents  may 
prove  successful;  and  prolonged  infusion  of 
therapeutic  agents  in  large  doses  with  si- 
multaneous protection  of  the  bone  marrow 
appears  to  be  one  of  the  most  rational  and 
potentially  successful  modes  of  delivery 
thus  devised. 

2118  West  End  Ave. 
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The  present  status  of  the  use  and  wearing:  of  contact  lenses  is  reviewed  with  discussion  of  the  several 

types  and  their  indications. 


Contact  Lenses* 

WILLIAM  F.  MURRAH,  JR.,  M.D.,  Memphis,  Tenn. 


The  recent  public  interest  in,  and  accep- 
tance of  the  corneal  microlens  has  reached 
startling  proportions  as  compared  to  a dec- 
ade ago.  At  that  time,  and  prior  to  that  the 
prescribing  of  a contact  lens  for  a patient 
was  an  occasional  affair,  whereas  today  pa- 
tients wearing  contact  lenses  are  becoming 
a major  problem  in  eye  care. 

What  is  a contact  lens?  A contact  lens  is 
a lens,  plastic  or  glass,  worn  in  contact  with 
the  front  of  the  eyeball;  it  may  be  in  con- 
tact with  the  cornea  alone,  or  vault  the 
cornea  and  touch  the  sclera  alone. 

The  most  common  use  of  contact  lenses 
has  been  the  correction  of  refractive  errors, 
generally  of  more  than  1.5  diopters  and 
principally  for  myopic  individuals.  Other 
indications  for  the  use  of  contact  lenses  are: 

(1)  As  a vocational  aid  to  vision, 

(2)  As  the  most  practical  device  which  will 
give  useful  vision  in  certain  eye  con- 
ditions, 

(3)  As  a valuable  aid  in  vision  where  the 
wearing  of  spectacles  seems  impractical 
or  impossible, 

(4)  For  cosmetic  appearance  to  cover  cor- 
neal scars  or  other  defects  on  the  an- 
terior surface  of  the  eyeball, 

(5)  As  a protective  device  against  harmful 
fluids,  gases  or  solids,  and 

(6)  Others,  including  neurotic  conditions 
associated  with  eye  defects  and  as  a 
mechanical  aid  in  the  treatment  of  sev- 
eral pathologic  conditions. 

A brief  history  of  contact  lenses  dates 
back  approximately  70  years  to  the  year 
1887,  when  a European  oculist,  Dr.  Sae- 
misch,  had  under  his  care  a patient  with 
one  blind  eye  and  the  other  eye  threatened 
with  blindness  as  a result  of  a cancerous 
growth  on  the  lid.  He  thought  that  if  a 
thin  glass  protective  covering  could  be 

"Read  at  the  meeting  of  the  Tennessee  Academy 
of  Ophthalmology  and  Otolaryngology,  April  11, 
1960,  Nashville,  Tenn. 


made  for  this  eye  it  could  be  protected.  He 
obtained  the  help  of  F.  A.  Muller,  an  expert 
glass  blower  in  Wiesbaden,  who  was  a skill- 
ful maker  of  artificial  eyes;  he  blew  a lens 
to  fit  over  the  right  cornea  of  this  patient, 
forming  a protective  covering.  It  was  a 
thin  glass  shell  like  an  artificial  eye  with 
a transparent  corneal  portion.  The  patient 
wore  this  for  twenty  years. 

That  same  year  Dr.  Fick,  of  Zurich,  Switz- 
erland, experimented  with  contacts  as  a re- 
fractive device,  and  it  was  he  who  first  used 
the  term  contact  lens. 

During  the  next  few  years  lack  of  proper 
design  made  all  contact  lenses  produced  in 
this  early  developmental  period  unbearable 
for  wear  for  any  length  of  time,  and  the 
idea  of  contact  lenses  was  abandoned  for  a 
number  of  years.  Several  men,  Muller, 
Kalt,  Sulzer  and  others  had  attempted 
blown  and  ground  contact  lenses. 

In  1930,  the  Zeiss  Company  offered  a trial 
set  of  scleral  contact  lenses,  which  had  39 
lenses  with  different  scleral  curvature  and 
corneal  curvature. 

In  1936,  the  Carl  Zeiss  Company  an- 
nounced they  were  prepared  to  make  glass 
contact  lenses  from  individual  casts  of  eyes. 
Previous  to  that  time  this  was  not  being 
done.  This  period  had  many  “headaches” 
and  disappointments  but  it  enabled  future 
developments  to  profit  from  the  mistakes 
of  that  era. 

In  1937,  Feinbloom,  an  optometrist  in 
New  York  developed  and  experimented 
with  a Semi-Plastic  Contact  lens  which  had 
a glass  center  and  a molded  plastic  scleral 
portion,  but  it  proved  unsatisfactory. 

In  the  same  year  the  Kollmorgen  Optical 
Company  produced  and  sold  its  first  con- 
tact lenses;  they  were  ground  polished  glass 
and  were  similar  to  the  Zeiss  type.  They 
also  produced  the  molded  glass  type.  All 
these  lenses  during  this  era  had  been  the 
scleral  type  of  glass  contact  lenses. 
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The  era  of  plastic  lenses  began  in  1938, 
and  by  1940  the  process  of  producing  an  all 
plastic  contact  lens  had  been  radically 
changed  and  improved.  These  were  made 
of  synthetic  acrylic  resin — polymethylmeth- 
acrylate. The  plastic  contact  lens  was  prac- 
tically unbreakable  under  normal  condi- 
tions and  would  not  break  in  the  eye  but, 
of  course,  it  could  be  broken  with  a ham- 
mer or  if  stepped  on.  It  was  lighter  than 
glass  and  optically  clear  but  would  scratch 
easier  than  glass.  At  present  almost  all 
contact  lenses  of  today  are  made  of  plastic. 

The  history  of  the  corneal  contact  lens 
dates  back  prior  to  1948,  but  there  was  lit- 
tle if  any  practical  use  of  this  type  of  con- 
tact lens  during  the  first  half  of  the  twen- 
tieth century.  The  advent  of  the  Tuohy 
lens,  in  1948  really  started  the  clinical  use 
of  corneal  contacts.  Wearers  could  get  4 
to  6 hours  of  wearing  time,  and  about  30% 
of  the  patients  were  satisfied.  The  Tuohy 
lens  was  11.4  to  12  mm.  in  diameter,  larger 
than  the  so-called  microlens  which  was  9.5 
mm.  in  diameter  and  was  produced  in  1954. 
About  50%  of  the  patients  who  tried  this 
lens  were  successful  in  this  and  could  wear 
it  up  to  8 hours. 

The  following  year  a corneal  contour 
lens,  devised  by  Norman  Bier  of  England, 
found  even  greater  acceptance,  and  the 
wearing  time  with  80%  of  patients  able  to 
wear  the  lens  averaged  longer  than  8 hours. 

The  physiologic  optics  of  a contact  lens 
before  the  human  eye  is  briefly  this.  A 
new  optical  refractive  surface  is  placed 
against  the  cornea  of  the  subject’s  eye  so 
rays  of  light  from  an  observed  object  are 
refracted  from  the  surface  of  this  contact 
lens  rather  than  the  cornea  behind  the  con- 
tact lens.  The  cornea  produces  about  75% 
of  the  refractive  power  of  the  eye.  By 
altering  the  radius  of  curvature  of  the  thin 
corneal  contact  lens,  an  increase  or  decrease 
in  the  refractive  power  of  the  eye  is  ob- 
tained. For  example,  a sharp  retinal  image 
may  be  produced  in  the  myopic  eye,  which 
needs  to  have  its  equivalent  power  reduced 
by  substituting  a new  refractive  anterior 
surface.  A contact  corneal  lens  with  a 
greater  radius  of  curvature  or  flatter  sur- 
face anteriorly  than  the  present  corneal  sur- 
face, reduces  the  refractive  power  of  the 
eye  and  gives  a longer  image  focus  which 


would  move  the  focus  posteriorly  from  the 
vitreous  and  onto  the  retina. 

Types  of  Contact  Lenses 

There  are  basically  two  types  of  contact 
lenses  in  use  today. 

I.  The  Scleral  Contact  Lens,  a haptic 
lens  of  which  there  are  two  types. 

(a)  Conventional  or  fluid  containing 
lens. 

(b)  “Lacrilens”  (Trade  name  for  fen- 
estrated scleral  lens  made  by 
Obrig). 

II.  The  Corneal  Contact  Lens  or  Micro- 
lens. 

Generally  speaking,  by  far  the  greater 
majority  of  contact  lenses  being  prescribed 
today  are  of  the  corneal  type,  since  the  scle- 
ral type  is  being  reserved  primarily  for  use 
by  individuals  in  sports,  instances  of  kera- 
toconus,  and  eyes  with  high  astigmatism 
which  are  unable  to  wear  corneal  lenses. 

Scleral  Contact  Lens.  The  conventional 
lens  is  a large  haptic  lens  that  rests  on  the 
sclera  of  the  eye.  The  fluid  is  artificial  and 
must  be  trapped  behind  the  lens  when  it  is 
inserted.  Maximum  wearing  time  is  3 or 
4 hours  before  the  cornea  begins  to  become 
edematous  and  cloudy  and  the  patient  sees 
halos  and  rainbows  around  lights.  Except 
for  patients  with  keratoconus,  the  only 
place  it  is  desirable  is  for  football,  basket- 
ball, or  competitive  swimming  where  the 
patient  only  wishes  to  wear  them  during 
the  short  time  he  is  competing.  Its  advan- 
tages are:  relative  ease  of  fitting,  short  pe- 
riod of  adaptation,  less  susceptible  to  ex- 
ternal irritants,  good  while  swimming,  pref- 
erable with  corneal  disease,  relatively  un- 
breakable, and  protects  against  foreign 
bodies.  Its  main  disadvantage  is  the  pro- 
gressive corneal  clouding  and  edema  which 
cause  hazy,  foggy  vision,  haloes  around 
lights  and  irritation  of  the  eye,  which  re- 
duces the  practical  wearing  time  and,  also, 
the  fact  that  it  may  become  scratched  at 
times. 

The  Lacrilens  is  virtually  the  same  lens 
as  the  conventional  one  but  has  a fenestra- 
tion below  which  permits  the  wearer  to 
utilize  his  own  tears.  Both  this  and  the 
conventional  lens  are  custom  made,  molded 
lenses.  An  impression  of  the  anterior  sur- 
face of  the  eyeball  is  made  with  a type  of 
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Corneal  Contact  Lens  Survey 


Table  I 

Corneal  Contact  Lens  Survey 

Memphis  Optical  Dispensary 
Survey 


Patients 


Percent 


ancisco  Bay  Area 
Survey* 

Patients  Percent 


Total  patients 

591 

93 

Wearing  contacts 

550 

Not  wearing  contacts 

41 

7 

Age — less  than  20 — 

280 

47 

20-30 

200 

34 

30-45 

94 

16 

45-60 

17 

3 

Male 

130 

22 

Female 

461 

78 

Hyperopia 

59 

10 

Myopia 

532 

90 

Hours  per  day  of 
wearing  contacts 

less  than  4 

35 

6 

4-8 

95 

16 

8-12 

242 

41 

over  12 

219 

37 

Reason  for  wearing 

Medical  (monocular  aphakia) 

18 

3.5 

Social 

574 

95 

Sports 

9 

1.5 

Aphakia — monocular 

13 

binocular 

5 

Wearing  contacts  with 
myopia  (diopters) 

less  than  1 

6 

1.1 

1-3 

260 

49 

3-5 

181 

34 

more  than  5 

85 

15.9 

Astigmatism  (diopters) 

less  than  1 

409 

69 

1-3 

143 

24.2 

3-5 

31 

5.3 

more  than  5 

8 

1.5 

Reason  for  not  wearing  contacts 

Irritation 

23 

Spectacle  blur 

Technic 

6 

Lost,  broken 

8 

Abrasion 

Other 

4 

Wearing  with  Hyperopia 
of  (diopters) 

less  than  1 

12 

20 

1-3 

17 

29 

3-5 

30 

51 

over  5 

613 

553 

90.3 

60 

9.7 

91 

14.8 

234 

38.2 

183 

29.8 

78 

12.7 

163 

26.6 

452 

73.4 

17 

3 

498 

80 

26 

4.2 

103 

16.8 

109 

17.8 

318 

52.0 

121 

19.8 

492 

80.2 

53 

18 

4 

.6 

95 

13.3 

184 

27.2 

200 

31.2 

338 

55 

128 

20.5 

15 

2.4 

7 

1.1 

31 

5 

8 

1.3 

14 

2.2 

10 

1.6 

1 

.1 

2 

.3 

*Westsmith,  Richard  A.:  Am.  J.  Ophth.  46:869,  1958. 


molding  plastic  under  topical  anesthesia. 
The  lens  is  molded  over  the  positive  impres- 
sion. The  Lacrilens  is  much  more  difficult 
to  fit  since  a tolerance  of  only  0.25  mm.  is 
permitted  before  the  capillary  attraction  is 
broken  and  the  tears  drain  from  the  corneal 
section.  Its  chief  advantage  is  the  fact  that 
it  does  not  touch  the  cornea  as  the  corneal 
lens  does,  and  that  the  patient  can  usually 
get  up  to  8 hours  of  continuous  wearing  if 
he  desires;  rarely  do  corneal  clouding  and 
edema  develop  and  the  only  solution  re- 
quired is  a wetting  agent.  Other  advan- 
tages are  similar  to  the  conventional  scleral 
contact  lens  which  contains  fluid.  The  dis- 


advantages are  that  a long  and  difficult  fit- 
ting period  is  required,  and  if  one  or  both 
lenses  are  lost  reduplication  is  difficult. 

Corneal  Contact  Lens  (Microlens).  At 
the  present  time  all  corneal  lenses  are  the 
same  for  all  practical  purposes.  Each  man- 
ufacturer has  a different  trade  name  and 
makes  various  claims  for  this  lens.  The 
only  difference  in  the  lenses  manufactured 
by  the  several  companies  is  in  the  thick- 
ness and  edge  treatment.  The  lenses  vary 
in  diameter  from  8.7  to  10  mm.  The  size 
will  be  determined  by  the  patient’s  eye, 
thickness  of  the  lens,  and  the  width  of  the 
peripheral  curves.  The  thickness  of  the 
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lens  varies  from  0.15  to  0.4  mm.  The  thick- 
ness is  determined  by  the  refractive  power 
incorporated  in  the  lens.  The  width  of  the 
peripheral  curve  of  the  lens  is  determined 
by  the  diameter  of  the  lens.  The  optical 
portion  is  usually  from  6.0  to  7.5  mm.  in 
diameter,  and  the  balance  of  the  total  di- 
ameter of  the  lens  is  peripheral  curve. 
Therefore  a 7.0  mm.  optical  on  a 9.0  diam- 
eter lens  would  leave  a peripheral  curve 
of  2.0  mm.,  while  the  same  optical  portion 
on  a 9.5  mm.  lens  would  have  a peripheral 
curve  of  2.5  mm.  The  peripheral  curve  or 
curves  and  the  diameter  of  the  lens  control 
the  interchange  of  tears  behind  the  lens. 

In  the  last  two  years  the  contact  lens  de- 
partment of  the  Memphis  Optical  Dispen- 
sary has  fitted  about  35  of  the  scleral  type 
of  lens  as  against  1000  of  the  corneal  type 
lens. 

What  has  been  the  acceptance  of  the  cor- 
neal microlens?  From  the  results  of  two 
surveys  of  the  acceptance  of  the  microlens 
which  appears  below,  this  type  of  lens  has 


been  highly  successful.  One  survey  was 
reported  by  Westsmith  (Am.  J.  Ophth., 
Dec.,  1958),  which  was  taken  by  a survey  of 
wearers  of  contact  lenses  in  the  San  Fran- 
cisco Bay  area.  About  1300  letters  were 
sent  out  of  which  over  600  were  answered, 
and  these  findings  along  with  those  of  a 
survey  of  wearers  of  contact  lenses  fitted 
by  Jim  Gray,  O.D.,  the  contact  lens  tech- 
nician of  the  Memphis  Optical  Dispensary, 
are  given.  The  patients  who  had  contact 
lenses  fitted  by  Mr.  Gray  were  those  sent  to 
the  Memphis  Optical  Dispensary  by  pre- 
scribing ophthalmologists  in  Memphis  and 
surrounding  areas.  The  Memphis  Optical 
Dispensary  series  consists  of  590  wearers  of 
contact  lenses  who  have  been  fitted  with 
the  lenses  during  the  past  two  years  and 
whose  progress  has  been  followed.  It  is  be- 
lieved this  gives  a fairly  complete  survey 
of  how  wearers  of  contact  lenses  in  this 
area  compare  with  those  in  the  San  Fran- 
cisco Bay  area.  (Tables  1 and  2.) 


Table  2 

Scleral  Lens  Survey  (Memphis  Opticle  Dispensary) 


Classification 

Patients 

Percent  Total 

Age  in  years 

less  than  20 

14 

40  Lacrilenses  - 29 

20-30 

12 

34  Conventionals  - 6 

30-45 

7 

20  — 

45-60 

2 

6 35  Total 

over  60 

Sex 

Male 

29 

83 

Female 

6 

17 

Reason  for  contacts 

Medical 

5 

14.3 

Social 

7 

20 

Sports 

23 

65.7 

Hours  per  day  of 

less  than  4 

6 

17.1 

wearing  contacts 

4-8 

22 

62.9 

8-12 

7 

20 

over  12 

0 

Percent  of  week 

less  than  10 

2 

5.7 

wearing  contacts 

10-50 

12 

34.3 

50-75 

10 

28.6 

over  75 

11 

31.4 

Wearing  contacts 

less  than  1 

1 

3.6 

with  myopia  of 

1-3 

5 

18 

(diopters) 

3-5 

12 

43 

over  5 

10 

35.4 

Keratoconus 

4 

Aphakia 

monocular 

1 

binocular 

Myopia 

28 

80 

Astigmatism 

less  than  1 

18 

51.5 

(diopters) 

1-3 

7 

20 

3-5 

6 

17 

over  5 

4 

11.5 

Wearing  with 

less  than  1 

1 

14 

hyperopia  of 

1-3 

3 

43 

(diopters) 

3-5 

0 

43 

over  5 

3 

Hyperopia 

7 

20 
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Summary 

1.  According  to  the  above  surveys,  ap- 
proximately 90%  of  the  patients  fitted  with 
corneal  contact  lenses  are  wearing  them. 

2.  Well  over  half  of  these  patients  are  un- 
der 30  years  of  age. 

3.  The  ratio  of  female  to  male  is  3 to  1. 

4.  Myopic  individuals  with  more  than  3 
diopters  of  myopia  comprise  by  far  the  ma- 
jority of  the  lenses  fitted.  Hyperopic  per- 
sons wearing  contact  lens  form  only  a small 
percentage  of  wearers  of  corneal  contact 
lenses  and  these  usually  have  a high  degree 
of  hyperopia. 

5.  Approximately  70%  of  wearers  of  cor- 
neal contact  lenses  wear  their  lenses  8 hours 
or  more  per  day. 


6.  Irritation  has  been  the  primary  cause 
of  inability  to  wear  contact  lens. 

7.  The  scleral  type  of  contact  lens,  either 
the  Lacrilens  or  the  conventional  fluid  lens, 
is  being  worn  by  practically  all  of  the  in- 
dividuals who  have  had  them  fitted  and 
whose  course  has  been  followed.  Gener- 
ally, they  do  not  wear  them  nearly  as  much 
of  the  time  as  the  corneal  contact  wearers. 
The  reasons  for  wearing  this  type  of  lens 
is  only  20%  for  social  reasons  as  against 
90%  with  the  corneal  contact  lens.  Males 
predominate  4 to  1 in  using  this  type  of 
lens.  Sports  are  the  major  reason  for  wear- 
ing this  type  of  lens,  with  nearly  two-thirds 
of  the  wearers  using  the  lens  for  that  pur- 
pose. The  Lacrilens  predominates  5 to  1 
as  the  choice  over  the  fluid  containing  lens. 


IT’S  IMPORTANT  . . . 
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CASE  REPORT 

Retrosternal  Placement  of  Colon  for 
Esophageal  Substitute 

William  Robert  Fowler  M.D.,  Chattanooga,  Tenn. 

It  has  been  recognized  for  many  years 
that  various  procedures  employed  for  eso- 
phageal reconstruction  are  unsatisfactory. 
Esophageal  reconstruction,  or  replacement, 
is  particularly  needed  in  various  types  of 
benign  obstructive  esophageal  lesions.  Be- 
cause benign  obstructive  esophageal  lesions, 
such  as  lye  stricture,  are  relatively  uncom- 
mon, an  evaluation  of  reconstruction  tech- 
nics by  any  one  group  is  necessarily  small.  I 
believe  that  a short  discussion  of  some  of 
the  technics  used  and  report  of  a successful 
case  with  a four-year  follow-up  is  worth- 
while. 

Several  procedures  have  been  utilized  in 
esophageal  replacement. 

(1)  Mobilization  of  the  stomach  into  the 
chest  with  esophagogastrostomy:  The  chief 
disadvantage  of  this  technic  is  that  fre- 
quently there  is  gastric  regurgitation  into 
the  esophagus  with  subsequent  peptic  esoph- 
agitis. When  this  technic  is  used  in  infants, 
the  stomach  impinges  on  the  pulmonary 
reserve,  which  is  poorly  tolerated. 

(2)  The  jejunal  segment:  Mobilization  of 
a long  segment  of  jejunum  with  adequate 
blood  supply  is  a very  difficult  problem.  In 
addition,  the  usual  nutritional  problems  ac- 
companying total  gastrectomy  are  present 
because  the  stomach  is  by-passed.  Peptic 
ulceration  of  the  susceptible  jejunum  pre- 
cludes successful  gastrojejunostomy. 

(3)  Anterior  chest  wall  skin  tubes:  Vari- 
ous skin  tubes  on  the  anterior  chest  wall 
have  been  devised  to  by-pass  the  esophagus, 
but  generally  these  have  been  totally  un- 
satisfactory due  to  the  difficulty  in  main- 
taining patency  of  the  tubes.  The  cosmetic 
result  is  poor  and  the  psychologic  aspect  of 
this  type  substitute  is  unsatisfactory. 

The  problem  of  a suitable  prosthesis  then 
appears  to  be  primarily  one  of  finding  a seg- 
ment of  bowel  that  can  be  mobilized  with 
adequate  blood  supply  and  still  is  not  very 
susceptible  to  peptic  acid  digestion  of  the 
gastric  juices.  The  colon  most  nearly  meets 
these  requirements.  It  has  been  shown 
both  experimentally  and  clinically  that  long 


segments  of  colon  may  be  mobilized  without 
seriously  impairing  the  blood  supply  as  long 
as  the  marginal  artery  is  preserved.  The 
colon  is  definitely  less  susceptible  to  peptic 
ulceration  than  is  the  small  bowel. 

Use  of  the  colon  for  esophageal  replace- 
ment has  been  reported  in  infants  with  eso- 
phageal atresia.  Sherman  and  associates1 
point  out  that  many  children  over  the  coun- 
try who  have  a cervical  esophagostomy  and 
gastronomy  could  have  restoration  of  intes- 
tinal continuity  by  this  procedure.  Undoubt- 
edly there  are  also  many  benign  esophageal 
strictures  secondary  to  ingestion  of  lye 
which  are  still  being  dilated  by  bougies  in 
which  a suitable  transplant  would  be  indi- 
cated. The  following  is  a case  report  of  a 
benign  esophageal  stricture  with  description 
of  the  technic  of  successful  repair  and  four- 
year  follow-up. 

Case  Report 

B.M.W.,  a 40  year  old  colored  man,  first  entered 
the  Erlanger  Hospital  emergency  room  in  Decem- 
ber, 1955  approximately  three  or  four  hours  after 
swallowing  an  undetermined  amount  of  lye  in  a 
suicide  attempt. 

Physical  examination  revealed  a slightly  under- 
nourished Negro  man  in  acute  distress,  bringing 
up  copious  quantities  of  blood  and  mucus,  and 
complaining  of  severe  substernal  pain.  B.P.  was 
100/70,  P.  92,  T.  100.4  and  R.  24.  There  was  some 
erythema  and  edema  of  the  pharyngeal  mucosa, 
otherwise  the  examination  was  essentially  nega- 
tive. 

Laboratory  Studies.  Hgb.  13.8  Gm.  WBC  count 
18,300,  with  a differential  of  17  stabs.,  69  segs.,  and 
14  lymphs.  Urinalysis  was  negative. 

Course  in  Hospital.  The  patient  was  admitted 
and  treated  with  intravenous  fluids  antibiotics, 
analgesics  and  sedatives.  The  temperature  rose 
to  102°  F.,  P.  104  and  R.  30,  and  WBC.  count 
23,400  during  the  next  week  of  hospitalization. 
On  the  4th  hospital  day  the  patient  was  placed  on 
liquids  which  he  tolerated  well  and  quickly  pro- 
gressed to  a soft  diet.  On  the  13th  hospital  day 
esophagoscopy  was  performed  which  revealed  eso- 
phageal stricture  in  the  upper  esophagus.  Dilata- 
tion by  bougie  and  esophagoscopy  to  the  cardia  of 
the  stomach  was  carried  out.  Barium  swallow  the 
following  day  revealed  a patent  esophagus.  He 
was  dismissed  from  the  hospital. 

During  the  next  4 months  there  was  gradual 
onset  and  progression  of  obstructive  symptoms  of 
the  esophagus,  and  at  the  end  of  this  time  the 
patient  could  only  swallow  liquids.  There  had 
been  a 30  pound  weight  loss.  The  patient  was 
again  admitted  to  the  hospital,  and  esophagoscopy 
revealed  a stricture  beginning  just  below  the 
pharynx  and  extending  throughout  the  length  of 
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Fig.  1.  Stricture  of  the  distal  esophagus  and 
dilation  of  proximal  esophagus. 


esophagus.  (Fig.  1.)  During  the  next  4 months 
dilatation  by  bougie  of  the  esophagus  was  carried 
out  on  ten  different  occasions.  However,  obstruc- 
tion recurred  quickly  and  it  was  decided  that 
esophagosplasty  was  indicated. 

The  patient  was  again  admitted  to  Erlanger 
Hospital  in  July,  1956  and  after  dilatation  by 
bougie  was  placed  on  a high  protein,  high  calorie 
diet  with  multivitamins,  iron,  and  supplemental 
feedings.  The  bowel  was  prepared  with  phthalyl- 
sulfathiazole  (Sulfathaladine) , neomycin  and  sa- 
line cathartics. 

Technic  of  Operation.  Under  general  endo- 
tracheal anesthesia  the  skin  was  prepared  from 


the  neck  to  the  pubis.  The  abdomen  was  opened 
through  a right  paramedian  skin  incision  extend- 
ing from  well  up  on  the  xyphoid  process  to  the 
lower  abdomen.  The  right  colon  was  then  mobi- 
lized as  for  a right  hemicolectomy,  preserving  the 
middle  colic  and  marginal  vessels.  Appendectomy 
was  performed.  The  ileum  was  divided  just  proxi- 
mal to  the  ileocecal  valve  and  the  distal  ileum 
was  inverted  as  one  would  invert  a duodenal 
stump.  The  transverse  colon  was  divided  just 
distal  to  the  main  supply  of  the  middle  colic 
artery  and  an  end  to  end  ileotransverse  colostomy 
was  performed  in  the  usual  manner.  The  defect 
in  the  mesentery  was  closed.  (Fig.  2.) 


Fig.  2.  Portion  of  right  colon  and  transverse  colon 
to  be  placed  in  the  chest. 

At  this  point  the  formation  of  a substernal  tun- 
nel, just  posterior  to  the  sternum  in  the  anterior 
mediastinum,  was  begun  employing  finger  dissec- 
tion from  below.  The  mediastinal  pleura  was 
reflected  from  the  sternum.  A low  collar  incision 
in  the  neck  was  made  and  the  upper  skin  flap  was 
elevated.  The  strap  muscles  on  the  left  were 
clamped,  cut  and  retracted,  and  a subtotal  thy- 
roidectomy was  performed  on  the  left  side  in  the 
usual  manner.  The  cervical  esophagus  was  then 
exposed.  The  mediastinal  pleura  was  then  re- 
flected from  above  away  from  the  posterior  sur- 
face of  the  sternum  by  finger  dissection,  aided  by 
using  a small  malleable  retractor  in  the  midpor- 
tion of  the  sternum  where  the  fingers  would  not 
meet,  thus  completing  the  formation  of  a tunnel 
in  the  anterior  mediastinum.  (Fig.  3.)  The  ce- 
cum was  then  tested  for  viability  and  circulation 
and  color  were  found  to  be  good.  The  cecum  was 
then  pulled  up  through  the  substernal  tunnel  into 
the  neck  without  difficulty  by  using  a heavy  suture 
attached  to  the  end  of  the  malleable  retractor. 
An  end-to-side  coloesophagostomy  was  performed 
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Fig.  3.  Formation  of  substernal  tunnel. 


Fig.  6.  Recent  photograph  of  patient  shows  no 
enlargement  in  the  neck. 


using  interrupted  fine  silk  sutures.  The  distal 
strictured  esophagus  was  not  removed.  The  trans- 
verse colon  was  then  anastomosed  to  the  anterior 
wall  of  the  antral  portion  of  the  stomach,  thus 
restoring  the  intestinal  continuity  in  one  stage. 
(Fig.  4.)  A Stamm  gastrostomy  was  performed 


Fig.  5.  Recent  barium  swallow. 
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for  postoperative  feeding  purposes.  The  neck  was 
drained  with  a small  rubber  tissue  drain.  The 
neck  incision  and  abdominal  incision  were  closed. 
The  patient  tolerated  the  three  and  one-half  hour 
procedure  without  difficulty.  An  immediate  post- 
operative chest  x-ray  film  was  made  to  rule  out  a 
pneumothorax. 

Postoperative  Course.  The  patient  was  treated 
with  broad  spectrum  antibiotics.  Gastrostomy 
feedings  of  neurosurgical  formula  were  started  on 
the  third  postoperative  day  and  were  tolerated 
well.  Oral  feedings  of  liquids  were  started  on 
the  5th  postoperative  day  and  supplemented  with 
gastrostomy  feedings  of  high  protein,  high  caloric 
nature.  Solid  foods  were  well  tolerated  by  the 
8th  postoperative  day  and  the  gastrostomy  tube 
removed.  The  patient  progressed  rapidly  and 
gained  25  lbs.  during  the  next  few  months. 

When  last  seen  (July  1,  1960),  4 years  following 
operation,  the  patient  was  asymptomatic  and  his 
eating  habits  were  normal.  (Figs.  5 and  6.) 


Summary 

1.  The  problem  of  esophageal  reconstruction  is 
discussed  and  some  of  the  various  procedures  that 
have  been  employed  are  listed  and  discussed 
briefly. 

2.  The  rational  of  the  use  of  the  colon  as  a 
prosthesis  is  discussed. 

3.  Substernal  coloesophagogastrostomy  can  be 
performed  in  one  stage.  The  substernal  tunnel 
obviates  open  thoracotomy  which  is  an  important 
factor,  particularly  in  small  children. 

4.  A successful  case  of  substernal  coloesophogas- 
trostomy  is  presented. 

5.  The  colon,  in  my  opinion,  nearly  approaches 
the  long  sought  after  objectives  in  esophageal  re- 
construction than  any  other  procedure  heretofore 
utilized. 
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During  the  past  year,  an  intensive  probing  into  the  affairs  of  the 
pharmaceutic  industry  has  been  conducted,  yet  no  disclosure  of  any 
wrong  doing  has  been  proven.  The  record  of  the  investigation 
stands  as  proof  that  the  industry  has  served  the  public  in  an  effi- 
cient and  faithful  manner. 

Front  pages  of  our  newspapers  and  other  communications  media 
have  revealed  the  charges  and  counter-charges  of  the  Senate’s  in- 
vestigative committee,  as  well  as  some  timely  rebuttals  by  the 
pharmaceutic  industry.  As  has  been  true  from  time  to  time  in 
other  fields,  the  progress  in  drug  technology  has  outpaced  the 
ability  of  society  to  assimilate  its  goods.  The  foundations  of  discovery,  resting  as  they 
do  on  such  industry  pillars  as  patents,  licensing,  research,  profits  and  the  rest  are  dimly 
realized,  if  at  all. 

If  there  is  one  great  lesson  of  the  1960  Senate  investigation  and  all  the  satellite  move- 
ments inspired  by  it,  it  is  that  the  professional  politician  has  always  recognized  the 
impatience  of  Americans  with  the  past.  He  spots  instinctively  where  an  institution 
has  neglected  to  court  public  understanding  with  each  forward  move,  thus  leaving  under- 
standing trailing  in  the  race  to  progress.  The  atmosphere  created  by  the  committee 
seems  likely  to  delay  the  introduction  of  new  and  perhaps  life-saving  drugs. 

Considering  the  close  attention  of  the  press  and  public  to  these  investigative  proceed- 
ings, never  had  a Congressional  inquiry  been  handed  a finer  opportunity  to  launch  a 
public  crusade  and  mobilize  national  resources  to  stamp  out  criminal  operatives  in  the 
health  field. 

Had  the  Subcommittee  majority  and  staff  been  disposed  to  deal  with  those  who  are 
indeed  bent  solely  on  profits  and  indifferent  to  the  suffering  of  the  poor,  the  aged  and 
infirm,  they  could  have  performed  a genuine  public  service.  They  would  have  discovered 
that  a huge  $100  million  is  spent  each  year  by  unsuspecting  people  on  quack  cancer  cures. 
In  addition,  $750  million  is  spent  on  quack  cures  of  all  kinds.  Co-existing  in  our  society 
with  legitimate  medical  care  is  a growing  quasi-medical  underworld  which  grosses  each 
year  from  its  victims  a sum  equal  to  one  third  to  one  half  the  annual  sales  of  legitimate 
manufacturers  of  ethical  drug  products.  The  committee  work  has  been  a masterpiece 
of  propaganda  technique.  The  hearings  resulted  in  sensational  headlines,  statements 
that  modern  drugs  are  often  fakes;  that  they  are  sold  by  untruthful  advertising;  that 
they  cost  too  much  and  that  the  drug  industry  should  be  more  strictly  regulated. 

This  whole  attack  upon  the  pharmaceutical  industry  is  only  one  of  the  many  areas 
where  medicine  and  physicians  are  involved.  We  face  a year  of  continuing  changes  in 
possible  economic  upheavals  which  we  can,  and  must  fact  together. 


Ralph  O.  Rychener, 
M.D. 


President 
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ANTICOAGULATION— HOW  LONG? 

The  treatment  of  coronary  thrombosis  has 
been  modified  during  the  past  ten  years  by 
the  employment  of  agents  to  prolong  the 
coagulability  of  the  blood.  The  evidence 
that  Dicumarol,  and  Coumadin,  and  other 
similar  preparations,  are  of  benefit  to  an 
individual  who  has  suffered  acute  coronary 
thrombosis  seems  to  weigh  heavily  in  sug- 
gesting their  routine  employment.  There  are 
some  contraindications,  of  course;  namely, 
the  presence  of  some  area  of  disease  apart 
from  the  heart,  which  might  favor  overt 
hemorrhage,  such  as  a duodenal  ulcer,  or  an 
hemorrhagic  diathesis.  Naturally  the  drug 
should  not  be  used  if  laboratory  facilities  or 
experience  of  the  physician,  in  charge  of  the 
case,  limits  proper  supervisory  ability.  On 
the  other  hand,  the  question  as  to  how 
promptly  the  prothrombin  time  should  be 
reduced,  how  prolonged  it  should  be  main- 
tained, and  for  how  many  weeks,  months,  or 


years,  the  drug  should  be  continued,  has 
resulted  in  many  different  opinions. 

Indeed  the  thought  has  been  emphasized 
that  even  the  careful  physician  experienced 
in  clinical  cardiology,  employing  accepted 
laboratory  help,  such  as  the  electrocardio- 
gram, and  serum  transaminate  data,  may 
not  be  completely  accurate  in  his  diagnostic 
approach.  Copeci  and  Levy1  studied  the 
records  of  100  patients  who  came  to  au- 
topsy following  the  clinical  diagnosis  of 
acute  myocardial  infarction.  Included  only 
were  the  patients  who  lived  more  than  24 
hours  after  admission  and  who  had  been 
thought  by  the  clinician  to  have  been 
treated  adequately.  Fifty  of  the  patients 
had  been  treated  with  heparin  and  Dicuma- 
rol and  50  received  comparable  treatment, 
but  no  anticoagulants. 

Immediately  apparent  was  a diagnostic 
error  of  20%  in  the  untreated  group,  and 
17%  in  the  group  treated  with  anticoagula- 
tion. This  margin  of  error  has  been  reported 
by  others — 19%  at  the  Barnes  Hospital, 
Washington  University,  St.  Louis;2  and  56% 
error  at  the  Royal  Infirmary  of  Edinburgh.3 
In  this  latter  study  the  records  of  1075  pa- 
tients diagnosed  clinically  as  having  myo- 
cardial infarction  were  analyzed  in  the  light 
of  subsequent  post-mortem  findings.  There 
were  247  deaths,  a mortality  of  24%  and  217 
autopsies  performed.  In  96  of  these  the  di- 
agnosis was  incorrect.  Mistaken  for  myo- 
cardial infarction  were  instances  of  pleural 
effusion,  heart  failure,  cerebral  vascular  ac- 
cidents, post-operative  shock,  pulmonary 
embolism,  dissecting  aortic  aneurysm,  peri- 
carditis, and  systemic  lupus.  These  statis- 
tics are  disquieting,  and  give  all  something 
to  think  about. 

In  addition  to  the  diagnostic  errors  re- 
vealed by  autopsy  surveys,  major  hemor- 
rhage was  encountered  as  a cause  of  death 
in  3 of  100  in  one  series  and  myocardial  rup- 
ture was  found  three  times  as  often  in  the 
patients  under  anticoagulant  therapy  as  in 
the  patients  not  receiving  anticoagulants. 

From  Toronto,  Canada4  comes  an  interest- 
ing report  of  observations,  of  50  patients 
treated  with  Dicumarol,  for  an  average  of 
one  year.  No  difference  could  be  found  in 
the  clinical  course  of  these  50  patients 
treated  with  Dicumoral,  as  compared  to  50 
patients  treated  in  a comparable  fashion, 
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except  that  Dicumarol  was  not  employed. 
Dicumarol  did  not  protect  from  sudden 
death  or  repeated  infarction.  They  con- 
cluded that  prolonged  anticoagulant  therapy 
was  not  established  as  a desirable  procedure. 

Other  reports  are  more  favorable.  Man- 
chester,5 in  studying  comparable  series  of 
200  patients  treated  with  anticoagulant  and 
200  with  ascorbic  acid,  as  a control,  found 
subsequent  myocardial  infarction  three 
times  more  common  in  the  ascorbic  acid 
treated  group.  He  reported  the  mortality, 
in  the  anticoagulated,  during  a ten  year  pe- 
riod, to  be  about  12%  of  the  ascorbic  acid 
treated  group. 

In  the  British  Medical  Research  Council 
report,®  the  mortality  of  the  anticoagulant 
group  was  lower  in  the  first  few  months  of 
treatment,  but  this  protection  was  not  ap- 
parent during  the  second  and  third  years  of 
the  study. 

In  all  surveys  it  is  to  be  remembered  that 
15%  of  all  patients  surviving  the  acute 
phase  of  myocardial  infarction  die  during 
the  next  twelve  months.  After  this  first 
year  a ten  year  survival  rate  of  50%  has 
been  reported  in  many  series  long  before 
anticoagulant  therapy  was  introduced. 

If  we  are  dealing  with  a disorder  where 
the  accuracy  of  diagnosis,  even  in  the  best 
of  hand,  is  subject  to  an  error  of  20  to  50%, 
and  if  under  ordinary  treatment,  not  in- 
cluding anticoagulants,  a ten  year  survival 
of  50%  may  be  found,  we  can  conclude  that 
the  final  decision  relative  to  the  long-term 
employment  of  anticoagulants  in  the  treat- 
ment of  acute  myocardial  infarction,  has  not 
been  written. 

This  problem  is  quite  apart  from  the  long- 
term use  of  anticoagulants  in  the  treatment 
of  thrombophlebitis,  and  in  patients  with 
frequent  episodes  of  angina  pectoris. 

Albert  Weinstein 
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* 

WHITE  HOUSE  CONFERENCE  ON  AGING 

This  is  now  history.  It  was  a privilege  to 
have  been  a delegate  and  to  have  had  an  op- 
portunity to  see  such  a large  body  of  peo- 
ple in  action. 

Though  its  purpose  has  been  publicized, 
some  recapitulation  may  be  in  order  in  the 
words  of  Congressman  Fogarty  (Rhode  Is- 
land— D)  who,  as  Chairman  of  the  Subcom- 
mittee on  Labor  and  HEW  of  the  Commit- 
tee on  Appropriations  of  the  House,  intro- 
duced the  White  House  Conference  on  Ag- 
ing Bill  on  Jan.  8,  1958.  (The  date  of  the 
Conference  was  set  by  law  to  be  three  years 
later.)  He  commented  on  the  many  bills 
introduced  in  Congress  dealing  with  the 
aged  and  retirement,  but  with  little  positive 
legislation  or  understanding  of  the  immen- 
sity of  the  problems  and  failure  to  accept 
responsibility.  Rep.  Fogarty1  then  stated  his 
belief  for  the  need  of  the  application  of  the 
White  House  Conference  technic,  as  used  in 
the  past,  to  focus  attention  on  the  problems 
of  the  aging.  He  said,  “Five  basic  areas  de- 
manded attention  . . . employment,  income, 
housing,  free  time,  and  health.  It  has  long 
been  my  conviction  that  the  responsibility 
for  meeting  these  challenges  was  primarily 
that  of  the  communities  and  the  States,  and 
that  the  Federal  Government  should  stand 
ready  to  work  jointly  with  them  and  their 
citizens  toward  a common  goal.  Further, 
it  has  been  my  conviction  that  any  recom- 
mendation or  action  must  allow  the  older 
person  independent  choice  and  create  oppor- 
tunities for  self-help  in  planning  his  own 
future.”  In  ending  his  comments,  Fogarty 
said,  “Our  goals  for  the  elderly  transcend 
political  or  party  lines.  The  Congressional 
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support  for  the  bill,  and  the  appropriations 
to  administer  it  have  had  bipartisan  en- 
dorsement. Whether  this  approach  can  be 
maintained  throughout  the  Conference  is  of 
deep  concern  to  me.  I believe  that  the  Na- 
tion’s elderly  have  earned  and  deserve  the 
best  that  the  combined  talents  and  wisdom 
of  all  our  people  can  forge  into  a national 
program  that  will  insure  their  independ- 
ence, dignity  and  respect  throughout  their 
later  years.” 

By  law  the  Conference  was  in  the  hands 
of  a National  Advisory  Committee  of  150 
citizens  under  the  Chairmanship  of  former 
Congressman  Kean  (New  Jersey).  Of  these 
150,  13  were  physicians,  some  as  specialists 
in  government,  others  men  who  have  con- 
tributed thinking  in  the  field  of  aging,  and 
a few  one  recognizes  as  more  or  less  repre- 
sentative of  organized  medicine. 

At  a later  date  comment  will  be  made  on 
these  pages  relative  to  action  taken  on  cer- 
tain items  of  interest  to  us  as  doctors.  A 
complete  report  was  promised  the  delegates 
in  some  90  days.  An  attempt  at  a summary 
now  on  rather  fragmentary  data  on  resolu- 
tions and  recommendations  might  be  more 
or  less  out  of  context  and  should  not  be  at- 
tempted. 

Nevertheless,  comment  on  several  items 
of  interest  is  needed  and,  as  will  be  appar- 
ent, deals  with  the  “image”  of  the  doctor 
and  the  medical  profession  as  seen  through 
the  eyes  of  the  press  and  the  politician,  and 
reflected  in  the  great  mass  of  lay  persons  at 
the  Conference,  many  of  whom  undoubtedly 
were  unrealistic  idealists. 

We  saw  and  heard  the  most  amazing  ex- 
hibition of  denunciation  and  accusation  of 
the  A.M.A. — of  a degree  almost  beyond  be- 
lief. In  my  day  I have  heard  and  read  all 
degrees  of  political  mud-slinging  by  special- 
ists in  this  art,  and  criticisms  of  organized 
medicine,  but  the  shock  of  this  episode  was 
related  to  its  setting.  The  opening  plenary 
session  was  to  be  a place  for  platitudes  and 
amenities,  ranging  from  an  invocation  to  a 
brief  appearance  of  the  President  of  the 
United  States.  It  included  a welcome  by 
Secretary  Fleming  of  HEW,  words  by  Rep. 
Fogarty,  the  Chairman  of  the  Advisory 
Committee  and  others.  In  this  setting  the 
blast  against  the  medical  profession  by  Sen- 
ator Pat  McNamara  (D.,  Michigan)  was  the 


more  remarkable,  so  remarkable  that  I sus- 
pect it  was  deliberate  with  the  idea  of  sow- 
ing dissension  at  the  onset  and  putting  the 
profession  on  the  defensive.  The  thing  that 
really  hurt  was  the  thunderous  applause 
from  the  2500  and  more  delegates  present 
which  reinforced  his  words.  (One’s  naive 
immediate  reaction  is  that  it  is  a wonder 
any  of  the  delegates  ever  put  trust  in  a 
physician  in  their  own  affairs — a dichotomy 
of  thought  to  which  I think  I know  the 
answer  but  even  then  remains  a puzzle.) 
McNamara  accused  the  A.M.A.  of  the  “place- 
ment of  A.M.A.  oriented  delegates  in  suffi- 
cient strength  in  certain  work  groups  to 
give  the  nation  the  impression  that  the  con- 
ference does  not  favor  such  medical  insur- 
ance.” The  obvious  deduction  is  that  if  250 
physician  delegates  out  of  a total  of  2700  and 
more,  and  13  physicians  on  the  Advisory 
Council  of  150  could  “stack”  the  conference, 
there  must  have  been  collusion  somewhere, 
and  that  somewhere  must  have  been  with 
either  Secretary  Fleming  of  HEW  or  Under 
Secretary  Bertha  Adkins,  who  was  in  charge 
of  the  Conference.  McNamara  possibly  was 
taking  a double  shot — political  against  the 
Eisenhower  administration  and  personal 
political  aggrandizement  with  his  labor  con- 
stituency in  Michigan  by  lambasting  the 
A.M.A.  Much  of  his  time  on  the  plenary 
session  was  spent  in  castigating  the  A.M.A. 
and  its  stand  against  tying  medical  aid  to 
Social  Security,  in  which  he  made  the  state- 
ment which  was  broadcast  by  A.P. — “It  is 
unfortunate  that  the  A.M.A.  continues  to  de- 
vote such  massive  effort  to  promotion  of  its 
19th  century  philosophy  rather  than  concen- 
trating on  the  needs  of  tomorrow.”  Admit- 
ting all  manner  of  bias,  I hope  I am  objec- 
tive in  saying  that  at  its  least  the  McNamara 
blast  represented  an  amazing  lack  of  pro- 
priety under  the  circumstances,  no  matter 
how  strongly  he  may  feel.  If  there  were 
basis  in  fact,  such  a blast  at  the  last  plenary 
session  might  be  condoned — but  for  the 
opening  session!  To  the  credit  of  Congress- 
man Fogarty  it  should  be  said  he  told  news- 
men this  charge  was  “insulting”  to  the  dele- 
gates. In  remarks  subsequent  to  McNa- 
mara’s Secretary  Fleming  tried  to  smooth 
matters  somewhat. 

In  a recent  editorial  on  the  Harper’s 
Story?  I remarked,  “It  is  amazing  to  what 
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an  extent  even  a “free”  press  may  reach  the 
effect  of  a controlled  press.  The  “herd”  re- 
action of  the  writers  of  the  press  on  the 
socio-economic  facets  of  today’s  medicine  is 
one  of  the  phenomena  of  present-day  writ- 
ing.” This  “herd”  reaction  pervaded  all  re- 
porting on  the  Conference.  On  Sunday 
afternoon  before  the  opening  of  the  Confer- 
ence, all  physician-delegates  were  invited  to 
an  A.M.A.  meeting  for  briefing  on  the  Kerr- 
Mills  bill  and  suggested  Social  Security 
amendments  for  medical  care.  This  provided 
an  open  forum  for  comments,  questions,  etc. 
“within  the  family”  so  to  speak,  though  it 
was  not  an  executive  session — newsmen 
were  present.  In  the  course  of  the  meeting 
two  physician  delegates  cited  what  they  dis- 
liked relative  to  the  Kerr-Mills  Bill — the 
application  of  a means  test — pros  and  cons 
were  registered.  Here  were  the  resulting 
headlines  in  the  Washington  Post — A.M.A. 
Stand  on  Aid  for  Aging  Hit — ‘Cut  Rate 
Charity’  Seen  by  Physicians  in  Group’s 
Policy”;  and  “ ‘Charity  Medicine’  Charge 
Leveled  at  A.M.A.  Stand  on  Aid  for  Aging.” 
It  stimulated  Herblock’s  nasty  cartoon  en- 
titled “Sir,  Several  More  of  Our  Men  Have 
Defected  to  the  Enemy.”  Were  the  news- 
paper men  asleep  when  our  Dr.  Harmon 
Monroe  told  the  meeting  of  T.S.M.A.’s  ac- 
tion in  the  recent  meeting  of  the  House  of 
Delegates!  Might  this  have  been  used  for 
headlines  and  a story  favorable  to  the  medi- 
cal profession?  No,  this  might  place  the 
medical  profession  in  a favorable  light  and 
by  present-day  standards  of  news  reporters, 
this  is  not  permissable!  Drew  Pearson  in  his 
Merry  Go  Round  with  “A.M.A.  ‘Doctors’ 
Age  Session”  joined  the  smear  campaign, 
though  he  had  to  dredge  past  quotes  and 
remarks  by  “near-greats”  to  bolster  his  col- 
umn. 

It  has  been  clear  for  quite  a number  of 
years  that  people  do  not  like  to  spend 
money  for  what  they  cannot  enjoy — this  is 
the  difference  between  illness  and  cars, 
boats  and  T.V.  sets.  The  doctor  personalizes 
illness  and  so  his  bill  is  begrudged;  with  the 
growth  of  a welfare  state  the  philosophy  of 
letting  government  take  care  of  the  unpleas- 
ant things  is  a natural  development — such 
unpleasant  things  as  illness  and  “saving  for 
a rainy  day.”  The  newsmen  swarm  to  the 
side  that  is  weighted  to  win — it  is  human 


nature  to  wish  to  be  on  the  side  of  the  win- 
ner. 

This  editorial  comment  has  merely  tried 
to  give  a bit  of  the  atmosphere  provided  by 
politicians  and  the  fourth  estate  for  the 
White  House  Conference  on  Aging. 

R.  H.  K. 


DEATHS 


Dr.  Charles  Hunter  Heacock,  72,  Memphis,  died 
December  30th  in  Ardmore,  Pennsylvania,  as  the 
result  of  a heart  attack. 

Dr.  William  Charles  Ruble,  Jr.,  51,  Newport, 
died  December  20th  as  the  result  of  a heart  at- 
tack. Dr.  Ruble  served  as  Mayor  of  Newport  for 
four  terms. 

Dr.  Jesse  Corum  Hill,  71,  Knoxville,  died  Janu- 
ary 10th  at  his  home.  He  was  the  first  physician 
to  practice  psychiatry  in  Knoxville. 

Dr.  Andrew  Jackson  Jamison,  81,  Murfreesboro, 
died  January  11th  at  the  Baptist  Hospital  in  Nash- 
ville. 

Dr.  Perry  J.  Gambill,  68,  Knoxville,  died  Janu- 
ary 6th  at  Presbyterian  Hospital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Academy’s  annual  installation  of  of- 
ficers meeting  was  conducted  on  January 
10th  at  the  Hermitage  Hotel.  Dr.  Laurence 
Grossman  assumed  the  duties  of  president 
for  1961  succeeding  Dr.  Thomas  F.  Weaver. 
Other  officers  installed  were  Dr.  Joseph  M. 
Ivie,  president-elect  and  Dr.  Tom  E.  Nes- 
bitt, secretary-treasurer.  Dr.  James  N. 
Thomasson  was  elected  a member  of  the 
Board  of  Directors  and  Dr.  Robert  M.  Finks 
was  re-elected  to  the  Board. 

Dr.  Grossman’s  presidential  address  cov- 
ered pertinent  topics  about  the  image  of 
medicine  and  problems  facing  the  medical 
profession. 

Greene  County  Medical  Society 

The  Society  met  for  its  regular  monthly 
meeting  on  January  3rd  with  the  new  pres- 
ident of  the  society,  Dr.  Haskell  W.  Fox, 
presiding.  Dr.  Lyman  Fulton,  Johnson  City, 
was  the  guest  speaker  and  his  subject  was 
“The  Practical  Aspects  of  Hypertension.” 
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Monroe  County  Medical  Society 

New  officers  of  the  society  were  elected 
at  the  December  meeting  conducted  in  the 
home  of  Dr.  and  Mrs.  Joseph  K.  Wallace. 
Officers  for  1961  are:  Dr.  Wallace,  president; 
Dr.  H.  M.  McGuire,  vice  president  and  Dr. 
James  H.  Barnes,  secretary. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

Members  of  the  Consolidated  Medical  As- 
sembly conducted  the  regular  monthly 
meeting  on  January  3rd  in  the  New  South- 
ern Hotel,  Jackson.  The  program  consisted 
of  a film  entitled  “Disability  Decision.”  The 
film  was  shown  through  the  sponsorship  of 
the  social  security  administration. 

Dr.  Oscar  McCallum,  Henderson,  was 
elected  president  for  1961.  Vice  presidents 
elected  were  Dr.  George  Dodson,  Jackson; 
Dr.  David  E.  Stewart,  Brownsville  and  Dr. 
R.  M.  Conger,  Lexington.  Dr.  G.  B.  Wyatt, 
Jackson,  was  re-elected  secretary-treasurer. 

Weakley  County  Medical  Society 

At  a recent  meeting  of  the  Weakley 
County  Medical  Society,  election  of  officers 
for  1961  was  held.  Newly  elected  officers 
are  Dr.  G.  S.  Plog,  Martin,  president;  Dr. 
Ira  Porter,  Greenfield,  vice  president;  and 
Dr.  Nathan  Porter,  Greenfield,  secretary- 
treasurer. 

Memphis-Shelby  County  Medical  Society 

The  Memphis  and  Shelby  County  Medi- 
cal Society  met  for  its  regular  monthly 
meeting  on  the  evening  of  November  1 in 
the  Institute  of  Pathology  Building.  The 
scientific  program  followed  a short  business 
meeting.  The  speaker  was  introduced  by 
Dr.  Otis  Warr.  Dr.  John  Stewart  Chapman, 
Assistant  Dean  of  Postgraduate  Education 
and  Professor  of  Medicine  at  the  University 
of  Texas  Southwestern  Medical  School, 
Dallas,  Texas,  gave  an  informative  talk  on 
“Anonymous  Mycobacteria.” 

Chattanooga-Hamilton  County  Medical 
Society 

The  annual  banquet  and  installation  of 
officers  was  conducted  on  January  3rd  at 
the  Chattanooga  Golf  and  Country  Club. 
The  society  installed  Dr.  Augustus  Mc- 
Cravey  as  president;  Dr.  Edward  G.  John- 


son as  president-elect;  and  Dr.  Charles  W. 
Hawkins  as  secretary-treasurer.  Also  in- 
stalled was  Dr.  Harry  E.  Jones  as  a mem- 
ber of  the  Board  of  Censors  and  Dr.  Gene 
Kistler,  a member  of  the  Board  of  Gover- 
nors. 


Knoxville  Academy  of  Medicine 

The  society  met  for  its  regular  monthly 
meeting  on  January  10th  in  the  Academy 
of  Medicine  building.  The  program  con- 
sisted of  an  address  by  Mr.  James  Foristel, 
congressional  representative  of  the  Amer- 
ican Medical  Association,  Washington,  D.  C. 
Mr.  Foristel  is  a member  of  the  staff  of 
AMA’s  Washington  Office.  He  spoke  on  the 
outlook  of  legislation  in  1961  as  it  pertains 
to  physicians. 

Mr.  Jack  Ballentine,  Executive  Director 
of  the  Tennessee  State  Medical  Association 
reviewed  pertinent  medical  legislation  to  be 
brought  before  the  Tennessee  General  As- 
sembly. 

Members  of  the  society  heard  a proposal 
for  research  expansion  in  Knoxville  pre- 
sented by  Dr.  Goodall  of  the  Research 
Group  at  the  UT  Memorial  Hospital. 

Anderson-Campbell  County  Medical 
Society 

The  society  conducted  its  annual  Christ- 
mas dinner  for  members  and  their  wives  on 
December  22nd,  at  the  Russell  Hotel  in  La- 
follette.  Christmas  carols  were  sung  and 
the  general  Christmas  theme  was  carried 
out  at  the  meeting  of  the  society. 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

Spokesmen  for  the  medical  profession  at 
the  White  House  Conference  on  Aging  sup- 
ported the  Kerr-Mills  voluntary  program 
for  health  care  of  elderly  persons  as  an 
efficient,  economical  way  to  furnish  assist- 
ance to  those  who  need  help.  Leading 
physician  delegates  to  the  Conference  also 
continued  vigorous  opposition  to  the  Social 
Security  approach  espoused  by  organized 
labor. 

Continuing  their  all-out  campaign  for  the 
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Social  Security  approach,  labor  union  lead- 
ers used  the  Conference  as  a forum  for  fur- 
ther attacks  on  the  medical  profession. 

Dr.  J.  Lafe  Ludwig  of  Los  Angeles,  Chair- 
man of  the  American  Medical  Association 
Council  on  Medical  Service  told  a pre- 
Conference  meeting  of  the  physician  dele- 
gates that  it  would  be  a “national  tragedy — 
unfair  to  old  and  young  alike — if  the  Kerr- 
Mills  law  should  be  shelved  for  a Social 
Security  plan  for  medical  care  of  the  aged. 
“Federal  medicine  would  mean  red  tape, 
bureaucratic  control,  and  high  costs,”  Dr. 
Ludwig  said.  “Most  important  of  all,  it 
would  mean  inferior  medical  care  for  the 
people  whom  we  are  trying  to  help.” 

Describing  the  Kerr-Mills  law  as  a “his- 
toric milestone,”  Dr.  Ludwig  said  the 
overwhelming  majority”  of  the  nation’s 
physicians  believe  it  is  “an  excellent  law 
which  can  and  will  work  and  deserves  ev- 
ery opportunity  to  do  so.” 

Dr.  Leonard  W.  Larson  of  Bismarck,  N.D., 
president-elect  of  the  AMA  told  the  Con- 
ference’s Health  and  Medical  Care  Section 
that  more  attention  must  be  given  to  keep- 
ing older  persons  healthy.  He  was  chair- 
man of  the  section. 

“We  spend  millions  of  dollars  and  hours 
developing  sound,  well-based  programs  for 
care  of  the  sick,  but  at  the  same  time  we 
virtually  ignore  the  vast  opportunities  for 
preservation  and  promotion  of  health,”  Dr. 
Larson  said. 

“We  must  do  more  than  react  to  the  mi- 
nority of  older  persons  who  are  ill — we 
must  act  for  the  great  majority  who  are 
well.” 

In  a statement  issued  in  Chicago,  Dr.  E. 
Vincent  Askey  of  Los  Angeles,  President  of 
AMA,  branded  as  false  an  allegation  that 
the  White  House  Conference  had  been  “cap- 
tured” by  organized  medicine,  private  in- 
surance and  business  interests.  Dr.  Askey 
specifically  referred  to  such  a charge  made 
by  Prof.  Wilbur  J.  Cohen  of  the  University 
of  Michigan  but  the  AMA  president’s  state- 
ment applied  to  similar  charges  made  by 
representatives  of  organized  labor. 

Dr.  Askey  implied  that,  “if  anyone  has  a 
legitimate  complaint  regarding  the  choice 
of  personnel  directing  the  activities”  of  the 
key  section  on  income  maintenance,  it  was 
opponents  of  the  Social  Security  approach. 


Dr.  Ludwig  also  answered  organized  la- 
bor’s attacks  on  the  AMA  at  the  Conference. 
Dr.  Ludwig  accused  George  Meany,  presi- 
dent of  the  AFL-CIO,  of  “attempting  to 
undermine”  the  Conference  to  “further  his 
own  partisan  interests.” 

“Meany  obviously  is  prepared  to  go  to 
any  extreme  to  impugn  the  motives  of  those 
who  disagree  with  him,”  Dr.  Ludwig  said. 
“Delegates  to  this  conference  representing 
medicine  and  many  other  groups  came  here 
in  a spirit  of  cooperation  determined  to  take 
realistic  action  to  help  the  elder  citizens  of 
this  country. 

“Meany,  through  his  campaign  of  smear 
and  hostility,  is  making  this  difficult,  if  not 
impossible.” 

Dr.  Ludwig  said  that  some  labor  leaders 
“obviously  are  more  interested  in  saddling 
the  people  of  this  country  with  a system  of 
socialized  medicine”  than  he  is  in  “helping 
those  older  people  who  really  need  help.” 

“Meany  and  such  of  his  cohorts  as  Sen. 
Pat  McNamara  (D.  Mich.)  appear  to  be  do- 
ing their  utmost  to  create  so  much  confu- 
sion that  recommendations  of  the  State 
Conference  on  Aging  will  be  forgotten,”  Dr. 
Ludwig  said. 

“Of  the  30  states  making  specific  recom- 
mendations regarding  financing  of  medical 
care  for  the  aged,  only  10  favored  the  social 
security  tax.” 

President  Eisenhower  urged  the  2,700 
delegates  to  the  Conference  to  reconcile 
their  differing  views  and  agree  on  a sound 
program.  He  told  the  delegates  it  was  their 
responsibility  to  provide  some  kind  of  guid- 
ance for  Congress  to  use  in  its  future  de- 
liberations.” 

President  John  F.  Kennedy  declined  an 
invitation  to  address  the  Conference  as 
President-elect.  He  and  Congressional  Dem- 
ocratic leaders  decided  weeks  before  the 
Conference  to  make  medical  care  for  the 
aged  under  Social  Security  an  Administra- 
tion priority  bill  for  early  submission  to 
Congress. 

But  some  key  Democrats  in  Congress  an- 
nounced they  would  not  go  along  with 
President  Kennedy  on  the  issue.  Sen.  Rob- 
ert S.  Kerr  (D.,  Okla.),  co-author  of  the 
medical-care-for-the-aged  program  ap- 
proved by  Congress  last  year,  said  it  should 
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be  financed  by  a general  tax — “not  a limited 
tax  like  Social  Security.” 

Similar  opposition  to  the  Social  Security 
approach  was  expressed  by  Sen.  John  J. 
Sparkman  (D.,  Ala.).  Chairman  Harry  F. 
Byrd  (D.,  Va.),  of  the  Senate  Finance  Com- 
mittee earlier  had  said  he  was  convinced 
that  providing  medical  care  for  the  aged 
under  Social  Security  would  lead  to  social- 
ized medicine  and  possibly  bankrupt  the 
Social  Security  trust  fund. 

Despite  the  Kennedy  Administration’s 
espousal  of  the  Social  Security  plan,  the 
AMA  pledged  its  continued  cooperation  to 
the  Department  of  Health,  Education  and 
Welfare  on  other  health  programs. 

A group  of  AMA  officials  headed  by  Dr. 
Askey  told  the  new  H.E.W.  secretary,  for- 
mer Gov.  Abraham  Ribicoff  of  Connecticut, 
at  a pre-inaugural  conference  that  the  As- 
sociation “pledges  its  continued  cooperation 
to  HEW  to  work  for  the  best  medical  care 
for  the  nation.”  The  AMA  “has  always  had 
a deep  sense  of  responsibility  for  the  health 
needs  of  the  people,”  Dr.  Askey  said. 

The  AMA  officials  also  advised  Ribicoff 
that  they  would  help  implement  the  Kerr- 
Mills  law  in  any  way  possible. 

White  House  Conference  on  Aging 

The  White  House  Conference  on  Aging 
concluded  on  January  12  with  a recom- 
mendation for  a social  security  health  care 
plan  similar  to  the  one  advocated  by  Presi- 
dent-Elect Kennedy.  . . . The  vote  by  the 
Income  Maintenance  Section,  which  dealt 
with  this  issue,  was  170  to  99.  . . . The  99  in 
the  minority  issued  a report  which  declared 
that  incorporating  medical  insurance  under 
Title  II  of  the  Social  Security  Act  “would 
interfere  with  the  physician-patient  rela- 
tionship; that  it  is  unnecessary  because  of 
the  potential  growth  of  voluntary  insurance, 
and  that  all  needy  aged  can  be  cared  for  by 
public  assistance  through  the  recently  en- 
acted federal  program  of  health  care  for  the 
low  income  aged.”  . . . The  minority  report 
also  pointed  out  that  the  majority  report 
was  not  in  accord  with  the  official  expres- 
sion of  the  majority  of  state  conferences  on 
aging.  . . . The  Medical  Care  Section,  chaired 
by  Dr.  Leonard  W.  Larson,  AMA  President- 
Elect,  attempted  to  introduce  an  amend- 
ment opposed  to  the  compulsory  social  se- 


curity medical  care  plan.  However,  it  was 
ruled  out  of  order  by  Conference  Chairman, 
Robert  W.  Kean. 


MEDICAL  NEWS 
IN  TENNESSEE 


Dover  Dedicates  Medical  Facility 

The  City  of  Dover  has  long  searched  for 
a physician  to  practice  in  the  community 
and  was  finally  successful  in  bringing  a 
physician  to  the  city.  Dover’s  new  $32,000 
Medical  Center  was  dedicated  on  December 
18th.  Dr.  G.  E.  Smith  will  staff  the  new 
unit.  Dr.  Smith  is  a graduate  of  the  medi- 
cal college  of  Virginia  and  has  been  en- 
gaged in  the  private  practice  of  medicine  at 
Richmond  for  the  past  18  months. 

Medical  Symposium  Presented  by  the 
East  Tennessee  Heart  Association 

Some  200  doctors  from  a six-state  area 
convened  in  Knoxville  on  January  19th,  for 
the  Eleventh  Annual  Medical  Symposium 
presented  by  the  East  Tennessee  Heart  As- 
sociation. 

The  symposium  entitled  “Progress  Re- 
ports in  Cardiovascular  Disease,”  was  held 
at  the  Andrew  Johnson  Hotel.  Addressing 
the  group  were:  Dr.  Paul  Adams,  Jr.,  asso- 
ciate professor,  department  of  pediatrics 
staff,  University  of  Minnesota;  Dr.  Louis  N. 
Katz,  director  of  cardiovascular  depart- 
ment, Medical  Research  Institute,  Michael 
Reese  Hospital,  Chicago;  Dr.  John  W.  Kirk- 
lin,  professor  of  surgery,  Mayo  Foundation 
Graduate  School,  University  of  Minnesota; 
and  Dr.  Harry  D.  McIntosh,  associate  pro- 
fessor of  medicine,  Duke  University.  Doc- 
tors from  Alabama,  Georgia,  Kentucky, 
Mississippi,  Virginia  and  Tennessee  were  in 
attendance. 

Changes  in  Standards  of  Hospital 
Accreditation 

A relaxation  of  stringent  hospital  medical 
staff  meeting  and  attendance  requirements 
has  been  announced  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals.  This  is 
one  of  several  important  changes  being  an- 
nounced this  month  by  the  Joint  Commis- 
sion, partly  as  a result  of  AMA  House  of 
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Delegates  protests  and  recommendations 
during  the  past  two  years. 

The  new  standards  for  accreditation  are 
supposed  to  be  in  the  hands  of  every  hospi- 
tal chief  of  staff  by  mid-December.  The 
main  revisions  include: 

1.  A change  in  meeting  and  attendance  re- 
quirements. It  is  now  up  to  each  hospital 
to  write  its  own  requirements.  The  Com- 
mission will  judge  as  to  the  adequacy  of 
the  requirements  for  the  needs  of  the 
specific  hospital. 

2.  A better  definition  of  the  functions  of  the 
medical  records  committee. 

3.  Better  definition  of  consultation  require- 
ments, consultants,  and  reception  and 
evacuation  of  mass  casualties. 

4.  A change  in  the  present  standards  of 
keeping  an  index  on  all  pathological  tis- 
sue and  radiological  reports  to  a require- 
ment of  teaching  or  interesting  case  in- 
dex only. 

Many  changes  are  being  made  to  make 
the  standards  more  understandable.  At  the 
same  time,  the  Joint  Commission  is  urging 
that  the  medical  staff  of  every  hospital  re- 
view every  pertinent  communication  from 
the  Joint  Commission  so  physicians  will  be 
better  acquainted  with  the  standards  and 
interpretive  details. 

Questions  of  Interest  to  Physicians  on 
Workmen's  Compensation  Law 

Following  are  questions  and  answers  that 
will  be  of  assistance  to  physicians  in  Ten- 
nessee that  deal  with  matters  involving 
workmen’s  compensation: 

(Q)  If  an  employee  is  injured  after  refusing 
to  use  a safety  appliance  provided  by 
the  employer,  can  the  employee  receive 
compensation  for  such  injury? 

(A)  No — No  compensation  shall  be  al- 
lowed for  an  injury  due  to  willful 
failure  or  refusal  to  use  a safety 
appliance. 

(Q)  Are  farm  laborers  covered  by  Work- 
men’s Compensation  Law? 

(A)  No 

(Q)  What  is  the  maximum  amount  that 
may  be  paid  if  injury  results  in  death? 
(A) $12,500  exclusive  of  medical,  hospi- 
tal and  funeral  benefits. 

(Q)  Is  there  a limit  to  attorney’s  fees  al- 
lowed in  a case  in  which  court  proced- 


ure is  involved  to  make  recovery  for 
injured  employee? 

(A)  Yes — No  attorney’s  fees  in  excess 
of  20%  of  the  amount  of  award  is 
to  be  paid  by  the  party  employing 
the  attorney. 

(Q)  If  employer  and  employee  fail  to  reach 
an  agreement  on  compensation  due  un- 
der the  Workman’s  Compensation  Law 
who  shall  decide  the  issue? 

(A)  Either  party  may  submit  the  mat- 
ter for  determination  to  the  judge 
or  chairman  of  the  County  Court 
in  the  County  in  which  the  acci- 
dent occurred. 

Status  of  Hill-Burton  Grants  in 
Tennessee 

The  Department  of  Health,  Education, 
and  Welfare  reports  that  as  of  September 
30,  1960,  the  status  of  all  Hill-Burton  grants 
for  the  State  of  Tennessee  is  as  follows: 
Completed  and  in  Operation:  123  projects 
at  a total  cost  of  $85,811,581,  including  fed- 
eral contribution  of  $32,876,030  and  supply- 
ing 4,402  additional  beds. 

Under  construction:  27  projects  at  a total 
cost  of  $26,603,003  including  federal  contri- 
bution of  $10,774,443  and  designed  to  supply 
1,123  additional  beds. 

Approved,  but  not  yet  under  construction: 
8 projects  at  a total  cost  of  $6,356,086  includ- 
ing $2,348,996  federal  contribution  and  de- 
signed to  supply  254  additional  beds. 

Mid-South  Postgraduate  Medical 
Assembly 

The  annual  meeting  of  the  Mid-South 
Postgraduate  Medical  Assembly  was  con- 
ducted in  Memphis  February  14-17,  1961. 
Guest  speakers  at  the  Assembly  were  as  fol- 
lows: 

Dermatology — J.  Fred  Mullins,  M.D.,  Gal- 
veston, Texas 

Gynecology — R.  Gordon  Douglas,  M.D., 
New  York,  New  York 

Internal  Medicine — Charles  E.  Jackson, 
M.D.,  Bluffton,  Indiana;  Grace  M.  Roth, 
Ph.D.,  Albuquerque,  New  Mexico;  Don  M. 
Samples,  M.D.,  New  Orleans,  Louisiana; 
Beverly  T.  Towery,  M.D.,  Louisville,  Ken- 
tucky 

Obstetrics — H.  Hudnall  Ware,  Jr.,  M.D., 
Richmond,  Virginia 
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Ophthalmology — F rank  D.  Costenbader, 
M.D.,  Washington,  D.C. 

Orthopaedic  Surgery — Mark  B.  Coventry, 
M.D.,  Rochester,  Minnesota 
Otolaryngology — Theodore  E,.  Walsh,  M.D., 
St.  Louis,  Missouri 

Pathology — John  J.  Andujar,  M.D.,  Fort 
Worth,  Texas 

Pediatrics — J.  W.  DuShane,  M.D.,  Roches- 
ter, Minnesota;  J.  H.  Ebbs,  M.D.,  Toronto, 
Canada 

Radiology — C.  Allen  Good,  M.D.,  Rochester, 
Minnesota 

Surgery — Bentley  P.  Colcock,  M.D.,  Boston, 
Massachusetts;  Murray  M.  Copeland, 
M.D.,  Houston,  Texas;  George  Crile,  Jr., 
M.D.,  Cleveland,  Ohio 

Neurosurgery — J.  Grafton  Love,  M.D., 
Rochester,  Minnesota 

Thoracic  Surgery — Walter  W.  Fischer,  M.D., 
New  York,  New  York 
Urology— Lawrence  F.  Green,  M.D.,  Roch- 
ester, Minnesota 

The  meeting  was  conducted  at  the  Pea- 
body Hotel  in  Memphis. 

Vanderbilt  University  School 
of  Medicine 

The  Vanderbilt  University  School  of  Med- 
icine dedicated  its  new  W.  R.  Wills  Center 
for  Psychiatric  Treatment  and  Research  on 
January  6th.  Dr.  Harvie  Branscomb,  Chan- 
cellor, termed  it  “a  contribution  to  the  med- 
ical school  and  to  the  community.”  The 
facility  will  be  known  as  the  W.  R.  Wills 
Center  for  Psychiatric  Treatment  and  Re- 
search. The  $750,000  Wills  Center,  which 
forms  the  south  wing  of  Vanderbilt  Hospital 
was  financed  from  University  funds,  a grant 
from  the  Ford  Foundation  and  government 
funds.  A Symposium  on  Child  Analysis 
was  held  during  the  day.  Analysts  Hoffer, 
Jessner,  Lourie,  Evans  and  Frailberg,  rep- 
resenting both  the  British  and  American 
societies,  took  part  in  the  Symposium. 

University  of  Tennessee 
College  of  Medicine 

The  Division  of  Pathology  and  Microbiol- 
ogy has  received  a $189,000  grant  from  the 
U.S.  Public  Health  Service  for  a five  year 
period  to  train  dentists  in  experimental 
pathology.  The  additional  training  will  en- 
able graduates  to  better  recognize  tumors 


of  the  mouth  and  will  also  prepare  them 
for  teaching  and  research  in  oral  pathology. 

* 

Dr.  Amos  Chernoff,  UT  Memorial  Re- 
search professor,  gave  a lecture  series  at  the 
Vanderbilt  University  School  of  Medicine 
on  January  11-14. 

* 

During  1960,  the  University  of  Tennessee 
began  building  with  the  last  of  the  capital 
outlay  appropriations  of  the  1959  Tennessee 
General  Assembly.  At  the  UT  Medical 
Units  in  Memphis,  work  is  expected  to  be- 
gin in  1961  on  a $1,500,000  radiology  build- 
ing and  an  $800,000  dental-pharmacy  re- 
search building.  These  buildings  are  being 
financed  by  funds  coming  from  UT,  the  city 
of  Memphis  and  other  sources. 

* 

One  of  the  nation’s  outstanding  leaders 
in  medical  education  addressed  the  staff  of 
the  University  of  Tennessee  Medical  Units 
on  January  17th.  He  was  Dr.  George  E. 
Miller,  associate  professor  of  medicine  and 
director  of  research  in  medical  education  at 
the  University  of  Illinois  College  of  Medi- 
cine, Chicago.  His  topic  was  “Medical  Edu- 
cation: Time  for  a Change.” 

* 

Dr.  John  Martin  Ginski  of  the  University 
of  Nebraska  College  of  Medicine  in  Omaha 
has  joined  the  staff  as  assistant  professor  of 
clinical  physiology. 

* 

Chattanooga  Area  Heart  Association 

On  January  26  the  Association  presented 
an  all-day  program  with  three  visiting  clini- 
cians— Doctors  C.  Walton  Lillehei,  Profes- 
sor and  Chairman  of  Department  of  Sur- 
gery, University  of  Minnesota  Medical 
School,  Minneapolis;  James  V.  Warren,  Pro- 
fessor of  Medicine,  Chairman  of  Depart- 
ment of  Internal  Medicine,  Galveston, 
Texas;  and  William  Thomas  Foley,  Associ- 
ate Professor  of  Clinical  Medicine,  Cornell 
University  Medical  College;  Attending 
physician  and  Chief  of  the  Vascular  Clinic, 
New  York  Hospital,  New  York.  Dr.  E. 
Wayne  Gilley  was  Chairman  of  the  Sym- 
posium Committee,  which  arranged  the  pro- 
gram. 
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Department  of  Public  Welfare 

Dear  Dr. 

As  of  November  1,  1960  the  Department  of  Pub- 
lic Welfare  made  some  changes  in  the  Public 
Assistance  Hospitalization  program.  These  changes 
apply  to  hospitalization  coverage  for  Old  Age  As- 
sistance recipients  only. 

Each  admission  for  an  Old  Age  Assistance  re- 
cipient is  limited  to  10  days  hospitalization  in  any 
one  fiscal  year,  July  1 through  June  30,  unless 
certain  conditions  exist.  There  is  no  limit  to  the 
number  of  admissions  of  Old  Age  Assistance  re- 
cipients provided  the  total  number  of  days  does 
not  exceed  30  in  any  one  fiscal  year.  The  speci- 
fied conditions  which  are  the  exceptions  to  the  10- 
day  limit  for  any  one  admission  are  as  follows: 

1.  Fractures  of  the  lower  extremity  and 


pelvis  only  30  days 

2.  Myocardial  infarction  30  days 

3.  Uremia  30  days 

4.  Third  degree  burns  30  days 

5.  Intestinal  obstruction  14  days 


6.  When  complications  develop  that,  in 
the  opinion  of  the  attending  physician, 
require  continued  hospitalization,  an 
extension  to  the  10-day  limit  may  be 
made  not  to  exceed  30  in  any  fiscal 
year. 

a.  In  order  to  secure  the  needed  days  for  this 
extension  of  hospitalization,  the  attending 
physician  will  provide  a written  request  for 
this  extension,  outlining  the  medical  reasons 
for  the  extension  and  giving  the  additional 
number  of  days  needed.  This  request  in  nar- 
rative form  will  be  given  by  the  doctor  to 
the  hospital.  The  hospital  will  submit  the 
request  with  the  original  application,  Form 
DPW-58,  to  the  Medical  Review  Officer  for 
his  recommendation. 

The  Department’s  policy  which  remains  un- 
changed is, 

1.  The  definition  of  hospitalization  which  applies 
to  all  recipients  of  public  assistance  is, 

a.  “Acute  illnesses  and  major  injuries  which 
cannot  be  treated  outside  the  hospital  but 
require  hospitalization  for  successful  treat- 
ment are  the  only  conditions  under  which 
the  Department  of  Public  Welfare  can  pro- 
vide hospitalization  for  public  assistance  re- 
cipients.” 

2.  Recipients  of  Aid  to  the  Blind,  Aid  to  the  Dis- 
abled, and  Aid  to  Dependent  Children  are  eligi- 
ble for  only  10  days  hospitalization  in  any  one 
fiscal  year. 

Each  physician  in  the  State  of  Tennessee  has  a 
positive  responsibility  in  regard  to  the  hospitaliza- 
tion program  for  the  recipients  of  public  welfare 
assistance.  The  Department  of  Public  Welfare  is 
in  effect  providing  a hospitalization  type  insurance 
for  certain  individuals  in  the  state  and  the  provi- 
sions of  this  hospitalization  must  be  jealously 
guarded.  This  will  entail  your  screening  your 
patients  carefully  before  hospitalization  to  be  sure 
that  they  meet  the  criteria  for  hospitalization  as 


listed  in  1.,  a.,  above;  that  therapy  be  prompt  and 
vigorous  so  that  these  patients  may  be  dismissed 
from  the  hospital  at  the  very  earliest  practicable 
date  and  thus  save  for  that  patient  additional  days 
that  may  be  necessary  for  some  future  illness. 

It  is  quite  obvious  that  contrary  to  the  usual 
hospitalization  program,  the  Department  of  Public 
Welfare  has  a budgeted  quantity  of  money  for 
each  fiscal  year.  Improper  use  of  these  funds  will 
result  in  curtailment  of  various  portions  of  this 
program,  producing  hardships  for  you  as  the 
physician  and  for  your  patients.  These  are  your 
responsibilities. 

Fraternally  yours, 

A.  B.  Harwell,  M.D.,  F.A.C.P. 

Medical  Consultant 

APPROVED: 

Mrs.  C.  Frank  Scott 

Commissioner 

ABH:p 
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Dr.  Ralph  O.  Rychener,  Memphis,  has  been  re- 
elected for  the  fifth  term  as  President  of  the  Na- 
tional Medical  Foundation  for  Eye  Care. 

Dr.  Glenn  E.  Horton,  Memphis,  has  been  ap- 
pointed Medical  Consultant  in  Pulmonary  Dis- 
eases for  the  United  States  Public  Health  Service 
(Marine)  Hospital  in  Memphis. 

Dr.  E.  Harris  Pierce,  Cleveland,  announces  the 
removal  of  his  office  to  343  Central  Avenue,  N.W., 
Cleveland. 

Dr.  John  E.  Neumann,  Paris,  has  been  elected 
President  of  the  Henry  County  Medical  Society. 
Other  officers  elected  were  Dr.  W.  G.  Rhea,  vice 
president  and  Dr.  Kenneth  Ross,  secretary-treas- 
urer. 

Dr.  Lawrence  H.  Lassiter,  Chattanooga,  has  an- 
announced  the  opening  of  his  office  for  the  prac- 
tice of  ophthalmology  in  the  Provident  Building. 

Dr.  Wallace  B.  Bigbee,  Sr.  formerly  of  Chatta- 
nooga, has  opened  an  office  for  the  practice  of 
medicine  in  McMinnville. 

Dr.  Guy  C.  Pinckley,  Jamestown,  is  the  new 
chief  of  staff  at  the  Fentress  County  General  Hos- 
pital. 

Dr.  Ira  S.  Pierce,  Jr.,  Knoxville,  has  been  elected 
coroner  for  Knox  County. 

Dr.  George  F.  Aycock,  Nashville,  has  been  pre- 
sented with  a pin  by  the  Tennessee  State  Medical 
Association  recognizing  his  fifty  years  in  the  prac- 
tice of  medicine. 

Dr.  William  T.  Black,  Jr.,  Memphis,  has  been 
installed  as  president  of  the  Memphis  Obstetrical 
and  Gynecological  Society.  He  succeeds  Dr.  H. 
Glenn  Williams.  Dr.  L.  C.  Lewis  is  president- 
elect, Dr.  Prentiss  Turman  is  secretary,  and  Dr. 
J.  Palmer  Moss  was  re-elected  treasurer. 

Dr.  Harold  Thomas  Mclver,  Jackson,  has  been 
elected  chief  of  staff  of  the  Jackson-Madison 
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County  General  Hospital.  Assistant  chief  will  be 

Dr.  Baker  Hubbard. 

Dr.  Chas.  H.  Webb,  Tullahoma,  recently  ad- 
dressed Area  Six  Licensed  Practical  Nurses  group. 

Dr.  Alfred  P.  Rogers,  Chattanooga,  has  been 
certified  as  a Diplomate  of  the  American  Board 
of  Surgery. 

Dr.  Oscar  McCallum,  Henderson,  has  been 
elected  president  of  the  Consolidated  Medical  As- 
sembly of  West  Tennessee.  He  succeeded  Dr. 
George  Spangler  of  Humboldt. 

Dr.  John  H.  Burkhart,  Knoxvillle,  has  been  re- 
elected president  of  the  Knoxville  City  School 
Board. 

Dr.  C.  Robert  Clark,  Chattanooga,  announces 
the  moving  of  his  office  for  the  practice  of  ortho- 
paedic surgery  from  700  Dodds  Avenue  to  the 
Medical  Arts  Building. 

Newly  installed  officers  of  the  medical  staff  of 
the  Bristol  Memorial  Hospital  are:  Dr.  Homer 
Williams,  chief  of  staff;  Dr.  Bennett  Y.  Cowan, 
vice  chief  of  staff,  Dr.  William  Johnson,  secretary. 
Others  include  Dr.  Robert  Repass,  chief  of  surgi- 
cal section;  Dr.  Walter  R.  Gaylor,  chief  of  medical 
section;  Dr.  Sidney  Whittaker,  chief  of  obstetrics 
and  pediatrics  section.  These  physicians  are  from 
Bristol. 

Dr.  G.  H.  Berryhill,  Jackson,  has  been  named 
Jackson’s  “Man  of  the  Year  for  1960.”  The  an- 
nouncement was  made  by  the  Jackson  Exchange 
Club. 

Dr.  Thomas  C.  Gladding,  Memphis,  recently 
addressed  the  Memphis  and  Shelby  County  Medi- 
cal Technicians.  His  subject  was  “Corticoster- 
oids.” 

Dr.  Louis  Ulin,  Chattanooga,  has  moved  into  his 
new  office  at  107  Professional  Building. 

Dr.  Robert  Jones,  Dyersburg,  joined  the  Dyer 
Clinic  on  January  1st. 

Dr.  Arthur  W.  Green,  Memphis,  has  been  pro- 
moted to  the  rank  of  Colonel  in  the  306th  Field 
Hospital,  United  States  Army  Reserve  unit  at 
Memphis. 

Dr.  Earl  Eversole,  Jr.,  Oak  Ridge,  has  opened 
his  new  offices  in  the  old  Medical  Arts  Building. 

Dr.  John  T.  Mason,  McMinnville,  has  been 
elected  president  of  the  Middle  Tennessee  Medi- 
cal Association.  Re-elected  as  secretary  was  Dr. 
Greer  Ricketson  of  Nashville. 

Dr.  George  A.  Zirkle,  Jr.,  Knoxville,  has  been 
named  chief  of  staff  at  the  Baptist  Hospital.  Dr. 
John  E.  Kesterson  and  Dr.  William  A.  Gardner 
were  named  vice  chief  of  staff  and  secretary  of 
the  staff  respectively.  Elected  to  other  posts  were 
Dr.  E.  C.  Idol,  chief  of  general  practice;  Dr.  Wal- 
ter H.  Benedict,  chief  of  surgery,  Dr.  K.  A.  O’Con- 
nor, chief  of  obstetrics  and  gynecology;  and  Dr. 
Daniel  Davis,  chief  of  medicine.  All  physicians 
are  from  Knoxville. 

Dr.  Edwin  E.  Gray,  Tullahoma,  has  recently 
been  named  chief  of  staff  of  the  Coffee  County 
Hospital.  Dr.  Clarence  Farrar  was  named  chief 
of  surgery  and  outpatient  department;  Dr.  Charles 
Harvey,  chief  of  the  department  of  medicine;  Dr. 


Ralph  Brickell,  chief  of  the  department  of  obstet- 
rics and  new-born  nursery;  Dr.  Coulter  Young, 
chief  of  anesthesiology;  and  Dr.  Claude  Snoddy, 
chief  of  laboratory  and  pathology  department. 

Dr.  J.  E.  Phillips,  McMinnville,  has  been  elected 
president  of  the  Warren  County  Medical  Society. 
Elected  as  vice  president  was  Dr.  J.  F.  Fisher. 
Dr.  Duane  J.  Davidson  was  re-elected  as  secre- 
tary-treasurer. 

Dr.  Pervis  Milnor,  Jr.,  Memphis,  has  been 
elected  chief  of  the  medical  staff  of  the  Memphis 
Baptist  Hospital. 

Dr.  Ray  O.  Fessey,  Nashville,  has  been  named 
to  the  City  Board  of  Hospital  Commissioners.  He 
succeeded  Dr.  Oscar  F.  Noel,  Nashville.  Other 
members  of  the  Board  are  Dr.  Thomas  F.  Frist, 
Dr.  W'illiam  J.  Card,  Dr.  Paul  G.  Morrissey,  and 
Dr.  H.  H.  Walker. 

Dr.  Henry  Callaway,  Jr,  Maryville,  has  been 
appointed  to  the  active  medical  staff  of  Blount 
Memorial  Hospital. 

Dr.  Luther  Beazley  was  recently  elected  Presi- 
dent of  the  Nashville  Pediatric  Society.  Dr.  Lowry 
Dale  Kirby  was  re-elected  secretary-treasurer. 

Dr.  Charles  M.  Gill  has  opened  his  office  for  the 
practice  of  Obstetrics  and  Gynecology,  Nashville. 

Dr.  Eric  M.  Chazen,  Nashville,  announnces  the 
opening  of  his  office  for  the  practice  of  pediatrics 
in  the  Medical  Arts  Building. 
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MASTER  YOUR  TENSIONS  AND  ENJOY  LIV- 
ING AGAIN.  By  George  S.  Stevenson,  M.D. 
and  Harry  Milt.  Prentice-Hall,  Inc.,  New  York: 
1959.  Price  $4.95. 

This  book  is  extremely  informative  and  interest- 
ingly written.  It  gives  a broad  overall  outlook  on 
the  current  causes  of  tension  in  our  age  and  the 
more  specific  individual  etiologies  of  tension. 

Eight  chapters  are  devoted  to  each  of  eight 
methods  for  getting  rid  of  tension  in  daily  living, 
including  chapters  on  “curbing  the  Superman 
urge”  and  on  “taking  a positive  step  forward.” 

In  addition  there  are  informative  chapters  deal- 
ing with  the  rearing  of  children  in  a psychologic- 
ally sound  environment  and  with  marriage. 

There  are  numerous  books  of  this  type  available 
to  the  layman.  This  one  is  outstanding.  The  re- 
viewer believes  that  in  mild  tension  states,  the 
physician  may  use  this  book  to  advantage  by  pre- 
senting it  for  the  patient. 

COLD  INJURY,  GROUND  TYPE.  By  Colonel 
Tom  F.  Whayne,  M.C.,  U.S.A.,  Professor  of  Pre- 
ventive Medicine,  School  of  Medicine,  Univer- 
sity of  Pennsylvania,  and  Michael  E.  DeBakey, 
M.D.,  Professor  of  Surgery  and  Chairman  of  the 
Department,  Baylor  University  College  of  Medi- 
cine, Houston.  542  pages.  Washington:  U.  S. 
Government  Printing  Office,  1958.  Price  $6.25. 
Cold  injury  to  the  hands  and  feet  is  a serious 
disease  of  concern  to  both  military  and  civilian 
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medicine.  Through  the  centuries,  military  cam- 
paigns have  been  won  and  lost  by  the  complete 
disability  which  follows  this  injury.  It  has  re- 
cently been  pointed  out  that  in  our  expanding 
frontier  in  Alaska,  any  interference  with  the  ar- 
rival of  fuel  oil  for  heating  the  homes  of  these 
citizens  would  rapidly  produce  a mass  disaster  of 
cold  injury.  The  same  is  true  in  many  parts  of 
the  world  where  the  modern  inhabitant  is  neither 
trained  nor  prepared  for  prolonged  exposure  to 
cold. 

The  office  of  the  surgeon  general  of  the  Army 
has  made  available  the  comprehensive  book  which 
gives  a detailed  account  of  the  experiences  with 
ground  type  cold  injury  until  1958.  Subsequent 
studies  now  being  pursued  in  cold  climates  are 
inquiring  into  the  new  techniques  for  early  prog- 
nostication of  the  extent  of  injury  (a  point  of  great 
concern  to  the  military  forces)  and  of  therapy. 
This  book  provides  an  excellent  background  of 
facts  for  all  those  who  will  care  for  patients  with 
injury  following  exposure  to  cold. 

CLINICAL  OBSTETRICS  AND  GYNECOLOGY. 

Volume  3,  Number  3,  September,  1960.  Pp.  537- 

808.  New  York:  Paul  B.  Hoeber.  A Quarterly 

Publication.  Subscription  $18.00  per  year. 

This  issue  of  the  publisher’s  permanently  bound 
quarterly  series  of  symposia  centers  on  bleeding 
and  hemorrhage  in  late  pregnancy,  edited  by  R. 
Gordon  Douglas,  who  also  has  written  the  intro- 
ductory paper  stating  the  scope  of  the  problem 
against  its  perspective  of  steady  improvement  in 
maternal  mortality  over  the  past  25  years.  Con- 
tributions follow  on  each  of  the  standard  causes 
of  antepartum  hemorrhage,  intrapartum  and  post- 
partum bleeding,  and  operative  hemorrhage.  The 
succeeding  section  on  hemorrhagic  shock  cites  the 
possibility  of  inadequate  speed  of  transfusion  even 
when  blood  loss  has  not  been  underestimated. 

All  the  papers  are  reasonably  well  written  and 
a balanced  presentation,  without  particular  over- 
lapping despite  authors  from  many  different 
teaching  centers,  is  achieved.  Although  this  sym- 
posium can  easily  be  sanctioned  as  quite  sound, 
none  of  the  papers  are  particularly  stimulating 
and  the  tone  throughout  is  editorial.  Certain  of 
the  presentations  could  have  been  much  improved. 
The  chapter  on  coagulation  defects  is  prefaced  by 
the  statement  that  “ ‘clotting  defect’  has  too  fre- 
quently been  considered  synonymous  with  ‘fibrino- 
gen deficiency’  . . . and  the  discriminate  use  of 
fibrinogen  has  been  an  undesirable  product,”  yet 
the  ensuing  discussion  leaves  little  other  conclu- 
sion that  fibrinogen  does  play  the  central  role  de- 
spite diverse  etiologies.  The  discussion  on  delayed 
complications  of  hemorrhage  attempts  to  discuss 
such  advanced  subjects  as  renal  shutdowns,  Shee- 
han’s syndrome  and  hepatitis  in  such  a sketchy 
manner  that  they  had  best  not  been  brought  up  at 
all. 

The  volume  also  includes  a rather  good  20  page 
article  on  frigidity,  its  philosophic  generality  com- 
mensurate with  our  present  inadequacy  of  specifics 
on  this  subject.  Three  short  historical  essays  fill 


out  the  remainder;  one  on  the  forceps,  always  a 
fascinating  subject,  is  woefully  short.  All  of  the 
papers  in  this  issue  lack  the  comprehensive  depth 
one  suspects  the  authors  to  be  capable  of  prefer- 
ring, or  their  specialist  subscribers  to  desire.  As 
a tightly  edited  series  for  the  numerically  more 
frequent  generalist,  it  is  scarcely  more  satisfactory 
than  a standard  text  and  is  not  enthusiastically 
recommended. 

INFECTIOUS  DISEASES  OF  CHILDREN.  By 
Saul  Krugman,  M.D.,  Professor  and  Chairman, 
Department  of  Pediatrics,  New  York  University 
School  of  Medicine;  and  Robert  Ward,  M.D., 
Professor  and  Head,  Department  of  Pediatrics, 
University  of  Southern  California  School  of 
Medicine,  Los  Angeles.  Second  Edition,  387  p. 
St.  Louis:  The  C.  V.  Mosby  Co.,  1960.  Price 
$13.00. 

This  is  a superior  clinical  manual  whose  appear- 
ance in  a second  edition  just  two  years  after  the 
first  is  tribute  to  its  effectiveness  as  well  as  prog- 
ress in  the  viral  area.  The  strong  diagnostic  em- 
phasis is  reinforced  by  fairly  prolific  illustration, 
including  many  colored  illustrations,  and  unique 
schematic  diagrams  showing  the  differences  in  the 
various  infectious  rashes  a pediatrician  must  cope 
with  frequently  and  quickly.  The  therapeutic  dis- 
cussions may  be  highly  recommended;  the  univer- 
sal permeation  of  antibiotics  into  every  branch  of 
clinical  medicine  has  made  many  strong  men  lose 
their  perspective.  The  authors  label  antimicrobial 
trends  as  such  and  a definitive  recommendation  is 
clearly  made  by  them,  avoiding  dogmatism  with- 
out loss  of  the  firmness  desired  in  a specialty  text. 
In  no  way  intended  as  a complete  text  of  infec- 
tious diseases,  there  is  nonetheless  a scrupulously 
thorough  coverage  of  the  acute  viral  syndromes 
which  will  be  most  useful.  This  book  may  be 
recommended  as  a supplement  to  adult,  as  well  as 
child,  practice. 

CLINICAL  APPLICATIONS  OF  DIAGNOSTIC 
AND  THERAPEUTIC  NERVE  BLOCKS.  By 
John  J.  Bonica,  M.D.  34  p.;  Publisher,  Charles 
C.  Thomas,  Springfield,  Illinois,  U.S.A. 

This  book  presents  the  subject  of  nerve  blocks 
in  a different  fashion  than  that  usually  associated 
with  books  on  regional  anesthesia.  This  results 
from  the  author’s  established  interest  in  pain  and 
its  management.  The  book  begins  with  a brief 
history  of  the  use  of  blocks  for  alleviation  of  pain. 
Chapter  two  deals  with  the  mechanism  of  pain 
and  the  ways  of  modifying  these  changes.  The 
section  for  indication  on  nerve  blocks  is  very  good 
and  he  re-emphasizes  the  necessity  of  being  a 
physician,  not  just  a technician  blocking  the 
nerves;  by  this,  meaning  the  necessity  of  evaluat- 
ing the  patient  as  a whole  as  to  whether  or  not 
the  nerve  blocks  offer  any  possibility  for  relief  of 
pain. 

The  rest  of  the  book  is  very  logically  arranged 
with  general  and  specific  remarks  concerning  tech- 
nic for  all  areas  of  the  body.  There  is  an  excel- 
lent chapter  on  agents  used  to  produce  blocks, 
both  short-acting  and  long-acting  types.  Part  II 
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of  the  book  is  devoted  to  the  clinical  consideration 
for  carrying  out  the  block  technic.  The  book  is  a 
very  comprehensive  one  and  should  be  not  only  of 
use  to  anesthesiologists,  but  also  to  other  persons 
interested  in  the  relief  of  the  modality  of  pain  and 
the  use  of  block  anesthesia  for  this  purpose. 

OCCUPATIONAL  DISEASES  AND  INDUSTRIAL 

MEDICINE,  by  Rutherford  T.  Johnstone,  M.D., 

and  Seward  E.  Miller,  M.D.  Published  by  \\'.  B. 

Saunders  Co.,  1960,  Philadelphia.  482  p. 

This  thoroughly  modern  textbook  will  be  an 
extremely  valuable  addition  to  the  libraries  of 
medical  schools,  departments  of  preventive  medi- 
cine and  public  health,  schools  of  public  health, 
and  those  involved  in  teaching  and  practice  con- 
cerning occupational  diseases  and  industrial  medi- 
cine. 

This  is  a complete  and  very  practical  book  con- 
taining a broad  coverage  of  the  extremely  varied 
materials  used  in  industry  today.  Occupational 
diseases  long  known  to  man  are  dealt  with  ade- 
quately, but  even  more  valuable  is  the  attention 
given  to  new  diseases  caused  by  numerous  new 
industrial  compounds  and  products.  Chapters  on 
pesticides  and  ionizing  radiation  are  very  timely. 

The  references  at  the  end  of  each  chapter  are 
very  helpful  for  those  who  wish  to  delve  further 
into  special  aspects. 

Both  the  teacher  and  the  student  will  find  this 
excellent  book  very  helpful. 

Study  of  Bacterial  Endocarditis — Comparisons  in 

Ninety-Five  Cases.  Friedburg,  Charles  K.,  Gold- 
man, Hubert  M.,  and  Field,  Leonard  E.  Arch. 

Int.  Med.  107:6,  1961. 

The  authors  report  95  cases  of  bacterial  endo- 
carditis treated  at  the  Mt.  Sinai  Hospital,  New 
York,  between  1952  and  1959.  Comparisons  are 
drawn  between  this  series  and  one  previously  re- 
ported, which  consisted  of  148  cases  treated  at  the 
same  hospital  between  1944  and  1950.  The  re- 
covery rate  of  83%  in  the  present  group  represents 
an  improvement  over  the  66.2%  reported  in  the 
earlier  series. 

Cases  with  negative  blood  cultures  were  in 
eluded  if  they  fulfilled  clear  clinical  criteria  for 
bacterial  endocarditis.  Of  the  95  cases  there  were 
76  with  positive  blood  cultures.  Nonhemolytic 
streptococci  comprised  61%  of  the  positive  group. 
The  causative  organism  in  49  was  Streptococcus 
viridans  and  in  7 the  enterococcus  (Streptococcus 
fecalis).  There  were  10  patients  in  whom  a 
staphylococcus  was  isolated.  In  only  one  was  a 
truly  resistant  organism  found,  this  a Pseudo- 
monas aeruginosa.  The  underlying  heart  disease 
was  definitely  or  probably  rheumatic  in  79  of 
these  cases.  Of  the  8 cases  in  which  there  was  no 
underlying  heart  disease,  5 were  classified  as  hav- 
ing acute  bacterial  endocarditis.  There  were  6 
cases  of  congenital  heart  disease,  1 with  syphilitic 
aortic  insufficiency  and  1 with  arteriosclerotic 
heart  disease. 

Of  87  cases  classified  as  subacute  bacterial  endo- 
carditis, 89%  recovered.  Tables  are  presented 


which  indicate  that  mortaltity  increased  directly 
with  the  duration  of  untreated  or  inadequately 
treated  illness,  as  do  complications,  such  as  con- 
gestive heart  failure  and  cerebral  vascular  acci- 
dents. Approximately  50%  of  the  patients  were 
above  the  age  of  50  years,  having  a recovery  rate 
of  72%,  as  compared  with  those  below  the  age  of 
50,  who  had  a recovery  rate  of  93%.  Seven  of  10 
deaths  from  subacute  bacterial  endocarditis  oc- 
curred in  patients  who  had  symptoms  for  more 
than  four  months  before  definitive  diagnosis  and 
treatment.  There  were  8 cases  classified  as  hav- 
ing acute  bacterial  endocarditis,  with  a recovery 
rate  of  25%  reported. 

The  need  for  early  diagnosis  and  treatment  is 
emphasized  repeatedly  in  order  to  decrease  the 
mortality  rate.  The  following  diagnostic  criteria 
are  recommended:  Unexplained  fever  for  more 
than  7 to  10  days  in  a patient  with  a significant 
cardiac  murmur  should  form  the  basis  of  a pre- 
sumptive bacterial  endocarditis.  The  proper  appli- 
cation of  these  criteria  and  the  choice  and  dosage 
of  antibiotics  are  discussed  in  detail.  (Abstracted 
for  the  Middle  Tennessee  Heart  Association  by 
Thomas  B.  Haltom,  M.D.,  Nashville.) 


Oxygen  Therapy  Institute 

On  February  20th  and  21st,  1961,  a two-day  in- 
stitute will  be  held  in  the  auditorium  at  Baptist 
Hospital  in  Nashville,  presented  by  the  Tennessee 
Inhalation  Therapy  Association.  The  guest  speaker 
will  be  Dr.  Edwin  R.  Levine,  Director,  Department 
of  Inhalation  Therapy,  Edgewater  Hospital,  Chi- 
cago, Illinois.  Dr.  Levine  will  speak  on  “I.P.P.B. 
Medicated  Treatments  and  Exsufflation  with  Posi- 
tive and  Negative  Pressure.” 

Other  speakers  will  be  from  New  York,  New 
Jersey,  Pittsburgh  and  Tennessee.  Among  the 
speakers  will  be  anesthesiologists,  cardiologists, 
pediatricians,  chest  surgeons  and  general  practi- 
tioners. Many  types  of  new  equipment  will  be 
demonstrated. 

Cardiovascular  Seminar 

The  Eighth  Annual  Cardiovascular  Seminar  will 
be  held  in  the  University  of  Mississippi  Medical 
Center  in  Jackson,  April  5-7,  1961.  A Mississippi 
Heart  Association  professional  education  program, 
the  seminar  is  co-sponsored  by  the  School  of 
Medicine.  Two  internists,  a pediatrician,  a physi- 
ologist, and  a surgeon  will  comprise  the  authorita- 
tive guest  faculty.  These  speakers  are  to  be  Dr. 
Claude  S.  Beck  of  Western  Reserve  University, 
Dr.  James  W.  DuShane  of  Mayo  Clinic,  Dr.  E. 
Sterling  Nichol  of  Miami,  Dr.  Lysle  H.  Peterson 
of  the  University  of  Pennsylvania,  and  Dr.  Irving 
S.  Wright  of  New  York. 

Physicians  from  the  entire  southeastern  area 
regularly  come  to  this  seminar.  Family  physicians 
may  obtain  20  hours  of  Category  I AAGP  credit 
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for  attendance.  Dr.  Raymond  F.  Grenfell  of  Jack- 
son  is  chairman  of  the  Mississippi  Heart  Associa- 
tion professional  education  committee  which  plans 
and  finances  the  program. 

Southern  Regional  Meeting  of  the 
American  College  of  Gastroenterology 

The  Southern  Regional  Meeting  of  the  American 
College  of  Gastroenterology  will  be  held  in  Hous- 
ton, Texas,  on  Sunday,  19  March  1961.  The  ses- 
sions, which  will  be  held  in  the  Jesse  H.  Jones 
Library  Building  of  the  Texas  Medical  Center, 
will  commence  at  9:00  A.M. 

Participating  in  the  program  will  be  among 
others,  W.  C.  Arnold,  M.D.,  Robert  Nilson,  M.D., 
George  Morriss,  M.D.,  and  Bela  Halpert,  M.D., 
F.A.C.G.,  Houston,  Texas;  H.  J.  Robert,  M.D., 
Palm  Beach,  Florida;  Henry  Laurens,  M.D.,  A.  C. 
Broders,  Jr.,  M.D.,  Temple,  Texas.  The  Houston 
Gastroenterological  Society  will  be  the  host  for 
this  meeting. 

The  program  is  under  the  Chairmanship  of 
Ralph  D.  Eichhorn,  M.D.,  F.A.C.G.,  Houston, 
Texas  and  H.  B.  Eisenstadt,  M.D.,  F.A.C.G.,  Port 
Arthur,  Texas,  Governor  of  the  College  of  Texas. 

The  Southern  region  consists  of  the  states  of 
Alabama,  Arkansas,  Florida,  Georgia,  Kentucky, 
Louisiana,  Mississippi,  North  Carolina,  Oklahoma, 
South  Carolina,  Tennessee,  Texas  and  Virginia. 

Members  of  the  medical  profession  are  cordially 
invited  to  attend.  A copy  of  the  program  may  be 
obtained  from  the  Secretary,  American  College  of 
Gastroenterology,  33  West  60th  Street,  New  York 
23,  New  York. 

Postgraduate  Day  in  Surgery — 
Vanderbilt  University  School  of  Medicine 

A program  on  Practical  Approaches  to  Common 
Orthopedic  Office  Problems  is  scheduled  for 
March  16,  1961.  Painful  affections  of  the  mus- 
culoskeletal system  are  responsible  for  a large 
percentage  of  visits  by  the  patient  to  the  physi- 
cian’s office.  Many  of  these  conditions  are  amen- 


able to  a positive  program  of  conservative  treat- 
ment. The  subjects  to  be  covered  include  cervi- 
cal arthritis,  bursitis,  low  back  pain,  painful  feet 
and  degenerative  arthritis.  In  each  instance  the 
presentation  will  emphasize  the  salient  features 
of  diagnosis,  and  a plan  of  therapy  will  be  given. 
Appropriate  clinical  material  will  be  presented  in 
demonstration  form.  The  luncheon  will  offer  a 
panel  representing  the  medical  and  legal  aspects 
of  injury  cases.  The  afternoon  program  will  in- 
clude discussion  of  the  common  problems  of  feet 
and  legs  in  children,  to  include  pes  planus,  meta- 
tarsus varus,  femoral  torsion,  dysplasia  of  the 
hips  and  painful  epiphyseal  growth  disturbances. 
The  course  is  approved  for  7 hours  of  Category  I 
credit  by  the  American  Academy  of  General  prac- 
tice. Tuition  is  $15.00  which  includes  the  lunch- 
eon. For  further  information  address  the  Depart- 
ment of  Postgraduate  Instruction,  Vanderbilt  Uni- 
versity School  of  Medicine. 

Residencies  in  Experimental  Medicine 

The  Medical  Division  of  Oak  Ridge  Institute  of 
Nuclear  Studies  announces  appointments  will  be 
made  for  the  year  beginning  July  1,  1961.  A 
position  as  postresident  assistant  in  Internal  Medi- 
cine, similar  to  one  that  has  been  offered  previ- 
ously in  radiology,  has  also  been  set  up.  Anyone 
interested  may  write  Dr.  Ralph  M.  Kniseley,  Chief 
of  Clinical  Research  and  Training,  Box  117,  Oak 
Ridge,  Tennessee. 

Middle  Tennessee  Heart  Association 

A booklet  is  offered  for  parents  of  children  hav- 
ing congenital  heart  disease.  The  title  is  “If  Your 
Child  Has  a Congenital  Heart  Defect.” 

The  Southeastern  Surgical  Congress 

The  29th  Annual  Assembly  will  be  held  March 
6-9,  at  the  Deauville  Hotel,  Miami  Beach.  Speak- 
ers from  all  parts  of  the  country  will  appear  on 
the  program. 
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Postgraduate  Education  in  Tennessee 

“SOME  ASPECTS  OF  INDUSTRIAL  MEDICINE  FOR  THE  PRACTICING  PHYSICIAN.” 


This  will  be  the  first  of  three  programs  to  be  presented  in  1961  by  the  TSMA  Committee 
on  Postgraduate  Education.  Place  and  Dates  below: 


Paris 

Feb.  22 

Gallatin 

Mar.  7 

Cleveland 

Mar.  22 

Jackson 

Feb.  23 

Cookeville 

Mar.  8 

Knoxville 

Mar.  23 

Dyersburg 

Feb.  24 

Lawrenceburg 

Mar.  9 

Johnson  City 

Mar.  24 

Tullahoma 

Mar.  10 

Four  papers  will  be  presented  by  outstanding  men  followed  by  a Panel  Discussion  “WHEN 
SHOULD  MY  PATIENT  RETURN  TO  WORK.”  This  will  be  a four  hour  evening  ses- 
sion (4:00  to  9:00  PM)  with  one  hour  break  for  dinner  (dutch).  Brochures  with  complete 
information  will  be  in  the  mail  very  shortly. 

$10.00  enrollment  entitles  you  to  attend  all  three  1961  programs.  Fill  out  the  enrollment 
form  at  bottom  of  page  and  return,  with  check,  to:  Committee  on  Postgraduate  Educa- 
tion, Tennessee  State  Medical  Association,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

“APPROACHES  TO  COMMON  ORTHOPEDIC  OFFICE  PROBLEMS”  sponsored  by 
Vanderbilt  University  School  of  Medicine.  Date — March  16th.  For  further  information 
address:  Dr.  R.  H.  Kampmeier,  Director,  Postgraduate  Instruction,  Vanderbilt  University 
School  of  Medicine,  Nashville  5,  Tennessee. 

Following  will  be  offered  by  University  of  Tennessee  College  of  Medicine: 


“FRACTURES  AND  DISLOCATIONS”  Mar.  1-3 

“PEDIATRICS”  Mar.  6-10 

“ANESTHESIOLOGY  FOR  THE  GENERAL  PRACTITIONER”  Mar.  15-17 

“ELECTROCARDIOGRAPHY”  Mar.  20-24 


For  further  information  communicate  with:  Postgraduate  Department,  62  South  Dunlap, 
Memphis  3,  Tennessee. 


TENNESSEE  STATE  MEDICAL  ASSOCIATION 
COMMITTEE  ON  POSTGRADUATE  EDUCATION 
112  Louise  Avenue  Nashville  5,  Tenn. 

Date  1961 

Register  me  for  the  postgraduate  education  programs  to  be  presented 
in  1961. 

Attached  is  my  enrollment  fee  for  1961. 

NAME M.D. 

ADDRESS 


Make  checks  payable  to  Tennessee  State  Medical  Assn. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville,  5,  Tennessee. 

Locations  Wanted 

A 26  year  old  married  physician  desires  clinical 
or  group-type  general  practice  in  east  Tennessee 
community  of  5,000-25,000.  Lutheran.  Graduate 
Medical  College  of  Virginia.  Available  immedi- 
ately. LW-368 

♦ 

A 37  year  old  married  physician  desires  private 
practice  in  general  surgery  in  Tennessee  com- 
munity of  20,000  to  50,000.  Will  consider  assistant 
or  associate  practice.  Methodist.  Graduate  Uni- 
versity of  Tennessee.  Available  immediately. 

LW-373 


A 30  year  old  married  physician  desires  to  lo- 
cate in  east  Tennessee  community  of  35,000- 

100,000  to  establish  practice  in  pathology.  Will 
consider  assistant  or  associate  practice.  Protes- 
tant. Graduate  Jefferson  Medical  College  of  Phil- 
adelphia. Available  July  1961.  LW-384 


A 26  year  old  single  general  practitioner  de- 
sires to  locate  in  middle  or  west  Tennessee  com- 
munity of  5,000-10,000.  Will  consider  clinical 
practice.  Methodist.  Graduate  University  of  Ten- 
nessee. Available  August  1961.  LW-386 


A 34  year  old  married  physician  wishes  to  es- 
tablish general  practice  in  east  or  middle  Tennes- 
see community  of  10,000  or  over.  Will  consider 
clinical  practice.  Methodist.  Graduate  Univer- 
sity of  Tennessee.  Available  immediately. 

LW-389 


A 44  year  old  physician  wishes  to  relocate  in 
middle  Tennessee  practice  in  associate,  assistant, 
or  institutional  (preferred)  practice.  Methodist. 
Graduate  Vanderbilt  School  of  Medicine.  Avail- 
able February  1961.  LW-396 


A 55  year  old  married  general  practitioner  with 
four  and  one-half  years  residency  wishes  to  locate 
in  Tennessee  community  of  1,000  or  over.  Cath- 
olic. Graduate  University  of  Santa  Tornas,  Col- 
lege of  Medicine,  Philippine  Islands.  Available 
immediately.  LW-397 

Physicians  Wanted 

Physician  in  middle  Tennessee  town  of  200,000 
desires  associate  general  practitioner.  Office  space 
and  equipment  available.  PW-130 


Physician  in  east  Tennessee  community  of  6,000 
desires  associate  general  practitioner,  age  25-35 
with  one  year  internship.  New  private  office,  ex- 
amining rooms  and  equipment  available.  Hospital 
located  in  community.  PW-134 


Middle  Tennessee  community  of  8,000  in  need 
of  a physician  in  the  field  of  internal  medicine. 
Must  have  two  years  internship  and  one  year  res- 
idency training.  Office  space  located  near  newly 
built  hospital.  PW-136 


Physician  wanted  in  middle  Tennessee  commu- 
nity of  12,000  to  assume  established  practice  of 
M.D.  who  is  leaving.  Two  25-bed  open  staff  hos- 
pitals and  completely  equipped  office.  Good 
churches  and  schools.  Close  to  good  recreational 
area.  Good  agriculture  and  small  industry  area. 

PW-140 


Southern  Tennessee  community  of  slightly  over 
500  in  need  of  general  practitioner.  No  other 
physician  in  community.  Office  space  and  some 
equipment  available.  PW-147 


A 35  year  old  married  physician  wishes  to  lo- 
cate in  east  or  middle  Tennessee  community  8,000- 

10,000  in  the  practice  of  internal  medicine.  Will 
consider  assistant,  associate  or  institutional  prac- 
tice. Protestant.  Graduate  University  of  Colo- 
rado. Available  immediately.  LW-390 

♦ 

A 32  year  old  married  physician  wishes  to  es- 
tablish general  practice  in  west  Tennessee  com- 
munity of  7,000-40,000.  Methodist.  Graduate 
University  of  Mississippi.  Available  immediately. 

LW-393 


A 30  year  old  married  physician  desires  to  es- 
tablish practice  in  internal  medicine  in  west  or 
middle  Tennessee  community  of  65,000  or  over. 
Will  consider  clinical,  assistant  or  associate  prac- 
tice. Catholic.  Graduate  University  of  Cincin- 
nati, Certificate  Part  I,  American  Board  Internal 
Medicine.  Available  July  1961.  LW-394 


A 33  year  old  married  general  practitioner 
wishes  to  locate  in  Tennessee  community  of  4,000- 
40,000.  Will  consider  assistant  or  associate  prac- 
tice. Church  of  Christ.  Graduate  University  of 
Mississippi  School  of  Medicine.  Available  July 
1961.  LW-395 


Physician  in  large  west  Tennessee  town  desires 
an  associate  GP.  Completely  furnished  office 
available.  PW-148 


East  Tennessee  community  of  1,000  desires  gen- 
eral pracstitioner.  One  other  doctor  in  commu- 
nity. Office  space  and  equipment  will  be  pro- 
vided to  suit  physician.  Forty  bed  hospital  lo- 
cated in  community.  PW-149 
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The  author  reviews  the  true  undescended  testis  in  terms  of  prognosis  as  regards  its  physiologic  func- 
tion and  further  development  after  operation.  There  is  little  proof,  apparently,  that  it  becomes  a 

functioning  organ. 

An  Evaluation  of  Therapy  For  The 
Undeseended  Testis* 

CHARLES  E.  REA,  M.D.,f  St.  Paul,  Minn. 


The  purpose  of  this  paper  is  to  evaluate 
treatment  of  undescended  testis,  especially 
the  end  results. 

The  undescended  testis  is  not  an  uncom- 
mon abnormality.  One  out  of  every  500 
men  have  a retained  gonad. 

The  whole  philosophy  of  the  treatment  of 
the  undescended  testis  hinges  on  whether 
the  surgeon  believes  that  the  undescended 
testis  fails  to  reach  the  scrotum  because  of 
a inherited  imperfection,  or  because  of  its 
situation  the  testis  become  atrophic.  Phil- 
osophically, everything  in  this  world  varies 
from  gross  imperfection  to  perfection.  In 
the  case  of  the  undescended  testis,  we  see 
variations  from  anorchia  to  grossly  normal- 
appearing cryptorchids.  Thus  both  views 
of  why  the  ectopic  testis  is  imperfect  have 
some  truth  to  them.  Those  who  believe  in 
operating  upon  the  undescended  testis  must 
believe  that  the  abnormal  position  has  some- 
thing to  do  with  the  testicular  mal-develop- 
ment.  It  is  well  known  that  it  is  impossi- 
ble to  distinguish  between  a normal  and  re- 
tained testis  if  the  subject  is  below  the  age 
of  puberty.  With  the  onset  of  puberty,  how- 
ever, the  normal  testis  shows  a marked  in- 
crease of  weight  which  is  due  to  the  elab- 
oration of  mature  epithelium  and  to  the  ap- 
pearance of  spermatozoa.  The  undescended 


^Presented  as  the  First  Dwight  E.  Clark  Me- 
morial Lecture  September  28,  1960  at  Oak  Ridge, 
Term. 

tProfessor  of  Clinical  Surgery,  University  of 
Minnesota  Medical  School,  Minneapolis,  Minn. 


testis  exhibits  these  changes  to  a lesser  de- 
gree. Spermatozoa  are  rarely,  if  ever,  found 
in  the  seminiferous  tubules  of  a testis  re- 
tained after  puberty.  The  histologic  picture 
of  an  abdominal  gonad  is  often  indistin- 
guishable from  that  of  an  inguinal  testis. 
The  time  factor  is  probably  as  important  as 
the  degree  of  descent  in  determining  the 
histologic  picture,  barring  any  congenital 
malformation. 

Concerning  the  incidence  of  malignancy 
in  the  undescended  testis,  there  has  been 
much  discussion.  It  is  generally  agreed  that 
10%  of  malignancy  of  the  testis  will  occur 
in  the  undescended  testis.  However,  the 
actual  percentage  of  undescended  testes  that 
undergo  malignant  generation  is  another 
question  and  a phase  most  commonly  over- 
looked in  the  discussion  of  this  subject.  It 
is  interesting  that  in  polling  the  662  mem- 
bers of  the  American  Urological  Association, 
72%  of  the  urologists  had  never  personally 
seen  or  treated  a malignancy  of  an  imper- 
fectly descended  testis.  In  a review  of  the 
literature,  it  would  seem  that  about  2 to 
3%  of  undescended  testes  may  become  ma- 
lignant, which  is  not  much  higher  than  the 
incidence  of  carcinoma  of  the  normal  breast. 
Thus,  the  indiscriminate  castration  of  crypt- 
orchids for  fear  of  malignancy  is  contra- 
indicated. Moreover,  bringing  the  testicle 
into  the  scrotum  does  not  protect  against 
development  of  malignancy,  but  bringing 
the  testicle  into  the  scrotum  at  least  permits 


76 


AN  EVALUATION  OF  THERAPY  FOR  THE  UNDESCENDED  TESTIS— Rea 


March,  1961 


it  to  be  examined  should  there  be  any  ma- 
lignant changes. 

The  undescended  testis  does  have  an  in- 
ternal secretion.  It  is  stated  that  one- 
sixteenth  of  the  normal  testis  suffices  to 
protect  normal  development  of  secondary 
sex  characters  in  the  rabbit  and  guinea  pig. 
Judging  from  the  small  size  of  the  gonads, 
occasionally  seen  in  the  otherwise  normal 
cryptorchids,  little  testicular  tissue  seems 
to  be  needed  to  carry  on  this  function  in 
man. 

Placing  the  testicle  in  the  scrotum  does 
not  seem  to  increase  the  endocrine  function, 
as  far  as  secondary  sex  characters  are  con- 
cerned. 

Fertility  in  the  Undescended  Testis 

In  a review  of  literature  we  can  find  all 
ranges  of  opinion  as  to  whether  crypt- 
orchids are  fertile.  Some  say  the  unde- 
scended testis  is  incapable  of  producing 
spermatozoa  while  others  say  it  can  occur. 
In  reading  the  literature  one  must  be  care- 
ful that  the  age  of  the  patient  is  stated, 
whether  the  patient  had  unilateral  or  bi- 
lateral undescended  testes,  whether  the  au- 
thor could  determine  between  pseudocrypt- 
orchidism or  true  mal-descent.  It  is  known 
that  the  higher  temperatures  of  the  inguinal 
canal  are  inimical  to  spermatogenesis.  One 
difficulty  with  the  experimental  work  of 
this  type  is  that  usually  normal  descended 
testes  have  been  used  as  experimental  sub- 
jects. That  is,  the  testes  have  been  put  up 
into  the  abdomen,  allowed  to  degenerate 
and  then  brought  down  into  the  scrotum 
again,  to  see  how  much  regeneration  would 
take  place.  The  difficulty  with  this  type  of 
experiment  is  that  testes  have  a normal  po- 
tentiality to  start  with. 

In  a control  series,  one  would  have  to 
know  what  percentage  of  untreated  crypt- 
orchids show  spermatozoa.  Uffreduzzi1 
stated  that  10%  of  cryptorchids  exhibit 
spermatozoa.  If  one  critically  reviews  these 
statistics,  however,  most  of  them  are  opin- 
ions rather  than  proven  facts.  Certainly 
In  the  untreated  cryptorchid  in  the  third 
and  fourth  decade  the  finding  of  spermato- 
zoa must  be  very  rare  indeed. 

Treatment 

Spontaneous  descent.  Before  any.  type  of 
surgery  is  evaluated,  a control  series  is  nec- 


essary. It  is  important,  therefore,  to  know 
what  the  incidence  of  spontaneous  descent 
of  the  undescended  testis  is.  Hofstatter2 
stated  that  in  600  male  newborn  children, 
96%  of  the  testis  were  in  the  scrotum.  In 
eight  to  ten  days  nearly  all  the  testes  were 
in  the  scrotum  or  slipped  out  of  the  external 
ring  easily.  To  be  sure,  there  are  several 
reports  of  late  descent  in  the  literature 
(Buhlmann,3  Mayor,4  Harris,5  Drake0).  The 
most  interesting  of  these  studies  is  that  of 
Drake.  He  found  that  11  of  260  boys,  aged 
9 to  19  years,  had  undescended  testes  (inci- 
dence 4.2%) ; in  4 the  retained  gonad  was  on 
the  right  side,  in  6 it  was  on  the  left  and  in 
1 the  condition  was  bilateral.  Drake  ob- 
served these  boys  for  a period  of  years  and 
found  that  10  of  the  12  testes  descended 
spontaneously.  If  most  undescended  testes 
descend  of  their  own  accord,  as  Drake  in- 
ferred, it  is  difficult  to  explain  the  incidence 
of  3.1  cases  of  ectopy  per  thousand  men  ac- 
cording to  the  draft  statistics.  Also,  since 
the  incidence  is  about  twenty  times  the  nor- 
mal incidence  (0.2%)  it  is  possible  that  the 
condition  in  a number  of  his  cases  could  be 
classified  as  physiologic  ectopy. 

By  physiologic  ectopy  is  meant  the  condi- 
tion in  which  one  finds  a normally  de- 
scended testis  with  a very  short  or  active 
cremasteric  muscle  which  pulls  the  gonad 
into  an  inguinal  or  a high  scrotal  position. 
This  condition,  also  known  as  ectopy  en 
retour,  has  been  little  appreciated  by  most 
investigators.  From  the  point  of  view  of 
therapy,  it  is  as  important  to  differentiate 
it  from  true  mal-descent  of  the  testis  as  it 
is  to  differentiate  testicular  mal-descent 
from  hernia,  from  benign  and  malignant 
tumors  in  this  region  or  from  adenitis. 

MacCollum7  noted  21  instances  of  physi- 
ologic ectopy  in  336  cases  of  cryptorchidism. 
Of  16  patients  referred  to  Hamilton  and  Hu- 
bert8 only  6 were  actually  cryptorchids;  10 
were  pseudocryptorchids.  Stefko,9  in  1924, 
reported  a high  incidence  (27%)  of  inguinal 
testes  in  starving  children.  This  he  attri- 
buted to  shortness  of  the  cremaster,  caused 
by  starvation,  in  which  an  unequal  growth 
of  muscles  of  the  abdominal  wall  occurs. 
Hofstatter  described  a group  of  8 to  10  year 
old  boys  who  could  luxate  their  testis,  push- 
ing them  into  the  inguinal  canal  and  even 
into  the  abdominal  cavity.  On  one  occa- 
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sion,  one  of  these  boys  could  not  replace  a 
testicle  which  he  had  pushed  above  the 
penis,  and  only  with  difficulty  could  it  be 
replaced  by  a physician.  Bevan10  stated 
that  one  fourth  of  the  patients  with  retained 
testis  referred  to  him  do  not  have  unde- 
scended testis,  for  when  a finger  is  run  down 
the  inguinal  region  the  testicle  can  be 
pushed  into  the  scrotum.  To  differentiate 
physiologic  ectopy  from  testicular  retention 
the  following  criteria  may  be  helpful:  (1) 
In  physiologic  ectopy  the  extremely  short 
or  active  cremaster  may  be  seen  to  contract. 
(2)  The  patient  may  state  that  at  one  time 
the  testis  was  in  the  scrotum.  (3)  Physio- 
logic ectopy  is  not  associated  with  hernia 
as  frequently  as  undescended  testis.  (4)  In 
physiologic  ectopy  the  testicle  can  be 
brought  into  the  scrotum  by  manual  trac- 
tion, but  when  the  traction  is  released  the 
testicle  recedes  to  its  original  position.  (5) 
The  scrotum  in  such  cases  is  better  devel- 
oped than  in  cases  of  cryptorchidism.  (6) 
In  children  with  strong  cremasteric  reflexes 
the  testis  does  not  usually  enter  the  inguinal 
canal  but  lies  under  cover  of  the  loose  fatty 
tissue  which  covers  the  front  of  the  pubes. 
If  the  examiner  palpates  the  region  immedi- 
ately below  the  external  ring,  the  cord  can 
be  picked  up  by  the  fingers.  When  this  is 
traced,  the  testis  will  be  found.  (Fraser11). 
(7)  If  relaxation  of  the  cremasteric  and 
other  muscles  is  obtained  by  a general 
method  of  approach  and  by  direct  applica- 
tion of  heat  to  the  groin,  scrotum  and  peri- 
neum (the  patient  lying  with  his  legs  apart) 
a differentiation  between  pseudocryptor- 
chidism and  true  cryptorchidism  can  be 
made  (Hamilton  and  Hubert). 

The  ultimate  fate  of  physiologically  ec- 
topic testes  is  that  nearly  all  finally  descend 
into  the  scrotum,  will  develop  normally,  and 
are  functional.  No  treatment  is  necessary. 

Endocrine  Therapy 

Up  to  the  past  few  years  endocrine  ther- 
apy for  the  undescended  testes  was  quite 
popular.  At  the  present  time,  however,  it 
is  rarely  used.  The  whole  rationale  was 
chiefly  from  the  work  of  Engle.12  He  found 
that  injections  of  the  extracts  of  urine  from 
pregnant  women  and  water-soluble  extracts 
of  the  anterior  lobe  of  the  pituitary  gland 
produced  descent  of  the  testes  in  10  imma- 


ture macaques.  Normally  the  male  ma- 
caque exhibits  at  birth  turgescence  of  the 
scrotum  and  descended  testes.  Shortly 
after  birth  the  testes  ascend  into  the  in- 
guinal ring,  while  the  scrotum  regresses  un- 
til it  becomes  a flattened  fold  of  skin  be- 
tween the  thighs.  Not  until  the  third  to 
the  fifth  years  do  the  testes  descend  again 
permanently,  at  which  time  the  scrotum  be- 
comes fully  formed  (Wislocki13) . In  the 
monkeys  treated  by  Engle  the  testes  grew, 
and  during  the  course  of  treatment  the  scro- 
tum increased  in  size  even  before  the  testes 
had  descended  into  it.  The  author  noted  the 
similarity  between  the  scrotal  response  in 
monkeys  and  that  in  newborn  human  chil- 
dren. Since  in  the  human  male  the  testes 
are  descended  at  birth  and  in  the  human 
female  the  gonodotropic  principle  is  in  the 
circulation  throughout  the  period  of  gesta- 
tion, Engle  postulated  that  the  hormone  is 
involved  in  the  descent  of  the  testes  in  the 
human  male. 

It  is  hard  to  explain  how  there  can  be  an 
endocrine  disorder  in  undescended  testis 
when  only  one  testicle  is  involved.  While 
in  the  literature  there  have  been  reports  of 
descent  using  an  anterior  pituitary-like  sub- 
stance, it  is  questionable  in  most  of  these 
cases  whether  the  authors  differentiated  be- 
tween pseudocryptorchidism  and  the  true 
mal-descent.  There  is  no  question  that  in 
cases  of  pseudocryptorchidism  the  testes  can 
be  brought  down  into  the  scrotum  much 
earlier  by  means  of  gonadotropic  substance, 
but  since  most  of  these  testes  will  spontane- 
ously descend  themselves  at  the  time  of 
puberty,  it  is  questioned  how  necessary  this 
type  of  treatment  is.  In  the  treatment  of 
cryptorchids  we  have  not  used  hormone 
therapy  in  the  last  ten  years.  We  have  seen 
no  value  of  hormone  therapy  in  the  opera- 
tive procedure.  There  have  been  just  as 
many  obstructions  holding  the  testis  back, 
whether  or  not  the  patient  had  hormone 
therapy. 

Surgical  Therapy 

The  best  treatment  for  the  undescended 
testis  is  surgical  placement  of  the  testicle 
into  the  scrotum.  The  time  of  operation  is 
to  be  taken  into  consideration.  Our  impres- 
sion is,  that  inasmuch  as  there  is  no  physio- 
logic or  anatomic  development  of  the  testi- 
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cle  until  puberty,  operation  may  be  deferred 
until  the  patient  is  9 to  11  years  of  age. 
Also,  this  gives  an  opportunity  for  the  testis 
in  questionable  pseudocryptorchid  to  de- 
scend. Recently  some  authors  have  advo- 
cated the  operation  at  the  age  of  5 to  7 years, 
believing  they  get  a better  result.  There  is 
no  histologic  proof  that  these  testes  develop 
any  better  than  those  operated  on  at  a later 
date.  Also,  there  is  the  bad  feature  that  if 
one  operates  before  the  testicle  is  of  puber- 
tal size,  one  is  operating  upon  a small  bean- 
like structure  and  any  sutures  placed  in 
this  organ  probably  do  more  damage  than 
good.  Unless  there  is  a large  hernia,  dan- 
ger of  malignancy  or  torsion  of  the  testicle, 
we  have  deferred  operating  on  the  unde- 
scended testicle  until  just  before  puberty. 

At  the  time  of  operation,  what  is  done  de- 
pends very  much  on  the  situation  present. 
If  the  patient  has  bilateral  undescended  tes- 
tes, the  testes  should  be  placed  in  the  scro- 
tum at  all  costs  to  preserve  the  internal  se- 
cretion. If  a low  scrotal  position  cannot  be 
obtained,  such  testis  should  be  brought  to 
an  inguinal  or  high  scrotal  position.  To 
place  such  a testis  in  the  peritoneal  cavity 
from  an  inguinal  position  if  it  cannot  be 
brought  into  the  scrotum  does  not  improve 
matters.  In  fact,  the  situation  becomes 
worse  because  the  testis  is  that  much  less 
available  for  observation. 

If  it  is  a unilateral  cryptorchid,  what  is 
done,  depends  on  the  size  of  the  testicle.  If 
it  is  a small  nubbin  of  tissue,  such  gonads 
cannot  possible  develop  and  are  best  re- 
moved. Placing  them  in  the  scrotum,  even 
for  the  hormonal  benefit  is  a questionable 
practice.  To  expect  normal  development  of 
a small  unilateral  undescended  testis  in  an 
adult  is  expecting  the  impossible.  How- 
ever, if  the  testicle  is  of  good  size  and  the 
patient  is  interested  in  the  cosmetic  result, 
then  the  testis  should  be  brought  into  the 
scrotum.  The  best  indication  of  what  the 
testicle  will  do  is  its  size,  its  location  and 
the  age  of  the  patient. 

Regarding  surgical  therapy,  the  most  pop- 
ular operations  consist  of  two  types:  One 
is  the  rubber-band  tension  method  and  the 
other  is  fixing  the  testicle  to  the  thigh  by 
means  of  suture,  so  called  Keetley-Torek 
or  Wangensteen’s  modification.  In  the  rub- 
ber band  type  of  operation,  the  testicle  is 


made  of  sufficient  length  to  bring  it  down 
into  the  scrotum,  sutures  are  placed  in  the 
testicle  and  then  tied  onto  a rubber  band 
outside  the  scrotum;  then  the  tension  is 
placed  on  the  rubber  band  on  the  thigh. 
The  traction  is  kept  there  for  about  a week 
and  then  the  traction  removed.  In  the 
Keetley-Torek  operation  sutures  are  placed 
in  the  tunic  vaginalis  of  the  testicle,  brought 
down  through  the  tunica  vaginalis  com- 
munis of  the  scrotum  and  fastened  to  the 
fascia  of  the  thigh.  This  is  the  Wagen- 
steen14  modification.  In  the  Keetley-Torek 
operation,  the  testicle  is  taken  out  of  the 
scrotum  and  buried  in  the  fascia  of  the 
thigh.  When  the  testis  has  been  anchored 
a sufficient  length  of  time,  about  4 to  6 
weeks,  the  testicle  is  taken  out  of  the  thigh 
and  replaced  into  the  scrotum.  The  objec- 
tion to  Keetley-Torek  operation  is  that  it  is 
not  physiologic.  Wangensteen’s  operation 
is  much  more  physiologic  because  the  tes- 
ticle remains  in  the  scrotum  all  the  time. 
Some  people  have  objected  to  the  Keetley- 
Torek  or  Wangensteen  modification  because 
due  to  the  unyielding  nature  of  the  anchor- 
age of  the  testicle,  they  claim  that  the  blood 
supply  of  the  testicle  is  frequently  impaired 
and  the  testicle  atrophies.  In  any  of  these 
operations,  it  is  necessary  that  no  tension 
be  placed  on  the  cord,  regardless  of  whether 
one  uses  the  rubber  band  or  one  of  the 
Keetley-Torek  operations  or  Wangensteen 
modification.  Moreover,  if  there  is  any  in- 
jury to  the  cord,  one  can  be  sure  that  there 
is  going  to  be  atrophy  of  the  testicle.  Lately, 
we  have  been  using  the  rubber  band  type 
of  traction  and  will  compare  the  results  of 
these  with  the  Wangensteen  modification  of 
the  Keetley-Torek  operation  (under  fertil- 
ity). 

Results  of  Treatment 

A.  Anatomic.  From  an  anatomic  view- 
point, considering  consistency,  contour,  sen- 
sitivity and  position  of  the  testis,  about  90% 
of  the  patients  operated  upon  may  be  said 
to  get  good  results.  In  the  majority  of  pa- 
tients operated  upon,  the  testis  rarely  at- 
tains normal  size.  If  a testis  is  small  to 
start  with  it  does  not  develop  much  when 
brought  into  the  scrotum.  If  one  has  dam- 
aged the  blood  supply  during  the  course  of 
operation  the  testicle  will  atrophy.  Placing 
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the  undescended  testicle  in  the  scrotum  does 
not  insure  against  future  malignant  degen- 
eration, but  this  must  be  a rare  occurrence. 
I have  only  seen  one  case  where  this  oc- 
curred. If  it  is  necessary  to  remove  the 
testicle,  it  is  our  practice,  at  the  time  of  op- 
eration to  put  a Lucite  “testis”  of  compara- 
ble size  on  that  side  of  the  scrotum,  for  cos- 
metic purposes.  Occasionally  these  patients 
complain  of  pain  on  the  side  of  the  pros- 
thesis when  it  is  cold,  because  of  the  con- 
traction of  the  scrotum;  otherwise,  they 
have  very  little  disability  and  the  psycho- 
logic effect  of  the  prosthesis  is  sometime 
considerable. 

B.  Fertility.  Fertility  after  orchiopexy. 
MacCollum,  in  1925,  found  that  82%  of  bi- 
lateral cryptorchids  were  fertile  after  opera- 
tion upon  studying  the  sperm  count.  On 
the  other  hand,  Charny15  and  others  were  so 
pessimistic  about  the  increasing  fertility  of 
the  orchiopexy  that  they  thought  that  sur- 
gical treatment  was  useless.  In  1935,  Wan- 
gensteen10 reported  6 patients  with  bilateral 
descent  in  which  spermatozoa  was  found  in 
the  semen  after  orchiopexy.  In  no  case,  was 
the  number  of  spermatozoa  as  high  as  in  a 
normal  person.  Now  recently,  Gross  and 
Jewitt17  reported  16  men  who  were  operated 
on  for  bilateral  cryptorchidism.  Two  were 

7 years  of  age  and  the  remaining  were  from 

8 to  12  years  of  age.  The  time  between  the 
operation  and  the  fertility  studies  were  7 
to  10  years  in  6 patients,  and  11  to  20  in  4 
patients,  and  20  to  33  in  6 patients.  The 
men  who  were  married  and  had  children 
were  regarded  as  fertile,  and  that  was  in  7. 
In  the  remaining  9 men,  careful  sperm 
studies  were  made.  If  to  the  7 who  had  had 
children  were  added  to  the  5 with  excep- 
tionally high  sperm  count,  this  gave  a total 
of  12  fertile  individuals  in  the  16  studies, 
(fertility  rate,  75%).  Of  the  4 patients 
known  to  be  sterile;  one  was  a patient  on 
whom  the  left  testis  could  not  be  brought 
down  into  the  scrotum  and  the  vas  deferens 
was  torn  at  operation.  In  the  other  3 cases, 
5 of  the  6 testes  were  said  to  be  atrophic 
in  appearance,  when  exposed  in  surgical 
field.  When  one  combines  Gross’  and  Jew- 
itt’s  studies  with  that  of  MacCollum,  inas- 
much as  the  work  was  done  at  the  same  in- 
stitution, of  the  38  men  studies,  30  were 
fertile,  giving  an  overall  fertility  of  79  per 


cent.  One  might  question  the  figures  of 
Gross  and  Jewitt  in  that  5 patients  had  ex- 
ceptionally high  sperm  counts  and  in  10  of 
the  bilateral  cases  the  testes,  at  operation, 
were  described  as  normal.  Just  what  is 
meant  “by  normal,”  of  course,  may  be  ques- 
tioned; if  it  is  meant  normal  in  size,  one 
wonders  if  these  patients  may  have  been 
pseudocryptorchids  and  not  true  unde- 
scended testis.  The  sperm  counts,  after  or- 
chiopexy, certainly  are  much  higher  than 
have  been  reported  in  other  cases  of  litera- 
ture. 

We  have  studied  11  patients,  to  date,  who 
were  operated  on  for  bilateral  cryptorchid- 
ism by  orchiopexy  more  than  ten  years 
previously.  Eight  of  these  were  by  Wan- 
gensteen’s modification  of  the  Keetley-Torek 
operation  and  3 of  these  by  the  rubber  band 
traction  method.  These  men  ranged  in 
ages,  now,  from  22  to  40  years  of  age.  All 
of  them  had  been  married  for  a period  of 
6 months  to  7 years.  In  no  instance  had  the 
wife  become  pregnant.  All  stated  that  they 
were  potent.  The  testes,  in  each  case,  were 
in  the  scrotum  but  none  were  of  normal 
size;  they  were  all  about  one-third  to  one- 
half  of  the  normal  dimensions.  Eight  of 
these  patients  have  submitted  to  testicle  bi- 
opsy, 5 with  the  Wangensteen  modification 
of  the  Keetley-Torek  operation  and  3 with 
the  rubber  band  traction  method.  All  the 
testes  showed  atrophic  germinal  epithelium 
and  no  spermatozoa  was  seen  in  the  sec- 
tions. Here  we  have  two  types  of  operation 
in  which  the  same  type  of  results  are  ob- 
tained. Thus,  one  cannot  blame  the  type  of 
operation.  As  we  have  stressed,  the  opera- 
tion must  be  done  without  tension  to  the 
testicle  or  injury  to  the  blood  supply  of  the 
cord.  If  these  details  of  operation  are  ob- 
served, then  how  the  testicle  develops  de- 
pends upon  its  inherent  potentialities. 

Summary 

Our  present  plan  of  treatment  of  a pa- 
tient with  undescended  testis  is  as  follows: 
We  wait  until  the  patient  is  10  to  14  years 
of  age  before  instituting  treatment.  At  op- 
eration we  try  to  bring  the  testicle  down 
into  the  scrotum.  This  must  be  done  with- 
out tension  to  the  testicle  and  without  in- 
jury to  the  blood  supply,  regardless  of  the 
type  of  operation.  If  it  is  a bilateral  crypt- 
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orchid  the  testis  should  be  saved  at  almost 
any  cost,  barring  malignancy,  for  the  sake 
of  the  internal  secretions.  If  it  is  a unilat- 
eral instance  and  the  testicle  is  very  small, 
or  just  a nubbin  of  a tissue,  the  testis  had 
better  be  removed,  especially  in  an  adult. 
Our  results  to  date  with  fertility  studies 
have  been  most  disappointing.  I think  some 
of  the  good  results  reported  in  the  literature 
have  been  in  patients  in  whom  there  has 
been  confusion  between  true  mal-descent 
and  pseudocryptorchidism,  especially  when 
one  considers  the  size  of  the  testis  and 
sperm  count  reported  after  operation.  The 
only  true  test  of  what  will  happen  to  the 
undescended  testis  is  the  biopsy  after  orchi- 
opexy. If  there  is  atrophy  following  opera- 
tion, very  little  in  the  way  of  a functional 
result  can  be  expected.  At  best,  the  func- 
tional capacity  of  the  treated  cryptorchid 
never  approaches  that  of  the  normally  de- 
scended testis. 
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The  author  after  discussing  the  complication  of  inadvertently  tying  the  ureter  in  pelvic  surgery,  sug- 
gests the  use  of  an  intravenous  pyelogram  several  days  postoperatively  to  demonstrate  patency  of 

the  ureters. 

Report  On  A Series  of  Hysterectomies: 
With  Particular  Reference  to  Complications 
in  the  Urinary  Tract* 

JAMES  T.  JACKSON,  M.D.,  Dickson,  Tenn. 


Injuries  to  the  bladder  and  ureters  cause 
serious  complications  following  hysterec- 
tomies. It  is  thought  by  many  that  these 
complications  are  due  to  the  advent  of  total 
hysterectomy  and  to  the  radical  procedures 
done  for  carcinoma.  During  the  past  dec- 
ade, total  hysterectomy  has  become  the  pro- 
cedure of  choice  when  hysterectomy  is  in- 
dicated for  benign  uterine  disease.  Not 
many  years  ago  total  hysterectomy  was  an 
uncommon  procedure. 

Total  hysterectomy  carries  an  added 
threat  to  the  ureters  and  bladder.  Accord- 
ing to  urologists,  there  has  been  a rather 
sharp  upswing  in  the  incidence  of  damage 
to  the  ureter  and  bladder  since  the  advent 
of  total  hysterectomy.  The  most  common 
complication  in  the  urinary  tract  is  the  de- 
velopment of  ureteral  fistula.  Either  ure- 
teral or  a vesical  fistula  is  very  distressing 
to  the  patient  and  the  physician.  The  ure- 
teral complication  occurs  frequently  enough 
that  some  urologists  recommend  that  in  all 
cases  catheters  should  be  placed  in  the  ure- 
ters prior  to  operation.  Other  urologists 
recommend  that  indwelling  ureteral  cathe- 
ters be  used  in  all  cases  where  difficulty  is 
anticipated. 

In  an  effort  to  determine  the  incidence  of 
damage  to  ureters  or  bladder  in  hysterec- 
tomy, I have  compiled  the  series  of  cases 
being  reported  upon.  It  represents  157  con- 
secutive hysterectomies  done  by  the  same 
surgeon  in  the  same  hospital  over  a two 
and  one-half  year  period.  These  cases  are 
taken  from  a larger  series.  Only  the  cases 
are  included  that  were  consecutive  and  in 
which  operations  were  done  since  a radiolo- 
gist has  been  on  the  hospital  staff.  In  all 
cases  a postoperative  intravenous  pyelo- 
gram has  been  done,  generally  on  the  fifth 
day.  It  was  thought  that  any  significant 


damage  to  the  ureters  would  thus  be  un- 
covered. It  was  also  believed  that  an  I.V.P. 
was  necessary  for  the  study,  since  a securely 
tied  ureter  generally  causes  no  symptoms. 
All  cases  represent  a follow-up  of  at  least 
6 weeks. 

Table  1 presents  general  information  con- 
cerning the  series  of  cases. 

Table  I 


Number  of 

cases 

157 

Anesthetic, 

General 

35 

Anesthetic, 

Spinal 

122 

Mortality 

0 

Table  2 provides  the  primary  diagnosis  in 
each  case.  Only  the  pathologic  diagnosis 
has  been  considered.  For  example,  prolapse 
of  the  uterus  is  a fairly  common  clinical 
reason  for  hysterectomy;  yet  it  is  not  listed. 
Frequently  associated  with  prolapse  of  the 
uterus  will  be  several  pathologic  changes 
resulting  in  the  pathologic  picture  of  “fibro- 
sis uteri.”  At  operation,  the  diagnosis  “fi- 
brosis uteri”  represents  a retroverted,  pro- 
lapsed, thickened  and  enlarged  uterus  cov- 
ered with  fibrinous  plaques.  Clinically,  it  is 
characterized  by  pain  and  bleeding.  Pelvic 
inflammatory  disease  is  not,  strictly  speak- 
ing, a pathologic  diagnosis.  For  sake  of 
brevity,  it  is  used  to  cover  wide  ranges  of 


Table  2 

Fibroid  tumors  48 

Fibrosis  uteri  33 

Pelvic  inflammatory  disease  32 

Endometriosis  15 

Dermoid  cysts,  ovaries  1 

Chronic  cervicitis  2 

Ectopic  tubal  pregnancy  1 

Ovarian  carcinoma  1 

Carcinoma  corpus  uteri  3 

Adenomyosis  9 

Placental  polyp  1 

Placenta  accreta  1 

Cystadenoma  ovari  2 

Endometrial  polyp  4 


Atrophic  uterus  (total  prolapse)  3 

Total  157 
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inflammatory  conditions  affecting  the  pelvic 
organs.  For  example,  a low-grade  salpingo- 
oophoritis  would  be  included  under  this 
hearing,  as  would  more  severe  tubo-ovarian 
abscesses  or  a pyosalpinx.  Again,  for  sake 
of  brevity,  multiple  secondary  or  intercur- 
rent pathologic  conditions  were  not  in- 
cluded. 

Table  3 lists  the  operative  procedures  car- 
ried out.  None  of  the  hysterectomies  was 
the  radical  Wertheim  type.  Simultaneous 


removal  of  one  or  more  ovaries  was  listed, 
because  it  also  carried  a theoretical  threat 
of  damage  to  the  ureters  at  the  pelvic  brim. 

Table  3 

Total  hysterectomy 

146 

Supravaginal  hysterectomy 
Simultaneous  removal  of  one  or 

ll 

more  ovaries  during  hysterectomy 

107 

Table  4 describes  complications 
the  first  6 weeks. 

during 

Table  4 

Blocked  ureter 

1 

Septic  wound  infection 

1 

Aspiration  pneumonia 

2 

Vaginal  hemorrhage 

1 

Hemorrhage  from  cervical  stump 

1 

Intra-abdominal  hemorrhage 

1 

It  should  be  noted  that  no  instances  of 

phlebothrombosis  occurred.  I believe  this 
is  a direct  result  of  vigilant  attention  to  leg 
exercises.  Superficial  thrombophlebitis  from 
venopuncture,  reaction  to  catgut  in  the 
wound,  vaginitis,  and  formation  of  vaginal 
granulation  tissue  were  not  listed  as  com- 
plications. 

The  patient  who  had  the  blocked  ureter 
had  multiple  fibroid  tumors.  One  tumor 
was  in  the  lower  uterine  segment  and  had 
dissected  into  the  left  broad  ligament.  In 
performing  a total  hysterectomy,  bleeding 
developed  in  the  left  broad  ligament,  and 
was  controlled  with  some  difficulty.  Post- 
operatively  the  patient  had  more  distention 
than  usual  and  complained  of  low  left  flank 
pain.  An  I.V.P.  done  on  the  fourth  day  re- 
vealed no  function  in  the  left  kidney.  A 
retrograde  pyelogram  demonstrated  an  ob- 
struction to  the  left  ureter  about  2 inches 
from  the  vesical  orifice  of  the  ureter.  The 
abdomen  was  again  opened  the  next  day, 
and  the  ureter  was  exposed  retroperitone- 
ally.  It  was  found  to  be  caught  by  two  or 
three  catgut  sutures  which  were  removed. 
The  posterior  wall  of  the  ureter  was  intact. 


A catheter  was  placed  in  the  ureter  as  a 
splint.  The  anterior  wall  of  the  ureter  was 
reapproximated  with  one  catgut  suture. 
Drains  were  placed  down  to  the  area.  The 
patient’s  postoperative  course  was  unevent- 
ful. An  I.V.P.  made  one  year  later  showed 
a normal  ureter  and  kidney.  This  patient 
would  undoubtedly  have  developed  a ure- 
teral fistula.  The  postoperative  I.V.P.  pro- 
vided such  early  detection  of  the  complica- 
tion so  prompt  repair  was  possible. 

I have  reviewed  the  literature  to  deter- 
mine what  would  be  considered  an  accept- 
able incidence  of  major  damage  to  the  uri- 
nary tract  resulting  from  hysterectomy.  Re- 
ports of  personal  series  are  scarce  on  the 
subject.  Lewis’s  Practice  of  Surgery  has  a 
new  section  on  hysterectomy,  dealing  with 
the  subject  in  detail.  According  to  this 
source  an  incidence  of  2%  can  be  expected 
in  benign  uterine  conditions  requiring  hys- 
terectomy; an  incidence  of  10%  can  be  an- 
ticipated in  the  more  radical  procedures 
done  for  carcinoma.  Again  referring  to 
Lewis’s  Practice  of  Surgery,  ureteral  dam- 
age occurs  almost  solely  following  total 
hysterectomy. 

I do  not  intend  to  go  into  the  merits  of 
total  versus  supravaginal  hysterectomy.  It 
may  be  noted  from  this  reported  series  that 
some  supravaginal  hysterectomies  were 
done.  In  general,  I believe  that  when  the 
patient’s  condition  is  poor,  difficulties  in  an- 
esthesia arise,  or  exposure  is  too  difficult, 
one  should  consider  doing  a supravaginal 
hysterectomy.  The  risk  of  a carcinoma  de- 
veloping in  the  cervical  stump  is  said  to  be 
under  0.5  per  cent. 

Extensive  endometriosis  and  pelvic  in- 
flammatory disease  are  two  conditions 
which  make  removal  of  the  cervix  difficult 
and  increase  the  hazard  of  damage  to  the 
ureters.  The  induration  and  distortion  of 
the  pelvic  floor  make  the  location  of  the 
ureters  difficult.  In  such  cases  I recommend 
that  a low  supravaginal  hysterectomy  first 
be  done.  Then  the  cervix  is  split  vertically 
into  halves.  A towel  clip  is  used  to  grasp 
one  of  the  cervical  halves.  The  half  of  the 
cervix  is  then  inverted  so  the  cuff  of  the 
vaginal  mucosa  attaching  to  the  cervix  is 
seen.  Scissors  are  then  used  to  cut  around 
the  junction  of  the  mucosa  to  the  cervix. 
The  same  procedure  is  then  used  on  the 
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other  half  of  the  cervix.  In  other  words, 
instead  of  hulling  out  the  cervix  from  the 
outside  of  the  vagina,  it  is  hulled  out  from 
the  inside.  This  maneuver  completely  re- 
moves the  chance  of  sectioning  a ureter 
running  close  to  the  cervix.  It  also  does 
away  with  the  necessity  of  dissecting  ad- 
herent viscera  out  of  the  cul-de-sac. 

Summary  and  Conclusion 

A series  of  hysterectomies  in  which  a 
strict  study  was  made  to  discover  the  inci- 
dence of  damage  to  the  urinary  tract  is  re- 


ported. No  vesicovaginal  fistulas  occurred. 
One  blocked  ureter  was  discovered,  repre- 
senting an  incidence  of  less  than  0.75  per 
cent.  It  is  recommended  that  postoperative 
intravenous  pyelogram  be  done  on  all  pa- 
tients when  the  surgeon  is  uneasy  concern- 
ing the  ureters.  By  doing  so,  the  develop- 
ment of  fistulas  can  be  prevented. 

A technic  for  removal  of  the  cervix  in 
certain  difficult  cases  is  described. 

It  is  hoped  that  this  article  will  stimulate 
more  reports  on  personal  series  of  cases  on 
this  subject. 
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Differential  Characteristics  of  Low  Tension 

Glaucoma* 

ALICE  R.  DEUTSCH,  M.D.,  Memphis,  Tenn. 


The  vulnerability  of  the  individual  optic 
nerves  to  damage  by  a particular  intraocu- 
lar pressure  remains  one  of  the  most  im- 
portant challenges  facing  investigators  and 
clinicians  concerned  with  the  management 
of  the  glaucomas.  Harrington1  made  the 
observation  that  patients  with  glaucoma  and 
generalized  arteriosclerosis  exhibited  the 
most  extensive  and  rapid  loss  of  fields  even 
if  the  intraocular  tension  was  only  moder- 
ately raised,  and  he  referred  this  loss  in  vis- 
ual fields  to  arterial  insufficiency  and  de- 
creased blood  flow  in  the  arterioles  of  the 
optic  nerve.  McLean2  discussed  the  rela- 
tionship between  the  level  of  systemic  blood 
pressure  and  tolerable  intraocular  pressure. 
He  mentioned  the  case  of  a glaucoma  pa- 
tient who  was  well  controlled  for  a long 
period,  but  nevertheless  suffered  a consid- 
erable loss  of  fields  under  the  same  intra- 
ocular pressure  when  the  systemic  blood 
pressure  was  drastically  lowered  by  medica- 
tion. In  a magnificent  study,  Francois  and 
Neetens3  could  demonstrate  that  the  cen- 
tral artery  of  the  optic  nerve  formed  the 
axial  nutritional  system  of  the  optic  nerve, 
that  there  were  capillary  anastomosis  be- 
tween this  artery  and  the  pial  network  sup- 
plying the  peripheral  nerve  tissue,  and  also 
inter-communication  with  the  circle  of 
Zinn-Haller.  These  extraocular  arterioles 
and  capillaries  provide  the  blood  supply  to 
the  optic  papilla.  They  are  independent  of 
the  arteria  centralis  retinae  which  only 
serves  the  retina.  According  to  a histo- 
pathologic investigation  of  60  glaucoma 
eyes,  Redslob4  found  that  in  60  eyes  of  pri- 
mary glaucoma  the  retinal  elements  were 
fairly  well  preserved  but  that  the  optic  disc 
was  cupped  and  atrophic  in  95%  of  these 
cases.  Due  to  sclerosis  of  the  arterioles  and 
to  stasis  in  the  veins  and  capillaries  altera- 
tions of  circulation  was  a constant  finding. 


♦Read  before  the  Tennessee  Academy  of  Oph- 
thalmology and  Otolaryngology,  April  11,  1960, 
Nashville,  Tenn. 


The  resulting  capillary  sclerosis  was  con- 
sidered to  be  the  principal  cause  of  the  de- 
scending optic  atrophy  in  glaucoma. 

Further  critical  aspects  of  this  problem 
revealed  increasing  evidence  of  the  close 
relationship  between  intraocular  vascular 
circulation,  secretion  of  intraocular  fluid, 
control  by  the  autonomic  nervous  system 
and  level  of  intraocular  pressure.  It  was 
quite  obvious  that  eyes  with  cupped  discs 
did  not  tolerate  the  mildest  excess  in  ten- 
sion. Moreover,  Becker5  called  attention  to 
the  significant  progressive  decrease  in  av- 
erage outflow  facilities  with  age  in  associa- 
tion with  a decline  in  the  average  rate  of 
aqueous  secretion.  Those  two  facts  main- 
tain a reasonably  constant  pressure  in  nor- 
mal eyes  during  life.  Becker  also  stresses 
the  significance  of  the  Po/C  ratio  after 
W.P.T.  Forty  normotensive  eyes  in  which 
the  Po/C  ratio  was  found  to  be  higher  than 
100  were  checked  regularly  for  several 
years.  Ten  of  those  eyes  had  spontaneous 
pressure  elevations  after  three  years. 
Twelve  eyes  showed  a decrease  of  out-flow 
facilities  (C  = less  0.15)  and  three  showed 
visual  field  losses. 

Two  corresponding  case  histories  are  pre- 
sented to  illustrate  the  complexity  of  the 
glaucoma  problem.  Both  patients  had  little 
or  no  elevation  of  tension,  moderate  cup- 
ping and  atrophy  of  the  disc,  negative  re- 
sults on  the  routine  provocative  tests  and 
more  or  less  classical  progressive  visual 
field  defects  for  glaucoma. 

Case  1.  Miss  E.  M.,  age  55  years,  complained  of 
blurred  vision,  especially  while  doing  office  work, 
at  an  eye  examination  in  April,  1955.  Her  cor- 
rected vision  equalled,  o.d.  20/30  and  Jaeger  4; 
o.s.  20/20  and  Jaeger  1.  (o.d.  = +3.25  = +.25 

X 30,  add  +2.50;  o.s.  = +2.75  = +.62  X 160, 
add  +2.50).  The  position  and  motility  of  both 
eyes  were  normal.  The  media  were  clear.  The 
pupils  were  round,  equal  and  reacted  sluggishly 
to  light.  Some  narrowing  and  beading  of  the 
retinal  arteries  was  present.  There  was  a deep 
cupping  of  the  right  disc  reaching  the  margin 
temporal  and  below,  and  considerable  atrophy  in 
this  quadrant  though  there  was  a rim  of  appar- 
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ently  normal  tissue  in  the  other  quadrants.  There 
was  also  mild  nasal  displacement  of  the  vessels. 
The  left  disc  was  normal.  The  right  field  showed 
a broad  dense  superior  nerve-fiber  scotoma  with 
a break-through  in  the  nasal  quadrant  with  a 
very  sharp  dividing  line  in  the  vertical  and  hori- 
zontal meridian.  There  was  a complete  loss  of 
the  superior  field  for  red.  The  left  peripheral  and 
central  fields  were  normal  except  for  a mild  wid- 
ening of  the  angioscotoma.  (Fig.  1.)  The  intra- 


A neurologic  examination  was  advised  because 
of  the  sharp  vertical  dividing  line  between  the 
blind  and  functional  parts  in  her  right  field,  and 
because  of  the  discrepancy  in  the  white  and  color 
fields.  The  neurologic  examination  which  included 
a lumbar  puncture  and  x-ray  of  the  skull  was 
negative. 

In  spite  of  the  negative  provocation  tests,  she 
was  advised  to  use  1%  Isopto-carpine  q.i.d.  in  the 
right  eye.  Under  this  treatment  the  tension 


NAMF  A pGA  E A1 
CASE  NO 


M/ss  £,M, 

CASE  NO 
DATE 

7a  ^ f ' 


Hj-y/  5 3 3> 


ocular  tension  equalled  o.d.  = o.s.  = 18.9  (5.5  g.); 
o.d.  = o.s.  = 18  (10.00  g.).  Gonioscopy  showed 
an  open  angle.  W.P.T.  was  negative;  tension 
curves  during  a 12  hour  period  revealed  variations 
of  3 mm.  Hg.  in  the  right  eye  and  none  in  the  left. 
Blood  pressure  was  118/76  mm.  Hg.;  diastolic 
R.A.P.  equalled  40  g.  in  both  eyes. 


REMARKS  Miss  E.M.  0-7-58 
Vis ,u.c , 20/40 


NAME 


changed  very  little  and  varied  between  15.9  and 
18.9  mm.  Hg.  She  was  advised  to  be  seen  about 
every  four  months,  but  she  only  came  about  once 
a year  as  she  “had  no  complaints.” 

There  was  no  change  in  her  vision,  fields  and 
intraocular  tension  until  June,  1958.  At  this  time 
the  right  disc  was  much  paler,  the  vision  equalled 


REMARKS  Miss.  E.M.  h-7-SR 


NO  480Y  PERIMETER  CHART  (RIGHT) 


NO  480  Y PERIMETER  CHART  (LEFT) 


Fig.  2A 
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Miss  E.M.  o-7-58  V is .w.c. 20/40 

Vis „w.c .20/2^q  Target  2/1000  Target  3/1000 


Fig.  2B 


o.d.  20/40,  o.s.  20/20  w.c.  There  was  a complete 
loss  of  the  superior  field  in  the  right  eye  and  an 
increase  in  the  size  of  the  blind  spot  in  the  left 
eye.  (Fig.  2.)  The  intraocular  tension  equalled 
o.d.  18.9  (5.5  g.)  (Isopto-carpine  1%  q.i.d.)  and 
o.s.  20.6  (5.5  g.)  (no  medication).  Gonioscopy 
again  showed  an  open  angle  in  each  eye. 

Regular  tonogram: 

o.d.  P.O.  = 16  mm.  Hg.  (5.5  g.)  C = 0.18 
o.s.  P.O.  = 23  mm.  Hg.  (7.5  g.)  C = 0.11 
The  results  of  the  tonogram  confirmed  the  lesion, 
until  then,  only  provisional  diagnosis  of  a low  ten- 
sion glaucoma.  She  was  advised  to  use  1%  Isopto- 
carpine  (pilocarpine  Hcl)  three  times  a day  in 
both  eyes  and  2%  Isopto-carpine  at  bedtime  also 
in  both  eyes.  When  rechecked  in  July,  1959  the 


tension  was  o.d.  17.3  and  o.s.  15.9.  When  she  re- 
turned in  December,  1959,  she  had  no  complaints 
and  the  vision  was  unchanged.  There  was  no  es- 
sential further  loss  in  the  right  field,  but  the  left 
field  showed  a superior  baring  of  the  blind  spot 
and  a beginning  nerve-fiber  scotoma  below.  (Fig. 
3.)  The  intraocular  tension  equalled,  o.d.  17.3  and 
o.s.  17.3.  In  spite  of  this  apparent  normal  tension 
she  was  advised  to  change  to  2%  Isopto-carpine 
four  times  a day  and  to  have  the  tonogram  re- 
peated at  her  earliest  convenience  and  subsequent 
adjustment  of  her  treatment  accordingly. 

Case  2.  Mrs.  C.  T.  M.,  65  years  old,  was  seen  in 
March,  1959.  She  had  noticed  defective  vision  for 
about  2 years  and  also  had  frequent  headaches. 


Fig.  3A 
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180 


Miss  E.M. 

Vis.w.c.  20/20  Target  2/1000 

90 


12/12/59 

Vis.w.c.  20/30  Target  3/1000 

90 


Fig.  3B 


A physical  examination  only  a few  weeks  previ- 
ously was  negative. 

The  ophthalmologic  examination  disclosed  shal- 
low anterior  chambers  and  a pronounced  nucleus- 
sclerosis.  The  discs  appeared  pale  with  a large 
flat  cupping  reaching  the  margins,  temporally  and 
below.  The  vision  equalled  o.d.  4.50  = +2.75  X 
180  = 20/40  add  +2.50  Jaeger  4 and  o.s.  3.50  = 
+3.50  X 25  = 20/40,  add  +2.50,  Jaeger  4.  The 
right  field  showed  an  almost  complete  superior 
hemianopsia  extending  from  the  blind  spot  with  a 
very  sharp  borderline;  the  left  field  had  an  ex- 
tended superior  nerve  fiber  bundle  defect  starting 


at  the  blind  spot  and  reaching  the  horizontal 
meridian  on  the  nasal  side.  (Fig.  4.)  The  intra- 
ocular tension  was,  o.d.  20.6  and  o.s.  22.4  (5.5  g.); 
o.d.  18.00  and  o.s.  19.6  (10.00  g. ) , low  scleral  rigid- 
ity. On  gonioscopy  only  the  anterior  trabecular 
band  was  visible,  but  the  angle,  though  narrow, 
seemed  to  be  open.  The  mydriatic  test  equalled, 
o.d.  = 22.4  (raise  of  2 mm.  Hg.),  o.s.  = 24.4  (raise 
of  2 mm.  Hg.).  Water  provocative  test  was  nega- 
tive. 

In  view  of  the  appearance  of  the  disc,  the  glau- 
coma type  of  field  loss  and  the  low  scleral  rigidity 
the  diagnosis  of  chronic  glaucoma  was  made  and 


Mrs.C.T.M.  - Vis.  w.c.  20/40  Mar.  5,1959  Vis  .w.c  .20/50 
90  Target  2/1000  gQ 


Fig.  4 
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she  was  advised  to  use  1%  pilocarpine  t.i.d.  The 
tension  was  rechecked  a few  days  later  and  re- 
vealed, o.d.  17.3  and  o.s.  15.9  mm.  Hg.  In  Octo- 
ber, 1959,  it  was  found  to  be  o.d.  20.6  and  o.s.  18.9. 
A regular  tonogram  was  done  5 hours  after  the  use 
of  1%  pilocarpine.  It  revealed  the  following 
value:  o.d.  = Po  = 18  (5.5),  C = 0.15,  o.s.  = Po 
- 20  (5.5),  C = 0.18. 

In  view  of  the  low  c values  the  treatment  was 
changed  to  2%  Isopto-carpine  (pilocarpine  Hcl) 
q.i.d.  anticipating  future  necessary  adjustment. 

Discussion 

These  two  clinical  observations  emphasize 
the  intricacy  in  the  diagnosis  of  the  so  called 
“low-tension  glaucoma.”  It  is  erroneous  to 
make  the  diagnosis  only  on  the  appearance 
of  the  optic  disc.  Even  defects  in  the  visual 
fields  are  not  always  typical,  as  demon- 
strated in  the  first  patient.  The  pronounced 
loss  of  color  perception  in  this  case  was 
more  characteristic  for  field  changes  of  optic 
atrophy  than  for  field  changes  of  glaucoma. 
Regular  tonograms  and  tonograms  after 
W.P.T.  prove  to  be  of  great  diagnostic  value 
in  doubtful  cases.  Intensive  study  of  the 
metabolism  and  the  function  of  the  optic 
nerve  will  contribute  to  a more  and  more 
rational  approach  in  the  diagnosis  and  treat- 
ment of  this  treacherous  disease.  Most  au- 
thors agree  that  the  determination  of  abso- 
lute values  in  intraocular  tension  is  not 
practical  and  that  the  limiting  pressure 
which  the  individual  nerve  can  withstand 
without  increasing  damage  is  occasionally 
much  lower  than  so-called  normal  border- 
line values,  especially  in  the  presence  of 
vascular  changes  in  the  optic  nerve.  Fur- 
ther loss  can  only  be  prevented  if  the  intra- 
ocular tension  is  maintained  on  really  low 
levels.  The  same  is  true  for  individuals 
with  systemic  hypertension  and  chronic 
glaucoma.  Continuous  revaluation  of  the 
intraocular  pressure  during  treatment  with 
bloodpressure  depressants  is  indicated  be- 
cause of  the  delicate  balance  in  between  the 
arteries  supplying  the  optic  nerve  and  toler- 
able intraocular  tension.  Progression  of 
glaucomatous  field  loss  in  apparently  well 
controlled  cases  have  been  described  while 
the  systemic  blood  pressure  was  consider- 
ably lowered  by  specific  medication. 

Summary 

(1)  Two  cases  of  socalled  low  tension 
glaucoma  were  reported.  The  main 


discriminating  diagnostic  points  were 
outlined. 

(2)  Some  pertinent  data  from  the  litera- 
ture was  reviewed. 
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Discussion 

J.  WESLEY  McKINNEY,  M.D.,  (Memphis) 

I would  like  to  express  my  appreciation  to  Dr. 
Deutsch  for  asking  me  to  discuss  this  important 
subject. 

The  question  of  low-tension  glaucoma  has  occu- 
pied ophthalmology  for  many  years,  and  as  far  as 
I can  see,  it  has  not  really  been  decided  that  it  is 
a definite  entity.  Dr.  Deutsch  has  quoted  Red- 
slob who  reported  that  he  found,  in  some  60  cases 
examined  at  autopsy,  sclerosis  of  the  capillaries 
and  small  arterioles  in  the  optic  nerve.  This  seems 
to  be  the  primary  pathologic  change  in  the  condi- 
tion under  discussion.  It  does  not  seem,  or  at 
least  is  hard  to  conceive,  that  a tension  of  16 
could  produce  optic  atrophy  and  depression  of  the 
optic  nerve  as  we  see  it  in  these  cases. 

It  seems  to  me  more  probable  that  the  findings 
associated  with  the  so-called  low-tension  glaucoma 
are  a part  of  arteriosclerosis  and  senescence  of 
tissue,  just  as  the  many  other  relaxations  and 
degenerations  of  tissue  that  take  place  in  other 
parts  of  the  body  with  aging.  Certainly  the  more 
rigid  blood  vessels  of  arteriosclerosis  should  resist 
pressure  better  than  more  elastic  blood  vessels, 
the  blood  pressure  being  the  same.  It  has  been 
proved  a good  many  times  that  in  the  presence  of 
increased  blood  pressure  the  blood  vessels  of  the 
retina  and  the  optic  nerve  withstand  a greater 
intraocular  pressure  without  deterioration  than 
with  normal  blood  pressure. 

It  is  a good  observation  of  Dr.  Deutsch  that  if 
blood  pressure  is  suddenly  lowered,  a profound 
effect  on  vision  may  be  produced  in  some  cases. 

The  work  of  Dr.  Becker  has  brought  to  our  at- 
tention the  importance  of  Po/C  ratio  in  interpret- 
ing the  tonographic  tracings,  particularly  in  bor- 
derline cases  wherein  there  is  question  of  the  di- 
agnosis of  glaucoma.  On  the  other  hand,  when 
the  pressure  is  in  the  neighborhood  of  16-17-18,  it 
seems  to  me  that  even  though  the  Po/C  ratio  is 
over  100,  the  diagnosis  must  remain  conjectural. 

I recall  that  some  years  ago  Dr.  E.  C.  Ellett  re- 
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ported  a series  of  cases  from  his  long  experience, 
in  some  of  them  he  operated  and  in  others  did 
not.  He  did  trephinings,  and  the  tension  was 
lowered  very  markedly  but  the  course  was  no  dif- 
ferent in  those  operated  upon  and  those  not  oper- 
ated upon.  Therefore,  lowering  the  tension  did 


not  arrest  the  deterioration  of  the  optic  nerve. 

I must  say,  however,  although  I am  uncon- 
vinced, that  low-tension  glaucoma  is  a real  entity, 
and  that  faced  with  a deteriorating  field  and  cup- 
ping of  the  disc,  I use  miotics  to  reduce  the  tension 
just  as  Dr.  Deutsch  does. 
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CONFERENCE 


Vanderbilt  University  Hospital* 

Meningitis  and  Focal  Neurologic  Findings 

A 39  year  old  white  insurance  salesman 
was  admitted  to  Vanderbilt  University  Hos- 
pital on  February  21,  1953  with  a chief  com- 
plaint of  headache. 

The  paitent’s  wife  stated  that  he  had  not  felt 
up  to  par  for  6 months  and  that  he  had  shown 
some  mentative  change  in  recent  weeks.  The  pa- 
tient believed  he  was  in  good  health  until  12  days 
prior  to  admission  when  he  noted  the  onset  of 
occipital  and  parietal  headache  which  was  ac- 
companied by  a stiff  neck  and  steadily  increased 
over  a 3 day  period.  Nine  days  prior  to  admis- 
sion he  was  admitted  to  another  hospital  where  a 
lumbar  puncture  revealed  turbid  cerebrospinal 
fluid  containing  8,200  white  blood  cells  per  cmm., 
88  per  cent  of  which  were  polymorphonuclear 
leukocytes  and  12  per  cent  monocytes.  A smear 
and  culture  were  reportedly  negative.  There 
were  no  reports  on  cerebrospinal  fluid  protein  or 
sugar  determinations.  A repeat  lumbar  pucture 
the  following  day  had  revealed  825  cells  per  cmm. 
with  92  per  cent  polys  and  8 per  cent  monocytes. 
A smear  was  said  to  have  revealed  gram  negative 
cocci,  but  cultures  were  negative. 

During  this  hospitalization  he  received  5 to  7 
grams  of  sulfadiazine  and  600,000  units  of  peni- 
cillin daily.  Repeat  lumbar  punctures  yielded 
cerebrospinal  fluid  with  white  cell  counts  of  231 
to  5,120  per  cmm.  The  last  differential  leukocyte 
count  showed  92  per  cent  polymorphonuclear 
granulocytes  and  8 per  cent  monocytes.  Cerebro- 
spinal fluid  protein  was  108  mgm.  per  cent.  While 
in  the  outside  hospital  the  patient  continued  to 
have  severe  headaches  requiring  heavy  sedation 
for  relief.  He  remained  well  oriented  but  drowsy, 
and  according  to  his  wife  his  temperature  never 
rose  above  100°  F.  The  patient  also  reported  pro- 
gressive hearing  loss  in  the  left  ear. 

The  past  history  was  unremarkable.  A chest 
x-ray  taken  2 years  previously  was  reportedly 
negative. 

Physical  examination  on  admission  to  Vander- 
bilt University  Hospital  revealed  a blood  pressure 
of  140/80  mm.  Hq.,  a pulse  of  70  per  minute,  res- 
pirations 18  per  minute,  and  temperature  98°  F. 
The  patient  was  a well-developed,  oriented,  le- 
thargic white  male  complaining  of  headache. 
There  were  no  skin  or  mucus  membrane  lesions. 
The  pupils  were  round,  regular,  equal,  and  re- 
acted to  light  and  accommodation.  The  fundi 
showed  poorly  defined  disc  margins  but  no  frank 
papilledema,  hemorrhages,  or  vessel  changes. 


*Departments  of  Medicine  and  Pathology,  Van- 
derbilt University  School  of  Medicine,  Nashville, 
Tennessee. 


Hearing  appeared  impaired  in  the  left  ear,  but 
the  ear  drums  were  intact.  There  was  no  local 
or  generalized  lymph  node  enlargement.  The 
lungs  were  clear  to  percussion  and  auscultation. 
The  heart  appeared  normal  in  size,  and  a soft 
apical  systolic  murmur  was  audible.  The  abdo- 
men was  non-tender  and  no  organs  or  masses  were 
palpable.  Neurological  examination  by  one  ob- 
server showed  a possible  right  facial  weakness 
and  deviation  of  the  tongue  to  the  left,  but  these 
findings  were  not  noted  on  subsequent  examina- 
tions. There  were  obvious  signs  of  meningeal  ir- 
ritation with  a rigid  neck,  and  Kernig  and  Brud- 
zinski  signs  were  positive. 

Laboratory  studies: 

Urine:  Sp.  Gr.  1.011,  pH  5.5,  albumin — negative, 
sugar — negative.  Microscopic — 1-3  WBC’s  and 
4-8  RBC’s 

Blood:  Hemoglobin  11.3  gms.  %,  Hematocrit  38%, 
Corrected  sedimentation  rate  29  mm.  per  hr., 
Fasting  blood  sugar  81  mg.  %,  Total  serum  pro- 
teins 6.9  gms.  %,  with  an  albumin/globulin  ratio 
of  4/2.9,  Non-protein  nitrogen  28  mg.  %,  Cl  93 
milliequivalents  per  liter,  Kahn — negative.  WBC 
16,300  with  71%  segs,  1%  eos,  3%  basos,  14% 
lymphs,  and  11%  monos. 


Stool:  negative  x 

2 for 

blood 

CSF: 

Chlo- 

Hosp. Day 

Prot. 

Sug. 

Cells 

Polys  Mono 

rides 

1 

246 

24 

810 

Pred 

$ 

113.4 

2 

278 

24 

2000 

Pred* 

109.8 

3 

205 

26 

33 

67 

5 

218 

302 

32 

68 

7 

238 

44 

78 

10 

284 

32 

780 

65 

35 
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Pressure  fluctuated  between  200-600  on  each 
tap. 

Serology — negative  Mastic — 1 + 1 + 1+00 
Chest  x-ray:  Moderate  bilateral  apical  thickening 
with  minimal  changes  of  fibrosis. 

Bacteriology:  Blood  culture  x 1 — negative,  two 
24  hour  urines  for  tubercle  bacilli  negative  on 
smear  and  culture.  Cerebrospinal  fluids  on  day 
2,  3,  5,  7 negative  on  smear,  culture,  and  guinea 
pig  inoculation  for  tubercle  bacilli.  However, 
on  day  2 after  4 hours  searching,  2 acid  fast 
organisms  were  seen.  Routine  smears  and  cul- 
tures and  fungus  cultures  were  negative.  No 
India  ink  preps  are  reported. 

Course  in  the  Hospital: 

The  patient  started  on  sulfadiazine,  6 grams 
daily  by  mouth,  plus  penicillin,  600,000  daily; 
streptomycin,  2 grams  daily;  and  isoniazid,  300 
mgm.  per  day.  On  days  4,  6,  8,  and  10  he  re- 
ceived 50  mgm.  streptomycin  sulfate  intrathecally. 
During  the  first  7 days  of  hospitalization  the  pa- 
tient remained  febrile  to  101°,  but  his  tempera- 
ture declined  toward  normal  during  the  last  3 
days  of  his  life.  There  appeared  to  be  significant 
increase  in  alertness,  appetite,  and  decreased 
headache  over  the  first  9 days.  Neurological  ex- 
amination remained  unremarkable.  On  the  night 
of  the  tenth  hospital  day  the  patient  became  com- 
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bative  and  delirious.  The  following  day  he  vom- 
ited then  lapsed  into  coma.  At  this  time  the  left 
pupil  was  noted  to  be  irregular  and  reacted  min- 
imally to  light.  The  right  pupil  was  dilated  and 
fixed.  The  patient  was  completely  unresponsive, 
with  flaccid  neck  and  extremities,  and  no  left  arm 
reflexes  could  be  obtained.  During  the  next  4 
hours  the  respiratory  rate  declined,  breathing  be- 
came periodic,  and  the  patient  expired. 

Discussion 

DR.  DAVID  E.  ROGERS:  We  are  pre- 
sented today  with  a problem  which  appears 
deceptively  simple.  A 39  year  old  man  with 
obvious  meningitis  which  did  not  respond 
satisfactorily  to  antimicrobial  therapy  died 
after  10  days  in  the  hospital.  The  important 
features  of  this  illness  about  which  we 
might  orient  our  discussion  would  seem  to 
be  the  following: 

1.  The  obvious  meningitis. 

2.  The  findings  of  turbid  spinal  fluid  con- 
taining large  numbers  of  polymorpho- 
nuclear leukocytes  on  initial  lumbar 
puncture. 

3.  A definite  leukocytosis. 

4.  The  persistently  low  cerebrospinal 
sugar  and  elevated  cerebrospinal  fluid 
pressure. 

5.  The  shifting  cerebrospinal  leukocyte 
count  ranging  from  70  to  2,000  cells 
with  a varying  predominance  of  poly- 
morphonuclear leukocytes  and  mono- 
cytes. 

Before  focusing  on  the  obvious  menin- 
gitis, let  us  put  the  known  features  in  this 
case  together  in  another  way,  ignoring  the 
meningeal  signs.  A middle  aged  male  be- 
gan to  feel  unwell  6 months  prior  to  ad- 
mission. His  wife  noted  some  mentative 
changes.  He  developed  headache  and  de- 
crease in  hearing  in  the  left  ear.  On  exam- 
ination he  showed  early  optic  nerve  head 
changes,  left  sided  hearing  loss,  possible  left 
tongue  weakness,  and  a terminal  left  hemi- 
paresis.  Viewed  in  this  way  the  story 
strongly  suggests  a space  occupying  lesion 
within  the  brain. 

Now  let  us  return  to  a consideration  of 
the  abnormal  cerebrospinal  fluid  findings. 
In  thinking  about  patients  with  meningitis, 
elevated  cerebrospinal  fluid  pressures  and 
proteins  do  not  aid  me  in  differentiating  one 
form  from  another.  Of  more  differential 
help  are:  a)  the  gross  finding  of  cloudy, 
purulent,  or  turbid  spinal  fluid,  b)  low  cere- 


brospinal fluid  sugar  values.  It  takes  above 
500  leukocytes  per  cmm.  to  produce  a cloudy 
spinal  fluid.  It  has  been  my  general  dictum 
that  when  one  observes  turbid  or  cloudy 
spinal  fluid  on  initial  lumbar  puncture  it 
should  be  assumed  that  bacterial  meningitis 
is  present.  The  low  cerebrospinal  fluid 
sugar  also  suggests  the  presence  of  infection 
of  an  acute  or  chronic  nature,  although  cer- 
tain other  possibilities  should  be  enter- 
tained. In  considering  the  present  case  I 
believe  that  we  must  consider  two  general 
disease  categories: 

1.  That  this  patient  had  a pyogenic 
meningitis  arising  under  circumstances 
which  prevented  the  usual  response  to 
antimicrobials. 

2.  That  this  patient  had  a chronic  menin- 
geal syndrome  associated  with  a low 
spinal  fluid  sugar.  The  following  dis- 
ease processes  which  will  produce  this 
syndrome  require  consideration: 

a)  tuberculous  meningitis 

b)  fungal  meningitis  caused  by  Crypto- 
coccus neoformans  or  Histoplasma 
capsulatum 

c)  meningovascular  syphilis. 

d)  carcinoma,  lymphoma,  or  brain  tu- 
mor with  secondary  neoplastic  in- 
volvement of  the  meninges. 

e)  sarcoidosis  of  the  meninges  or  sub- 
arachnoid bleeding. 

All  of  these  disease  entities  are  associated 
with  the  findings  suggesting  meningitis.  All 
can  produce  marked  reduction  in  cerebro- 
spinal fluid  sugar  values.  Let  us  consider 
how  each  of  these  possibilities  fits  the  pres- 
ent picture. 

1.  Pyogenic  meningitis.  Clearly  this  pa- 
tient’s course  was  not  typical  of  the  usual 
pyogenic  meningitis  arising  in  males  in  this 
age  group.  Pneumococci,  staphylococci, 
and  meningococci  are  the  common  etiologic 
agents.  Although  the  initial  cerebrospinal 
fluid  findings  were  very  suggestive  of  pyo- 
genic infection,  the  absence  of  high  fever 
and  the  lack  of  response  to  antimicrobials 
seems  puzzling.  The  therapy  administered 
may  have  been  inadequate.  However,  this 
relative  refractoriness  to  therapy  could  also 
be  explained  on  another  basis.  This  man 
may  have  developed  a relatively  silent 
brain  abscess  with  late  extension  to  the 
meninges.  Such  a focal  pyogenic  lesion  in 
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the  central  nervous  system  might  perpetu- 
ate his  meningeal  signs,  might  not  respond 
to  antimicrobial  therapy,  and  could  explain 
the  persistently  elevated  pressure,  the  vary- 
ing cellular  response,  and  the  focal  signs 
noted  prior  to  death.  We  will  return  to 
this  possibility. 

2.  Tuberculous  meningitis.  The  chronic 
course,  the  failure  to  respond  promptly  to 
antimicrobials  are  compatible  with  such  a 
process.  A tuberculoma  in  the  brain  stem 
could  explain  the  focal  findings.  Against 
this  possibility  is  the  fact  that  tuberculous 
meningitis  in  this  age  group  is  usually  seen 
in  association  with  obvious  tuberculosis 
elsewhere.  Furthermore,  the  negative  cul- 
tures and  guinea  pig  inoculations,  and  the 
persistence  of  large  numbers  of  polymor- 
phonuclear leukocytes  in  the  spinal  fluid 
make  me  believe  this  disease  is  unlikely. 

3.  Fungal  meningitis.  Cryptococcus  neo- 
formans  can  produce  such  a chronic  menin- 
geal syndrome,  and  it  is  sometimes  difficult 
to  find  these  microorganisms  in  the  cerebro- 
spinal fluid  where  they  are  often  confused 
with  red  cells  or  lymphocytes.  Neverthe- 
less, it  has  been  my  experience  that  crypto- 
coccal  meningitis  rarely  arises  in  patients 
who  are  otherwise  well.  At  least  50  to  60 
per  cent  of  cryptococcal  disease  is  seen 
in  patients  with  Hodgkins  disease,  other 
lymphomas,  sarcoidosis,  or  disease  of  the 
reticuloendothelial  system.  Furthermore, 
cryptococci  are  readily  grown  on  culture. 
The  negative  fungal  cultures  would  rule 
against  this.  Last  year  at  this  conference 
we  discussed  a patient  with  the  chronic 
meningeal  syndrome  and  low  spinal  fluid 
sugars  who  was  found  to  have  histoplas- 
mosis of  the  central  nervous  system.  The 
absence  of  diffuse  findings  in  the  chest  and 
abdomen  would  make  the  possibility  of  his- 
toplasmosis seem  unlikely,  although  no  skin 
tests  were  performed  on  this  man. 

3.  Acute  meningovascular  syphilis.  I men- 
tion this  possibility  to  make  you  aware  of 
the  fact  that  this  syndrome  can  produce  low 
cerebrospinal  fluid  sugars.  This  possibility 
is  adequately  eliminated  by  the  negative 
blood  and  cerebrospinal  fluid  serology. 

4.  Carcinomatous  or  lymphomatous  in- 
volvement of  the  meninges.  The  possible 
presence  of  a space  occupying  lesion,  the 
suggestive  long  history  of  ill  health,  the  fo- 


cal signs,  and  the  low  spinal  fluid  sugar  all 
suggest  the  possibility  of  a malignancy  with 
meningeal  involvement.  There  are,  how- 
ever, certain  features  in  the  history  and  the 
findings  which  I believe  make  this  unlikely. 
First,  the  abrupt  onset  of  meningeal  signs 
would  be  atypical  in  slowly  progressing 
tumorous  involvement.  Secondly,  the  find- 
ing of  large  numbers  of  polymorphonuclear 
leukocytes  in  the  cerebrospinal  fluid  has 
not  to  my  knowledge  been  reported  in  this 
situation.  Thirdly,  we  have  no  evidence  of 
any  primary  lymphoma  or  tumor  outside 
the  central  nervous  system. 

5.  Other  syndromes  associated  with  low 
cerebrospinal  fluid  sugar.  It  might  be 
pointed  out  that  patients  with  sarcoid  with 
meningeal  involvement  and  some  patients 
with  subarachnoid  bleeding  show  low  cere- 
brospinal fluid  sugars.  There  is  nothing  to 
suggest  either  of  these  possibilities,  and 
they  need  not  be  further  considered. 

In  making  a final  diagnosis,  I have  de- 
cided to  remain  with  my  original  dictum — 
that  cloudy  cerebrospinal  fluid  with  high 
polymorphonuclear  leukocytic  response 
means  the  presence  of  bacterial  infection  of 
the  meninges.  In  making  such  a diagnosis, 
I must  explain  the  lack  of  response  to  anti- 
microbials, the  shifting  findings  in  the  cere- 
brospinal fluid,  the  persistently  high  cere- 
brospinal fluid  pressure,  and  the  focal  find- 
ing appearing  on  the  last  day  of  life.  I 
believe  all  these  signs  and  symptoms  can 
be  explained  by  the  presence  of  a single  or 
perhaps  multiple  brain  abscesses. 

I am  inclined  to  believe  that  the  early 
loss  of  hearing  in  the  left  ear  is  an  impor- 
tant clue.  Prior  to  the  days  of  antimicro- 
bials, mastoiditis  with  subsequent  involve- 
ment of  the  temporal  lobe  represented  the 
most  common  cause  of  brain  abscess  forma- 
tion. A large  abscess  in  the  temporal  lobe 
could  explain  the  pupillary  findings  and 
possibly  the  involvement  of  the  left  cranial 
twelfth  nerve.  However,  we  are  then  faced 
with  some  incompatible  neurologic  signs. 
This  patient  developed  a left  hemiparesis 
and  possibly  a right  cranial  seventh  nerve 
weakness.  Two  possibilities  come  to  mind, 
a)  that  this  patient  had  multiple  brain  ab- 
scesses, b)  that  he  did  have  a left  temporal 
lobe  lesion  which  pressed  the  cerebral  pe- 
duncle against  the  skull  on  the  opposite 
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side,  resulting  in  an  ipsilateral  hemiparesis. 

My  final  diagnoses  would  be: 

1.  Pyogenic  brain  abscess  secondary  to 
acute  mastoiditis,  probably  multiple, 
possibly  a single  large  abscess  in  the 
left  temporal  area. 

2.  Secondary  rupture  into  the  subarach- 
noid space  causing  a pyogenic  menin- 
gitis. I believe  staphylococci,  pneumo- 
cocci, or  gram  negative  bacilli  repre- 
sent the  most  likely  etiologic  agents. 

Pathology  Discussion — Dr.  John  L.  Shapiro 

The  body  (V-53-50)  other  than  the  central 
nervous  system  was  actually  free  of  re- 
markable findings.  There  was  an  apical 
scar  in  the  lung  but  no  evidence  of  activity 
in  this  particular  lesion.  The  heart  was 
normal  in  size  and  the  valves  showed  no 
vegetations,  a fact  of  some  importance  in 
light  of  our  findings  in  the  central  nervous 
system.  The  lungs  were  free  of  suppura- 
tive disease  or  any  evidence  of  recent  in- 
volvement by  such  a process.  I have  just 
re-examined  all  the  sections  in  the  hope 
that  I might  uncover  a focus  of  suppuration 
somewhere  in  the  different  organs  that 
might  serve  as  the  primary  source  of  in- 
fection for  the  central  nervous  system.  This 
search  has  been  futile. 

Examination  of  the  central  nervous  sys- 
tem revealed  that  the  brain  was  under  con- 
siderable pressure.  When  the  dura  was  in- 
cised it  bulged  and  there  was  flattening  of 
the  gyri  as  is  evident  on  the  photographs 
that  I will  show.  There  was  thought  to  be 
some  exudate  at  the  base  of  the  brain  and 
when  the  brain  was  removed  an  accumula- 
tion of  exudate  was  seen  over  the  base  of 
the  temporal  lobe  on  the  left.  Here  in  this 
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Fig.  1. 


picture  (Fig.  1)  you  can  see  an  abscess  cav- 
ity which  occupies  the  temporal  lobe  of  the 
left  side  of  the  brain.  It  involved  and  con- 
verted the  temporal  horn  of  the  left  lateral 
ventricle  into  a loculated  abscess.  Interi- 
orly you  can  see  the  proximity  and,  I sus- 
pect, actual  continuity  of  the  suppurative 
process  with  the  meninges  though  this  proc- 
ess was  localized  somewhat  by  adhesions 
over  the  cortex  in  this  area.  There  is  no 
doubt  that  this  served  to  seed  the  meninges 
with  organisms  and  resulted  in  the  pleocy- 
tosis and  other  spinal  fluid  findings  which 
were  present  in  this  case. 

In  the  other  section  of  brain  (Fig.  2)  you 


Fig.  2. 

can  see  the  distortion  of  the  brain  produced 
by  edema  in  association  with  this  abscess. 
The  tremendous  swelling  of  the  left  side  is 
evident  with  distortion  of  the  intra-cerebral 
structures.  I am  not  sure  that  there  was  a 
herniation  of  the  uncus  or  of  the  medulla 
inasmuch  as  no  such  note  is  made  in  the 
chart.  However  I would  suspect  the  pres- 
ence of  such  from  the  appearance  of  brain 
in  these  pictures.  The  meningitis  showed 
mixed  type  of  cells.  There  were  both  round 
cells  and  polymorphonuclear  leukocytes  in 
abundance  and  the  meningitis  was  not  ex- 
tremely prominent  except  in  the  immediate 
area  of  the  temporal  lobe  on  the  left. 

I am  at  a loss  to  explain  how  this  abscess 
came  to  be.  As  I indicated,  no  suppurative 
focus  was  demonstrated  elsewhere  in  the 
body.  I feel  relatively  certain,  though  not 
absolutely  sure,  that  the  dural  sinuses  were 
free  of  thrombosis.  This  statement  is  not 
specifically  made  in  the  protocol  and  I can- 
not remember  whether  this  was  done  or  not 
though  I feel  certain  that  the  dural  sinuses 
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were  opened.  No  mention  is  made  either  of 
the  mastoid  cells  on  the  left  and  whether 
examination  of  these  structures  was  carried 
out,  though  certainly  it  should  have  been 
done.  With  the  lack  of  any  penetrating 
trauma  to  the  head,  the  failure  of  demon- 
stration of  suppurative  foci  in  the  lung  or 
elsewhere  in  the  body  and  the  lack  of 
bacterial  endocarditis  we  have  eliminated 
many  of  the  foci  from  which  these  abscesses 
will  ordinarily  originate. 

The  reaction  in  the  abscess  is  suppurative 
though  there  is  not  a great  deal  of  pus  pres- 
ent— much  of  it  has  been  broken  down.  We 
were  chagrined  when  we  could  grow  no  or- 
ganism by  routine  culture,  by  fungus  cul- 
ture from  the  brain  and  the  meninges.  We 
made  attempts  to  isolate  acid  fast  organisms 
by  guinea  pig  inoculation  and  also  by  di- 
rect smears.  The  material  was  inoculated 
into  mice  and  also  on  to  the  chorio-allantoic 
membrane  of  the  chick  embryo  as  well  as 
into  the  yolk  sac  without  any  evidence  of 
growth  of  an  organism.  Therefore  we  must 
conclude  that  the  abscess  was  bacteriologi- 
cally  sterile.  I feel  relatively  certain  on  the 


basis  of  my  examination  that  this  abscess 
resulted  from  a pyogenic  infection. 

I would  judge  the  abscess  to  be  some  two 
weeks  or  more  in  duration.  I have  diffi- 
culty estimating  the  age  of  such  a lesion 
especially  when  it  gives  evidence  of  migrat- 
ing through  brain  substance  and  involving 
the  ventricle. 

The  mechanism  of  death  in  this  patient 
is  open  to  speculation,  I believe.  Assuming 
that  the  abscess  was  sterile  and  that  the 
final  event  resulted  from  progressive  en- 
largement I believe  a case  can  be  made  for 
progressive  increase  in  size  due  to  con- 
stantly increasing  osmotic  pressure.  I sus- 
pect that  the  breaking  down  exudate  would 
serve  to  attract  more  water  and  that  this 
lesion  might  in  some  ways  act  like  a sub- 
dural hematoma,  taking  up  more  fluid  in 
the  course  of  its  natural  change. 

Final  Diagnoses 

1.  Pyogenic  abscess  of  left  temporal  lobe 
of  brain  involving  temporal  horn  of 
left  ventricle. 

2.  Mild  meningitis  secondary  to  #1 

3.  Healed  apical  tuberculosis 
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The  problem  of  attendance  at  the  Tennessee  State  Medical  As- 
sociation’s annual  meeting  is  one  of  concern  to  all  of  us.  Each  year, 
new  methods  are  tried  in  an  effort  to  produce  a meeting  that  will 
appeal  to  more  physicians.  It  has  been  suggested  that  there  be 
more  entertainment  and  certainly  in  1961,  this  will  be  tried,  es- 
pecially on  the  occasion  of  the  President’s  Banquet.  Having  high 
caliber  professional  speakers  and  variations  in  the  program  is  an- 
other method  that  is  being  used.  For  the  first  time  in  a number  of 
years,  the  President  of  the  American  Medical  Association  will  ad- 
dress the  membership  during  the  annual  meeting.  All  of  these  are 
worthwhile;  however,  attendance  at  state  meetings  is  not  as  good 
it  should  be. 

As  one  looks  about  for  reasons  for  this,  it  soon  is  apparent  that  there  has  been  a 
marked  splintering  of  the  medical  profession.  The  specialty  groups  have  interests  which 
are  divergent  to  the  point  that  they  require  special  types  of  meetings.  There  are  too 
many  para-medical  groups  that  require  the  doctor’s  interest  and  these  various  interests 
dominate  more  and  more  of  the  physician’s  time. 

We  believe  that  the  policy  followed  in  our  Association  is  helpful  wherein  practically 
all  of  the  specialty  societies  have  a meeting  during  the  time  of  the  annual  meeting.  By 
this  method,  more  and  more  doctors  are  brought  to  the  meetings  of  the  State  Association. 
In  so  doing,  the  effectiveness  and  strength  of  the  organization  has  been  enhanced  rather 
markedly. 

We  are  confronted  by  many  problems  which  require  the  attention  of  all.  Orga- 
nized medicine  needs  the  aid  of  physicians  who  are  in  specialties.  After  all,  one’s  first 
obligation  is  to  medicine  in  general.  Certainly  any  specialist  can  readily  see,  I believe, 
that  his  own  future  is  definitely  linked  with  medicine  generally.  Our  county  medical 
societies,  our  state  medical  association  and  the  American  Medical  Association  are  the 
staunch  bastians  of  organized  medicine.  They  represent  the  freedom  of  practice  in  which 
we  believe.  If  any  ills  befall  medicine  generally,  the  specialists  certainly  will  be  caught 
in  the  process.  The  same  applies  to  the  general  practitioner  of  medicine.  His  future 
likewise  is  concerned  with  medicine  in  general. 

TSMA  is  the  only  organization  in  the  State  in  which  all  doctors  of  medicine,  regard- 
less of  the  type  of  work  they  are  doing,  can  belong.  Our  State  Medical  Association 
will  be  the  vanguard  to  provide  for  all  practitioners  the  best  climate  that  can  be  arranged 
for  them;  consequently,  the  help  of  all  is  needed.  It  is  the  sincere  hope  of  the  officers  of 
the  Association  that  better  attendance  at  annual  meetings  can  be  effected.  Much  time, 
effort  and  thought  has  gone  into  the  planning  of  the  1961  meeting.  I hope  you  will  plan 
to  be  in  Chattanooga  on  April  9 through  12. 

Ve^'j O ,h/[.  & . 


Ralph  O.  Rychener, 
M.D. 


President 
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THE  ROCKING  CHAIR 

For  those  who  may  not  have  seen  the  edi- 
torial review  in  a recent  issue  of  “Life”  of 
an  article  on  the  rocking  chair  from  “The 
Lancet”  or  who  do  not  partake  of  the  de- 
lightful reading  often  found  in  this  British 
medical  weekly,  we  felt  it  most  worthwhile 
to  bring  this  subject  to  your  attention. 

Although  we  speak  of  the  hustle  and  bus- 
tle of  the  twentieth  century  and  deplore 
the  constant  stresses  and  strains  of  this 
modern  life,  we  now  have  more  non- 
working time  available  than  at  any  time 
since  southern  plantations  with  countless 
slaves  were  the  way  of  life  of  the  landed 
gentry.  The  forty-hour  week  for  working 
men  and  women  has  increased  leisure  time 
and  the  work-saving  appliances  of  the  mod- 
ern home,  in  addition  to  the  prepared  and 
pre-cooked  meals  from  today’s  super  mar- 
kets, have  reduced  the  time  spent  by  house- 
wives in  home  and  kitchen  with  a resultant 
increase  in  free  time. 


One  of  the  most  delightful  means  of  re- 
laxation remembered  from  our  childhood 
was  the  rocking  chair  and,  despite  the  in- 
creased leisure  time  available,  we  believed, 
as  the  result  of  our  observations  in  patients’ 
homes,  that  the  rocker  was  on  the  way  out. 
Contrary  to  this  conviction  “Life”  states 
that  due  to  the  television  viewing  boom, 
sales  of  rocking  chairs  have  increased  now 
to  500,000  per  year.  We  suspect  these  chairs 
are  being  shipped  to  more  remote  areas, 
but  if  television  viewing  does  increase  the 
use  of  rockers,  we  promise  to  become  less 
intense  in  our  dislike  of  this  present  lazy 
fashion  in  entertainment. 

Dr.  R.  C.  Swan  who  describes  himself  as 
a general  practitioner  from  Ontario  sees 
many  more  rocking  chairs  than  we,  and  has 
been  struck  by  the  excellent  mental  and 
physical  state  of  those  who  survey  his  en- 
trance to  their  homes  from  a rocking  chair. 
His  analysis  of  the  rocking  chair’s  virtues 
justifies  the  conclusion  that  it  is  a thera- 
peutic agent  useful  to  all,  especially  our 
growing  geriatric  population. 

“It  enables  all  but  the  most  feeble  to  in- 
dulge in  limited  exercise  without  regard  to 
time  or  weather,  and  in  a dignified  manner. 

The  activity  imposed  on  forearm  and  calf 
muscles  encourages  venous  return,  and  thus 
increases  the  cardiac  output  and  circulation 
generally,  and  helps  the  absorption  of  de- 
pendent oedema. 

The  exercise  itself  promotes  respiration 
and  discourages  formation  of  hypostatic 
pulmonary  congestion. 

By  promoting  movement  it  stimulates 
muscle  tone  and  encourages  supple  joints. 

Toward  night  its  repetitive  and  sedative 
effects  encourage  sleep.  The  hypnotic  ef- 
fects of  rocking  in  infancy  are  well  known, 
but  its  value  in  the  aged  is  perhaps  less 
realized. 

‘Rocking,’  psychoanalytically  speaking, 
can  be  considered  a socially  acceptable  and 
significant  activity,  encouraging  the  indi- 
vidual to  take  part  in  home  activities  and 
to  maintain  integration  with  other  members 
of  the  family  circle.” 

Although  non-working  time  is  so  much 
greater  than  during  previous  generations, 
this  pleasurable  activity  was  much  better 
known  to  our  forefathers.  Dr.  Swan  now 
(Continued  on  page  109) 
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TO  ADDRESS  TSMA  AT  ANNUAL  MEETING 


Dr.  Ernest  B.  Howard,  assistant  executive 
vice  president  of  the  American  Medical  As- 
sociation, brings  to  his  position  a valuable 
background  in  the  field  of  medicine.  He 
has  held  an  executive  position  with  the 
AMA  since  1948. 

Born  in  Boston,  Massachusetts,  on  Febru- 
ary 5,  1910,  he  received  his  A.B.  degree  at 
Harvard  College  in  1931,  and  in  1936  was 
awarded  his  M.D.  degree  at  the  Boston  Uni- 
versity Medical  School,  completing  his  in- 
ternship in  the  Boston  City  Hospital  in  1937. 
The  Harvard  School  of  Public  Health  con- 
ferred upon  him,  in  1941,  the  Master  of 
Public  Health  Degree. 

Dr.  Howard  served  as  director  of  the  Di- 
vision of  Venereal  Disease  Control,  Massa- 
chusetts Department  of  Public  Health  from 
1940  to  1942.  Entering  the  Army  during 
the  latter  year,  as  a medical  officer,  he  be- 
came assistant  director  of  the  Army’s  ve- 
nereal disease  program.  He  served  in  that 
capacity  until  his  return  to  inactive  status 
in  1945. 

When  the  United  States  Department  of 
State  sent  a health  mission  to  Peru  in  1946- 
47,  Dr.  Howard  was  chosen  as  its  chief.  In 
recognition  of  his  service,  he  received  Peru’s 
highest  decoration,  the  Order  of  the  Sol. 

Dr.  Howard  will  address  the  membership 
of  the  Tennessee  State  Medical  Association 
on  Monday  morning,  April  10.  His  subject 
will  be  “MEDICINE  AND  PRESIDENT 
KENNEDY.” 


ERNEST  B.  HOWARD,  M.D. 


E.  VINCENT  ASKEY,  M.D. 


Dr.  E.  Vincent  Askey,  Los  Angeles,  Cali- 
fornia, the  114th  President  of  the  American 
Medical  Association,  will  be  a featured  guest 
speaker  at  the  annual  meeeting  on  Monday, 
April  10th. 

Dr.  Askey’s  brother,  Lieut.  H.  L.  Askey, 
was  severely  wounded  at  St.  Mihiel  in 
World  War  I,  and  spent  his  last  days  in  Los 
Angeles.  Had  it  not  been  for  his  love  and 
affection  for  his  brother,  Dr.  Askey  might 
have  settled  in  Pennsylvania. 

It  was  in  Pennsylvania  where  he  had 
gone  to  high  school,  played  football  with 
the  state  high  school  champions,  and  then 
on  to  Allegheny  College,  and  later  to  the 
University  of  Pennsylvania  where  he  re- 
ceived his  M.D.  degree  in  1921. 

He  spent  his  internship  and  residency  at 
the  Hospital  of  The  Protestant  Episcopal 
Church  and  Kensington  Hospital  for  Women 
in  Philadelphia  during  the  next  two  years. 
Certified  by  the  American  Board  of  Surgery, 
he  later  became  a fellow  of  the  American 
College  of  Surgeons. 

He  is  probably  the  only  practicing  phy- 
sician who  has  ever  held  major  offices  in 
his  county,  state,  and  national  medical  as- 
sociations. He  served  as  president  of  both 
the  Los  Angeles  County  and  California  State 
Medical  Associations.  For  four  years  he  was 
vice  speaker  of  the  California  Medical  As- 
sociation’s House  of  Delegates. 

Dr.  Askey  will  address  the  membership 
of  the  Tennessee  State  Medical  Association 
on  Monday  morning,  April  10th.  His  sub- 
ject will  be  “NOT  UPON  A FEW,  BUT 
UPON  ALL.” 
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Special  Section 

SCIENTIFIC  PROGRAM 
OF  THE  126TH  ANNUAL  MEETING 
OF  THE 

TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

General  Information 

In  this  pi'ogram  is  detailed  information  on  the 
1961  Annual  Meeting  of  the  Tennessee  State 
Medical  Association  in  Chattanooga,  April  9-12, 

1961. 


\ Registration 

The  registration  desk  will  be  located  on  the 
Mezzanine  floor  of  the  Read  House.  All  members, 
visiting  speakers,  interns,  residents,  and  guests  are 
urged  to  register.  Admission  to  all  sessions  and 
to  the  exhibits  is  by  a badge  secured  at  the  regis- 
tration desk.  There  is  no  registration  fee.  Pro- 
grams for  all  activities  during  the  annual  meeting 
are  available  at  the  registration  desk.  Those  eli- 
gible to  register  are  members  of  the  Tennessee 
State  Medical  Association;  physicians  from  other 
states  who  are  members  of  their  respective  State 
Medical  Society;  residents,  interns,  and  medical 
students. 

Miss  Willard  Batey 
Chief  Registrar 

l Registration  Hours 

Sunday,  April  9 — 10:00  A.M.  (Special  Regis- 
tration for  Members  of  the  House  of  Delegates 
from  10:00  A.M.  to  1:00  P.M.)  Advance  registra- 
tion for  Exhibitors  and  Early  Arrivers  will  be 
conducted  from  3:00  P.M.  to  5:00  P.M. 

Monday,  April  10 — 8:00  A.M.  to  5:00  P.M. 

Tuesday,  April  11 — 8:00  A.M.  to  5:00  P.M. 

Wednesday,  April  12 — 8:00  A.M.  to  12:00  Noon 


y Annual  Meeting  Headquarters 

Headquarters  are  in  the  Read  House  where 
many  activities  are  scheduled.  Practically  all  of 
the  specialty  societies  will  conduct  their  meetings 
concurrently  with  TSMA  in  the  Read  House  and 
at  the  Patten  Hotel. 


y TSMA  Headquarters  Office 

Rooms  262-263  and  264  located  on  the  Mezzanine 
floor  of  the  Read  House  will  be  the  headquarters 
of  TSMA  during  the  meeting.  A member  of  the 
staff  will  be  available  to  assist  you  at  all  times 
Members  of  the  House  of  Delegates,  Officers,  and 
Reference  Committee  Chairmen  can  secure  secre- 
tarial help  when  needed.  Your  headquarters  staff 
is  available  to  assist  you  in  your  needs. 

J.  E.  Ballentine,  Executive  Director 
Jack  Drake,  Public  Service  Director 
C.  P.  Maguire,  Administrative  Assistant 
Miss  Willard  Batey,  Records  and  Bookkeeper 
Mrs.  Doris  Darrow,  Secretary 
Mrs.  Jean  Ragsdale,  Secretary 

^ President’s  Banquet  and  Social  Hour 

The  President’s  Banquet  will  be  preceded  by  a 
Social  Hour  sponsored  by  the  Tennessee  State 
Medical  Association,  beginning  at  6:00  P.M.  on 


Monday  evening,  April  10th.  The  Social  Hour 
will  be  conducted  in  the  Continental  Room  at  the 
Reed  House  and  the  Banquet  will  follow  at  7:00 
P.M.  in  the  Ballroom.  Tickets  are  available  at 
the  registration  desk. 

Message  Center — Emergency  Telephones 
Chattanooga — AM  7-7546  and  AM  7-7547 

Telephone  service  will  be  installed  for  your  con- 
venience in  the  Message  Center  on  the  Mezzanine 
Floor  of  the  Read  House.  In-coming  emergency 
calls  for  those  attending  the  meeting  will  be  han- 
dled. You  will  be  notified  of  your  call  by  a “flash 
screen”  in  the  Auditorium  of  the  General 
Scientific  Meetings  and  you  will  be  paged  when 
necessary.  Notify  your  secretary  or  patients  to 
contact  you  during  the  annual  meeting  at  the 
TSMA  Emergency  Numbers — Chattanooga — 

AM  7-7546  and  AM  7-7547 


l Banquet  Tickets 

Tickets  to  the  Social  Hour  and  President’s  Ban- 
quet will  be  available  at  the  registration  desk. 
Tickets  to  specialty  society  luncheons  and  ban- 
quets, as  well  as  the  Woman’s  Auxiliary  affairs, 
can  be  obtained  from  their  respective  registration 
desks.  Purchase  your  tickets  at  the  time  of  regis- 
tration. The  number  that  can  be  accommodated  is 
limited. 

^ Woman’s  Auxiliary 

The  Woman’s  Auxiliary  of  TSMA  will  conduct 
all  phases  of  its  Annual  Meeting  in  the  Patten 
Hotel.  The  registration  desk  for  the  Auxiliary  will 
be  located  in  the  lobby  and  all  Committee  Meet- 
ings, Board  Meetings  and  the  General  Sessions 
will  be  conducted  at  the  Patten  Hotel. 

^ House  of  Delegates 

The  first  meeting  of  the  House  will  be  held  on 
Sunday,  April  9th,  beginning  at  1:00  P.M.  in  the 
Ballroom  of  the  Read  House.  The  second  session 
will  be  conducted  on  April  11th,  beginning  at 
9:00  A.M.  in  the  Continental  Room  at  the  Read 
House. 

^ General  Scientific  Meeting 

The  General  Scientific  Meetings  of  TSMA  will 
be  conducted  from  9:00  A.M.  until  12:00  Noon  on 
the  mornings  of  April  10-11-12  in  the  Ba'lroom  of 
the  Read  House. 

\ Specialty  Societies 

Fourteen  specialty  societies  have  arranged  to 
conduct  their  meetings  concurrently  with  the  Ten- 
nessee State  Medical  Association.  The  scientific 
and  business  sessions  of  the  specialty  societies  will 
be  conducted  in  the  afternoons  of  April  9-10-11- 
12.  See  details  in  the  program  listed  under  each 
of  these  days. 

y Technical  Exhibitors 

The  Technical  Exhibitors  will  be  located  in  the 
Main  Lobby  and  on  the  Mezzanine  floor  of  the 
Read  House  and  may  be  visited  each  day  of  the 
annual  meeting  beginning  on  Monday,  April  10 
from  9:00  A.M.  until  5:00  P.M.  and  on  Wednesday, 
April  12  from  9:00  A.M.  until  12:00  Noon.  The 
exhibits  are  an  important  part  of  the  126th  annual 
meeting  and  each  physician  will  be  well  repaid 
by  spending  some  time  inspecting  them.  The  ex- 
hibits will  display  many  educational  features  of 
the  medical  supply  world. 
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ANNOUNCEMENTS 

AND 

SPECIAL  MEETINGS 

President’s  Banquet 

Read  House 

Monday,  April  10 — 7:00  P.M. 

(Social  Hour— 6:00  P.M.) 

Sponsored  by  TSMA  and  conducted  in  the 
Continental  Room  of  the  Read  House 

Ralph  O.  Rychener,  M.D.,  President,  Presiding. 

Guest  Speaker — Mr.  Edmund  H.  Harding,  Wash- 
ington, N.  C. 

Introduction  of  President-Elect— W.  O.  Vaughan, 
M.D. 

Special  Awards: 

Presenting  Tennessee’s  outstanding  physician  of 
the  year,  by  Joseph  W.  Johnson,  Jr.,  M.D., 
Speaker  of  House  of  Delegates. 

Presenting  Health  Project  Contest  Winner  by 
W.  O.  Vaughan,  M.D.,  Chairman,  Board  of 
Trustees. 

Presenting  award  to  Miss  Brenda  Lisle,  Chatta- 
nooga, Winner  of  the  National  Science  Fair 
Award. 

☆ 


Tuesday,  April  11 

9:30  A. M. -4:00  P.M.  Arts  and  Crafts  Exhibit 

— Parlors  D and  E 

4:00  P.M.  Reclaim  entries  from 

Arts  and  Crafts  Exhibit 

Board  of  Trustees  Meeting 

The  TSMA  Board  of  Trustees  will  meet  in 
Parlor  B of  the  Read  House  at  9:00  A.M.  on 
Wednesday,  April  12. 

Scientific  Exhibits 

Any  scientific  exhibits  presented  will  be  dis- 
played on  the  Mezzanine  floor  of  the  Read  House. 

Technical  Exhibits 

The  exhibits  are  located  on  the  Main  Lobby  and 
Mezzanine  floor  of  the  Read  House.  They  are 
open  daily  at  9:00  A.M.  These  exhibits  display 
many  educational  features  of  the  medical  supply 
world  of  interest  to  doctors. 

Public  Health  Council 

The  Public  Health  Council  will  meet  in  Parlor 
B of  the  Read  House  at  10:00  A.M.  on  Monday, 
April  10. 

Tennessee  Medical  Foundation 


Woman's  Auxiliary  to  the 
Tennessee  State  Medical  Asssociation 
April  9-10-11-12,  1961 
Patten  Hotel 

Hospitality  Room — Parlors  D and  E 
Registration 

Sunday,  April  9 — 2:00  P.M. -4:00  P.M. 

Monday,  April  10 —8:00  A.M. -2:30  P.M. 

Tuesday,  April  11 — 8:00  A.M. -12:00  Noon 

Sunday,  April  9,  1961 


2:00  P.M. -4 

:00  P.M.  Special  Committee  Meetings 

Monday,  April  10 

8:00  A.M. 

Registration 

8:30  A.M. 

Pre-Convention  Board  Meeting 
— -Parlors  F and  G 

10:00  A.M. 

Convention  Session 

6:00  P.M. 

TSMA  Social  Hour — Read  House 

7:00  P.M. 

President’s  Banquet — Ballroom 
— Read  House 

Tuesday,  April  11 

9:30  A.M. 

General  Session 
— Parlors  F-G  and  H 

12:30  P.M. 

Luncheon,  Tennessee  Room 
Patten  Hotel 

Wednesday,  April  12 

9:30  A.M. 

Post  Convention  Board  Meeting 

— Parlors  D and  E 


Arts  and  Crafts  Exhibit 

The  Arts  and  Crafts  Exhibit  will  be  in  Parlors 
D and  E of  the  Patten  Hotel.  It  is  sponsored  by 
the  Woman’s  Auxiliary  to  TSMA.  Doctors  and 
their  wives  are  urged  to  participate  in  the  exhibit. 

Monday,  April  10 

9:30  A.M. -12:00  Noon  Arts  and  Crafts  Exhibit 

— Parlors  D and  E,  Patten  Hotel 


A Dutch  Breakfast  will  be  conducted  at 
8:00  A.M.  on  Tuesday,  April  11,  in  Parlor  C of  the 
Read  House.  A membership  and  business  meeting 
will  follow. 

Tennessee  Society  of  Plastic  Surgeons 

The  Tennessee  Society  of  Plastic  Surgeons  will 
hold  their  annual  meeting  at  the  Lakeshore 
Lodge  at  2:00  P.M.  on  Sunday,  April  9,  1961.  A 
business  meeting  will  be  conducted.  There  will 
be  an  evening  social  gathering  on  the  same  date 
at  the  Lakeshore  Lodge  for  the  members,  their 
wives,  and  guests. 

Tennessee  State  Obstetrical 
and  Gynecological  Society 

All  meetings  of  the  Society  will  be  conducted 
at  the  Pan-O-Ram  Club,  located  on  Scenic  High- 
way. 

The  Luncheon  and  Business  Meeting  will  begin 
at  12:30  P.M.,  and  the  Scientific  program  will  be- 
gin at  2:15  P.M. 

Technical  Exhibits 

Technical  exhibits  for  the  1961  Annual  Meeting 
will  be  housed  on  the  mezzanine  and  main  lobby 
floors  of  the  Read  House.  The  newest  develop- 
ments in  pharmaceuticals,  equipment  and  services 
will  be  on  display,  with  full  information  available 
through  trained  and  experienced  representatives. 

Exhibits  will  be  open  daily  from  9:00  A.M.  to 
5:00  P.M.  All  physicians  will  find  their  time  well 
spent  in  visiting  the  exhibits  and  keeping  abreast 
of  what  is  new  and  useful.  Your  Attendance  Is 
Urged,  for  your  own  benefit  as  well  as  for  an  ex- 
pression of  cooperation  with  our  exhibitors. 

ABBOTT  LABORATORIES  Mezzanine 

North  Chicago,  Illinois  Booth  32 

BETAN  COMPANY,  INC.  Mezzanine 

Chattanooga,  Tennessee  Booth  16 
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Mezzanine 
Booth  39 

Main  Lobby 
Booth  18 

Mezzanine 
Booth  20 

Mezzanine 
Booth  26 

Mezzanine 
Booth  23 

Mezzanine 
Booth  35 


BRAYTEN  PHARMACEUTICAL  COMPANY 
Chattanooga,  Tennessee 

BYRNE  & COMPANY 
Chattanooga,  Tennessee 

CARNATION  COMPANY 
Los  Angeles,  California 

CHATTANOOGA  SURGICAL  COMPANY 
Chattanooga,  Tennessee 

CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 

Summit,  New  Jersey 

THE  COCA-COLA  COMPANY 
Atlanta,  Georgia 

DAIRY  COUNCILS  OF  TENNESSEE 
Bristol,  Chattanooga,  Knoxville, 

Memphis,  Nashville,  Tennessee 

THE  DICK  X-RAY  COMPANY 
Knoxville,  Tennessee 

DOHO  CHEMICAL  CORPORATION 
New  York,  New  York 

DOME  CHEMICALS,  INCORPORATED 
New  York,  New  York 

EATON  LABORATORIES,  INC. 

Norwich,  New  York 

THOMAS  A.  EDISON  INDUSTRIES 
Nashville,  Tennessee 

ELI  LILLY  AND  COMPANY 
Indianapolis,  Indiana 

FILLAUER  SURGICAL  SUPPLIES,  INC. 

Chattanooga,  Tennessee 

GEIGY  PHARMACEUTICALS  (Div.  of 
Geigy  Chemical  Corp.) 

Yonkers,  New  York 

JOHN  HANCOCK  MUTUAL  LIFE  INS.  CO 
Boston,  Massachusetts 

CHARLES  C.  HASKELL  & COMPANY 
Richmond,  Virginia 

THE  LANIER  COMPANY 
Atlanta,  Georgia 

LEDERLE  LABORATORIES  (Division 
American  Cyanamid  Company) 

Pearl  River,  New  York 

J.  A.  MAJORS  COMPANY 
Dallas,  Texas 

MASSEY  SURGICAL  SUPPLY  COMPANY,  INC.  Mezzanine 
Nashville,  Tennessee  Booth  49 

MEAD  JOHNSON  & COMPANY  Main  Lobby 

Evansville,  Indiana  Booth  6 

MEDCO  PRODUCTS  COMPANY,  INC.  Mezzanine 

Tulsa,  Oklahoma  Booth  38 

MERCK  SHARP  & DOHME  (Division  of 
Merck  & Co.,  Inc.)  Mezzanine 

West  Point,  Pennsylvania  Booth  34 

MUTUAL  BENEFIT  LIFE  INSURANCE  CO. 

( Dunn-Lemly-Sizer)  Mezzanine 

Nashville,  Tennessee  Booth  47 

PARKE,  DAVIS  & COMPANY  Mezzanine 

Detroit,  Michigan  Booth  18 


Mezzanine 
Booth  45 

Mezzanine 
Booth  14 

Mezzanine 
Booth  46 

Mezzanine 
Booth  50 

M ezzanine 
Booth  36 

Main  Lobby 
Booth  5 

Mezzanine 
Booth  48 

Mezzanine 
Booth  19 

Mezzanine 
Booth  25 

Mezzanine 
Booth  22 

Mezzanine 
Booth  I 7 

Main  Lobby 
Booth  7 

Mezzanine 
Booth  33 

Mezzanine 
Booth  I 3 


PFIZER  LABORATORIES 
Brooklyn,  New  York 

WM.  P.  POYTHRESS  & COMPANY,  INC. 
Richmond,  Virginia 

A.  H.  ROBINS  COMPANY,  INC. 
Richmond,  Virginia 

ROCHE  LABORATORIES 
Nutley,  New  Jersey 

SANDOZ  PHARMACEUTICALS 
Hanover,  New  Jersey 

SCHERING  CORPORATION 
Bloomfield,  New  Jersey 

JULIUS  SCHMID,  INCORPORATED 
New  York,  New  York 


Mezzanine 
Booth  29 

Mezzanine 
Booth  40 

Mezzanine 
Booth  31 

Main  Lobby 
Booth  I 

M ezzanine 
Booth  54 

M ezzanine 
Booth  30 

Mezzanine 
Booth  43 


G.  D.  SEARLE  & COMPANY  Mezzanine 

Chicago,  Illinois  Booth  53 

SMITH  KLINE  & FRENCH  LABORATORIES  Mezzanine 
Philadelphia,  Pennsylvania  Booth  15 

SMITH,  REED,  THOMPSON  & ELLIS  CO.  Mezzanine 

Nashville,  Tennessee  Booth  37 


SNELLS  ARTIFICIAL  LIMB  COMPANY 
Nashville,  Tennessee 


Mezzanine 
Booth  51 


E.  R.  SQUIBB  & SONS 
New  York,  New  York 

THE  STUART  COMPANY 
Pasadena,  California 

TENNESSEE  GUILD  OPTICIANS 

TSMA  PROFESSIONAL  LIABILITY  INS. 
( Malpractice) 


Main  Lobby 
Booth  3 

Mezzanine 
Booth  27 

Mezzanine 
Booth  52 

Mezzanine 
Booth  55 


THE  UPJOHN  COMPANY  Mezzanine 

Kalamazoo,  Michigan  Booth  28 

U.  S.  VITAMIN  & PHARMACEUTICAL  CORP.  Mezzanine 
New  York,  New  York  Booth  41 

VAN  PELT  & BROWN,  INC.  Mezzanine 

Richmond,  Virginia  Booth  21 

WALLACE  LABORATORIES  Mezzanine 

Cranbury,  New  Jersey  Booth  24 


VISIT  THE  EXHIBITORS 

The  general  scientific  meetings  will  be  recessed 
in  mid-mornings  for  thirty  minutes  each  day  to 
give  doctors  an  opportunity  to  visit  the  exhibitors. 

C.  P.  MAGUIRE 
Director  of  Exhibits 


☆ 


PROGRAM 
Sunday,  April  9,  1961 

1:00  P.M.  (E.S.T.) 

House  of  Delegates,  Ballroom 
Read  House — Chattanooga 
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☆ 

TENNESSEE  STATE  SOCIETY  OF 
ANESTHESIOLOGISTS 

Sunday,  April  9,  1961 
Read  House 
Parlor  E 
10:00  A.M. 

Business  Meeting 
12:00  Noon 
Luncheon 
1:00  P.M. 

SCIENTIFIC  PROGRAM 
Parlor  E 

“THE  GERIATRIC  PATIENT  — A SPECIAL 
PROBLEM” 

By.  C.  R.  Stephen,  M.D.,  Professor  of  Anesthesi- 
ology, Duke  University  School  of  Medicine, 
Durham,  North  Carolina 

☆ 

WOMAN  S AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

APRIL  9-12,  1961 
CONVENTION  HEADQUARTERS 
PATTEN  HOTEL 

% * s{c 

33rd  Annual  Convention 

***** 

Sunday,  April  9 
2:00-4:00  P.M.  Registration 
Main  Lobby,  Patten  Hotel 

Program 

2:00-4:00  P.M.  Entries  accepted  for  Arts  and 
Crafts  in  Parlors  D and  E. 

2:00-4:00  P.M.  Special  committee  meetings — 
Awards,  Revisions,  Finance,  will  be 
conducted  in  Room  914,  Patten  Ho- 
tel. 

6:30-8:30  P.M.  Executive  Committee  M e e t i n g — 
Room  914. 

Hostess  Auxiliary 

The  Woman’s  Auxiliary  of  the  Chattanooga- 
Hamilton  County  Medical  Society 

☆ 

TENNESSEE  SOCIETY  OF  PLASTIC 
SURGEONS 

Sunday,  April  9,  1961 
Lakeshore  Lodge — Chattanooga 

2:00  P.M. 

Business  Meeting 

The  Evening  Social  hour  will  be  conducted  at 
Lakeshore  Lodge  for  members,  their  wives  and 
guests. 


Monday,  April  10,  1961 
SCIENTIFIC  SESSIONS 

General  Scientific  Program 

Ballroom  Read  House 

C.  B.  Roberts,  M.D.,  Sparta 
Vice  President,  TSMA,  presiding 

9:00  A.M. 

An  Alternate  Method  of  Repair  of  Bile  Duct 
Strictures 

(Film)  a new  modification  of  a method  of  re- 
pair of  bile  duct  strictures  is  shown  in  opera- 
tions on  three  patients.  Other  methods  of  repair 
are  discussed  and  advantages  and  disadvantages 
compared.  Two  patients  are  shown  several 
years  after  hepatocholangiojejunostomy. 
Sponsored  by  James  A.  Kirtley,  Jr.,  M.D., 
Nashville 

9:30  A.M. 

Chronic  Drug  Therapy  In  Anesthesia 

By:  C.  R.  Stephen,  M.D. 

Professor  of  Anesthesiology, 

Duke  University  School  of  Medicine, 
Durham,  North  Carolina 

10:00  A.M. 

Visit  Exhibits 

10:30  A.M. 

Toxemia  of  Pregnancy 

By:  James  E.  Fitzgerald,  M.D. 

Associate  Professor  of  Obstetrics, 
Northwestern  University  Medical  School, 
Chicago,  Illinois 

11:00  A.M. 

Not  Upon  A Few,  But  Upon  All 

By:  E.  Vincent  Askey,  M.D.,  Los  Angeles,  Calif. 
President,  American  Medical  Association 

11:30  A.M. 

Medicine  and  President  Kennedy 

By:  Ernest  B.  Howard,  M.D. 

Assistant  Executive  Vice  President 
American  Medical  Association 
Chicago,  Illinois 

☆ 

SPECIALTY  SOCIETIES 

TENNESSEE  ACADEMY  OF 
GENERAL  PRACTICE 

MONDAY,  APRIL  10,  1961 

8:00  A.M. 

Registration  Main  Lobby 

SCIENTIFIC  PROGRAM 

(Category  I Credit  Approved) 

Total  7 hrs.,  TAGP  members 
Read  House 
Ballroom 

12:00  Noon 

Congress  of  Delegates 

1:00  P.M. 

Presiding:  John  L.  Armstrong,  M.D. 
President,  TAGP 

12:00-1:00  P.M.  Annual  Spring  Meeting  of  TAGP 
Congress  of  Delegates 

1:00-1:30  P.M.  Convalescent  Care  of  Rheumatic 
Fever  and  Nephritis  in  Children 

Joseph  Little,  M.D.,  Louisville, 
Ky. 
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1:30-2:00  P.M.  Fat  and  Your  Heart 

Merrill  F.  Nelson,  M.D.,  Chatta- 
nooga 

2:00-2:30  P.M.  Rheumatoid  Diseases 

Ben  J.  Alper,  M.D.,  Nashville 

2:30-3:00  P.M.  Some  Aspects  of  the  Treatment  of 
Coronary  Artery  Disease 

Philip  H.  Livingston,  M.D.,  Chat- 
tanooga 

☆ 

TENNESSEE  RADIOLOGICAL 
SOCIETY 

MONDAY,  APRIL  10,  1961 
Parlor  H,  Patten  Hotel 

12:15  P.M. 

Luncheon — Parlor  H 

PROGRAM 

1:15  P.M. 

Business  Meeting 
Scientific  Presentation: 

X-ray  Examination  of  the  Colon 

By:  Robert  C.  Pendergrass,  M.D., 

Vice  President, 

American  College  of  Radiology, 

Americus,  Ga. 

Following  the  address  of  Dr.  Pendergrass,  there 
will  be  a film  reading  session.  This  will  com- 
plete the  program.  The  session  will  be  open 
to  the  public. 

Film  Reading 

Participants  will  expertly  diagnose  films  of 
proven  cases  to  be  submitted  by  members  or 
guests.  Cases  to  be  submitted  for  diagnosis 
should  be  diagnostic  problems  and  supported  by 
films  of  good  quality. 

☆ 

TENNESSEE  STATE  OBSTETRICAL 
AND  GYNECOLOGICAL  SOCIETY 

MONDAY,  APRIL  10,  1961 
Pan-O-Ram  Club  Scenic  Highway 

GENERAL  SCIENTIFIC  MEETING 

10:30  A.M. 

(Read  House  Ballroom) 

Toxemia  of  Pregnancy 

By:  James  E.  Fitzgerald,  M.A.,  Associate  Pro- 
fessor of  Obstetrics,  Northwestern  Univer- 
sity Medical  School,  Chicago,  111. 

12:30  P.M. 

Luncheon  and  Business  Meeting 
Pan-O-Ram  Club  Scenic  Highway 

2:15  P.M. 

Scientific  Program 
Pan-O-Ram  Club  Scenic  Highway 
Maternal  and  Perinatal  Mortality  Statistics,  Ten- 
nessee for  Past  Five  Years 

R.  H.  Hutcheson,  M.D.  and  W.  B.  Farris,  M.D., 
Department  of  Public  Health,  Nashville,  Tenn. 

2:40  P.M. 

Guest  Speaker:  James  E.  Fitzgerald,  M.D.,  Chair- 
man Department  of  Gynecology,  Cook  County 
Hospital,  Chicago;  Professor  Obstetrics  North- 
western University,  Chicago,  111. 

Subject:  Twenty-five  Years  Experience  on  the 
Maternal  Mortality  Committee  of  Chicago. 

3:10  P.M. 

INTERMISSION 


3:20  P.M. 

Effect  of  Local  Hydrocortisone  on  Healing  After 
Pelvic  Surgery. 

Samuel  S.  Binder,  M.D.,  Chattanooga 
Discussants:  Homer  Pace,  M.D.,  Nashville, 
Robert  Ruch,  M.D.,  Memphis 

3:45  P.M. 

Cancer  of  Cervix. 

J.  D.  Pigott,  M.D.;  R.  R.  Braund,  M.D.  and  Ann 
Bass  Avery,  M.D.,  Memphis 
Discussants:  Robert  Chalfant,  M.D.,  Nashville 
Albert  Diddle,  M.D.,  Knoxvile 

4:10  P.M. 

The  Evaluation  of  the  Punch  Biopsy  in  the  Diag- 
nosis of  Carcinoma  in  Situ  of  the  Cervix. 

Robert  Tosh,  M.D.  and  John  Thomison,  M.D., 
Vanderbilt  University  Hospital,  Nashville. 
Discussants:  B.  K.  Hibbett,  III,  M.D.,  Nashville 
Stewart  Auerbach,  M.D.,  Chatta- 
nooga 

4:35  P.M. 

Case  Report:  Term  Pregnancy,  Complicated  by 
Idiopathic  Thrombocytopenic  Purpura. 

Eugene  Linton,  M.D.,  Knoxville 

6:30  P.M. 

Cocktail  Party  (Courtesy  Mead  Johnson  Pharma- 
ceutical Company). 

7:30  P.M. 

Banquet  (Courtesy  Brayten  Pharmaceutical  Com- 
pany). 

☆ 

TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

MONDAY,  APRIL  10,  1961 
Parlor  C Read  House 

12:15  P.M. 

LUNCHEON  with  question  and  answer  round 
table  discussion. 

SCIENTIFIC  PROGRAM 

2:00  P.M. 

Meeting  called  to  order 

D.  Isbell,  M.D.,  President 

2:10  P.M. 

Ophthalmodynamometry — As  a Diagnostic  Aid 

Richard  DeSaussure,  M.D.,  Memphis 

2:30  P.M. 

Radical  Neck  Dissection  in  Laryngeal  Cancer 
Surgery 

John  Campbell,  M.D.,  Memphis 
2:50  P.M. 

Vitreous  Opacities — Two  Case  Reports 

C.  L.  Lassiter,  M.D.,  Chattanooga 

3:10  P.M. 

Survey  of  Surgical  Treatment  of  Congenital 
Cataract 

Melvin  Deweese,  M.D.,  Memphis 
3:35  P.M. 

Tympanoplasty  with  Vein  Graft 

David  Austin,  M.D.,  Memphis 

4:05  P.M. 

Functions  of  the  National  Medical  Foundation  for 

Eye  Care,  a slide  presentation. 
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Ralph  O.  Rychener,  M.D.,  President,  Tennessee 

State  Medical  Association  and  President,  Na-  Business  Meeting 
tional  Medical  Foundation  for  Eye  Care. 


4:30  P.M. 

Business  Meeting 


Social  Hour 


3:00  P.M. 


4:30  P.M. 

☆ 


☆ 

TENNESSEE  THORACIC  SOCIETY 

MONDAY,  APRIL  10,  1961 
Continental  Room — Read  House 

12:15  to  1:30  P.M. 

Luncheon  and  Business  Meeting 
Continental  Room 
SCIENTIFIC  PROGRAM 

1:30  P.M. 

Techniques  In  Management  of  Chronic  Respira- 
tory Diseases 

By:  Ben  V.  Branscomb,  M.D., 

Assistant  Professor  of  Medicine, 

University  of  Alabama  School  of  Medicine, 
Birmingham,  Alabama 

Acute  Aortic  Dissection 

By:  W.  K.  Swann,  M.D.,  Knoxville 

Deep  Hypothermia  with  Complete  Arrest  of  Cir- 
culation for  Cardiac  Surgery 

By:  W.  K.  Rogers,  M.D.,  Knoxville 

E.  Converse  Peirce  II,  M.D.,  Knoxville 
C.  Harwell  Dabbs,  M.D.,  Knoxville 
Freeman  L.  Rawson,  M.D.,  Knoxville 

Use  of  Cromic  Catgut  for  Bronchial  Closure  Fol- 
lowing Resectional  Surgery 

By:  Robert  W.  Newman,  M.D.,  Knoxville 
Wm.  Acuff,  M.D.,  Knoxville 

Surgery  of  Histoplasmosis 

By:  Duane  Carr,  M.D.,  Memphis 
Jose  Saporta,  M.D.,  Memphis 
Wheelan  Sutliff,  M.D.,  Memphis 

Pectus  Excavatum 

By:  L.  Spires  Whitaker,  M.D.,  Chattanooga 

Problems  in  the  Treatment  of  Carotid  Artery  In- 
sufficiency 

By:  Jesse  E.  Adams,  M.D.,  Chattanooga 
E.  White  Patton,  M.D.,  Chattanooga 

☆ 

TENNESSEE  SOCIETY  OF 
PATHOLOGISTS 

MONDAY,  APRIL  10,  1961 

12:15  P.M. 

Dutch  Treat  Luncheon  Parlor  E 

Read  House 

SCIENTIFIC  PROGRAM 

1:30  P.M. 

John  B.  Thomison,  M.D.,  President,  Tennessee 
Society  of  Pathologists,  Presiding 

1:30  P.M. 

Comments  on  One  Year’s  Work  in  a Toxicology 
Laboratory 

J.  T.  Francisco,  M.D. 

Differential  Diagnosis  of  Giant  Cell  Tumors  of 
Bone 

W.  S.  Gilmer,  Jr.,  M.D. 

Other  Presentations 


WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

MONDAY,  APRIL  10,  1961 
Patten  Hotel 

Registration — Main  Lobby — 8:00  A.M. 
Entries  accepted  for  Arts  and  Craft 
Parlors  D and  E 
9:30  A. M. -12:00  Noon 

PROGRAM 

8:30-9:45  A.M. 

Pre-Convention  Board  Meetings 

— Parlors  F and  G (Buffet  Breakfast) 

10:00-12:00  Noon 

General  Convention  Session — Tennessee  Room 
9:30  A.M. -4:30  P.M. 

Hospitality  Room  Open — Parlors  D and  E 
12:30  P.M. 

Luncheon  Honoring  Past  Presidents  and  President 
of  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association — Parlor  A 

3:00  P.M. 

Tea — Hunter  Art  Gallery 

7:00  P.M. 

President’s  Banquet — Tennessee  State  Medical  As- 
sociation— Read  House 

☆ 

Tuesday,  April  11,  1961 

9:00  A.M. 

House  of  Delegates,  Continental  Room 
Read  House — Chattanooga 

General  Practice  Day 

General  Scientific  Program 

(Jointly  presented  in  cooperation  with  the  Ten- 
nessee Academy  of  General  Practice) 

Category  I credit  approved 
Ballroom  Read  House 

J.  Kelley  Avery,  M.D.,  Union  City,  Vice  President, 
TSMA,  presiding 

9:00  A.M. 

The  Prevention  of  Invasive  Cancer  of  The  Cervix 

By:  W.  Powell  Hutcherson,  M.D.,  Chattanooga 
Discussed  by:  James  W.  Ellis,  M.D.,  Nashville 

9:30  A.M. 

Natural  History  of  Streptococcal  Infections 

By:  Joseph  A.  Little,  M.D. 

Associate  Professor  of  Pediatrics 
University  of  Louisville  School  of  Medicine 
Louisville,  Ky. 

10:00  A.M. 

Visit  Exhibits 
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10:30  A.M. 

Clinical  and  Epidemiological  Aspects  of  Entero- 
virus Infections 

By:  Alexander  D.  Langmuir,  M.D., 

Chief  of  Epidemiology  Branch, 
Communicable  Disease  Center, 

Public  Health  Service, 

Atlanta,  Ga. 

11:00  A.M. 

Symposium — 

Present  Day  Concepts  in  Immunization 

Panel:  Cecil  B.  Tucker,  M.D.,  Nashville,  Modera- 
tor; Luther  A.  Beazley,  M.D.,  Donelson, 
John  S.  Derryberry,  M.D.,  Shelbyville, 
Roger  T Sherman,  M.D.,  Memphis,  Alex- 
ander D.  Langmuir,  M.D.,  Atlanta,  Re- 
source physician 

☆ 

SPECIALTY  SOCIETIES 

TENNESSEE  MEDICAL 
FOUNDATION 

TUESDAY,  APRIL  11,  1961 
Parlor  C Read  House 

8:00  A.M. 

Dutch  Breakfast 

8:45  A.M. 

Membership  Business  Meeting — Parlor  C 
Reports  and  Elections 

☆ 

TENNESSEE  CHAPTER 
AMERICAN  COLLEGE  OF 
SURGEONS 

TUESDAY,  APRIL  11,  1961 
Ballroom — Read  House 

WELCOME 

The  Tennessee  Chapter,  A.C.S.  extends  a cordial 
invitation  to  all  physicians  attending  the  TSMA 
meeting,  to  be  the  guests  at  the  scientific  sessions 
of  the  A.C.S.  on  Tuesday,  April  11.  Residents,  in- 
terns and  students  are  especially  welcome. 

PROGRAM 

John  C.  Burch,  M.D.,  Nashville,  President, 
Presiding 

1:30  P.M. 

Intestinal  Obstruction  Due  to  Diverticular  Con- 
cretion 

Gene  Kistler,  M.D.,  Chattanooga 
2:00  P.M. 

Guest  Paper — Surgical  Lesions  of  the  Pancreas 

W.  H.  ReMine,  M.D.,  Mayo  Clinic,  Rochester, 
i I Minn. 

2:30  P.M. 

Plastic  Surgery  of  the  Hand 

Anthony  P.  Jerome,  M.D.,  Memphis 

3:00  P.M. 

Blunt  Trauma  to  the  Aorta  and  Major  Arteries 

Robert  P.  McBurney,  M.D.,  Memphis 

3:30  P.M. 

Bladder  Neck  Obstruction  in  the  Younger  Male 

John  Dougherty,  M.D.,  Knoxville 


3:50  P.M. 

Postoperative  Management  of  Bilroth  I Gastrec- 
tomy and  Vagotomy 

Gilbert  A.  Rannick,  M.D.,  Johnson  City 
4:15  P.M. 

Business  Meeting  of  Tennessee  Chapter  of  Ameri- 
can College  of  Surgeons 

EVENING  PROGRAM 

Ballroom  Read  House 

6:30  P.M. 

Social  Hour 


7:30  P.M. 

Banquet  (For  members  and  wives) 

Presiding:  John  C.  Burch,  M.D. 

6:30  P.M. 

Cocktail  Hour — Ballroom,  Read  House 
7:30  P.M. 

Banquet — Guest  Speaker — Mr.  James  Webster, 
Yucatan  Explorers  Society 


☆ 


TENNESSEE  ACADEMY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

TUESDAY,  APRIL  11,  1961 
Parlors  C Read  House 

12:15  P.M. 

Luncheon  with  question  and  answer  round  table 
discussion. 

SCIENTIFIC  PROGRAM 

2:00  P.M. 

Meeting  called  to  order 

D.  Isbell,  M.D.,  President 

2:05  P.M. 

Use  of  Urea  in  Ophthalmology 

Joseph  Scott,  M.D.,  Memphis 

2:25  P.M. 

Management  of  Orbital  Floor  Fractures 

Reese  Patterson,  M.D.,  Knoxville 

2:45  P.M. 

Ocular  Hypersensitivity  Reactions  During  Sys- 
temic Anti-Tuberculous  Treatment 

Alice  Deutsch,  M.D.,  Memphis 

3:05  P.M. 

Ossicular  Injuries 

William  Kennon,  M.D.,  Nashville 

3:25  P.M. 

The  Indications  for  Light  Coagulation 

Wesley  McKinney,  M.D.,  Memphis 

3:45  P.M. 

Scleral  Buckling  Procedures  with  Encircling  Poly- 
ethylene Tubes 

Ralph  Hamilton,  M.D.,  Memphis 
4:10  P.M. 

A Technique  in  the  Management  of  Severed 
Canaliculus 

Edward  Campbell,  Jr.,  M.D.,  Knoxville 
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TENNESSEE  ACADEMY  OF 
PREVENTIVE  MEDICINE  AND 
PUBLIC  HEALTH 

Parlor  B Read  House 

TUESDAY,  APRIL  11,  1961 

12:30  P.M. 

Luncheon — Parlor  B 

1:30  P.M. 

Scientific  Program — Parlor  B 

Henry  Packer,  M.D.,  President,  presiding 

Present  Status  of  the  Oral  Poliomyelitis  Vaccine 

By:  Alexander  D.  Langmuir,  M.D., 

Chief  of  the  Epidemiology  Branch, 
Communicable  Disease  Center, 

Public  Health  Service,  Atlanta,  Ga. 

Business  Meeting 

☆ 

TENNESSEE  DIABETES 
ASSOCIATION 

TUESDAY,  APRIL  11,  1961 
Georgia  Room  Patten  Hotel 

SCIENTIFIC  PROGRAM 

1:45  P.M. 

Surgical  Aspects  of  Endocrine  Diseases  of  the 
Pancreas 

Sam  Stephenson,  M.D.,  Nashville 
2:15  P.M. 

Psychologic  Factors  in  Control  of  Diabetes 

Richard  C.  Sexton,  Jr.,  M.D.,  Knoxville 

2:45  P.M. 

Current  Concepts  of  the  Ocular  Changes  of 
Diabetes 

Allen  Lawrence,  M.D.,  Nashville 
3:15  P.M. 

Intermission 

3:30  P.M. 

Some  Experiences  in  the  Management  of  Diabetic 
Acidosis 

John  W.  Runyon,  M.D.,  Memphis 
4:00  P.M. 

Use  of  Oral  Hypoglycemic  Agents  in  Juvenile 
Diabetes 

Henry  H.  Long,  M.D.,  Knoxville 
Business  Meeting 

4:30  P.M. — Members  only 
EVENING  PROGRAM 
6:30  P.M. 

Refreshments 
Annual  Banquet 

Speaker:  T.  S.  Danowski,  M.D.,  Professor  of 

Research  Medicine,  University  of  Pittsburgh 
“Diabetes  mellitus:  Attitudes  and  platitudes” 

☆ 

TENNESSEE  PSYCHIATRIC 
ASSOCIATION 

TUESDAY,  APRIL  11,  1961 
Parlor  E Read  House 


12:00  Noon-l:00  P.M. 

Social  Hour 

1:00  P.M. -2:00  P.M. 

Luncheon 

SCIENTIFIC  PROGRAM 

2:00  P.M. 

The  Psychiatrist  in  a Semi-rural  Area 

By:  Marshall  D.  Hogan,  M.D.,  Bristol 

2:45  P.M. 

Residential  Treatment  and  the  Therapeutic  Team 

By:  George  W.  Martin,  M.D.,  Memphis,  Direc- 
tor of  the  Memphis  and  Shelby  County 
Mental  Health  Center 

3:30  P.M. 

Some  Aspects  of  Psychoanalysis  of  the  Foster- 
Child 

By:  James  C.  Gammill,  M.D.,  Nashville 

Discussion  Period 

4:15  P.M. 

Business  Meeting 

7:00  P.M. 

Dinner  Meeting  at  the  Fairyland  Club 

☆ 

WOMAN  S AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

TUESDAY,  APRIL  11,  1961 
Patten  Hotel 

PROGRAM 

8:00  A. M. -12:00  Noon 

Registration 

9:30  A.M. -12:00  Noon 

General  Convention  Session — Parlors  F,  G,  and 
H 

9:30  A.M. -4:00  P.M. 

Arts  and  Crafts — Parlors  D and  E 
Hospitality  Room  Open 

12:30  P.M. 

Annual  Luncheon  Honoring  National  President, 
Presentation  of  Awards,  and  Installation  of 
Officers — Tennessee  Room 

4:00-5:00 

Pick  up  Entries  from  Arts  and  Crafts 

☆ 

Wednesday,  April  12,  1961 

General  Scientific  Program 

Ballroom  Read  House 

Wm.  I.  Proffitt,  M.D.,  Cleveland,  Vice  President. 
TSMA,  presiding 

9:00  A.M. 

Numbness  of  the  Hand 

By:  Bland  W.  Cannon,  M.D.,  Memphis 

Discussed  by:  Augustus  McCravey,  M.D., 
Chattanooga 
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9:30  A.M. 

Margins  of  Safety  in  the  Therapy  of  Diabetes 
Mellitus 

By:  T.  S.  Danowski,  M.D.,  Professor  of  Re- 
search Medicine,  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh,  Pennsyl- 
vania 

10:00  A.M. 

Visit  Exhibits 

10:30  A.M. 

A Changing  Surgical  Attack  on  Complicated  Pep- 
tic Ulcer 

By:  W.  H.  ReMine,  M.D., 

Head  of  A Section  of  Surgery,  Mayo  Clinic, 
Rochester,  Minnesota,  and  Assistant  Profes- 
sor of  Surgery,  Mayo  Foundation,  Graduate 
School,  University  of  Minnesota,  Minne- 
apolis, Minnesota 

11:00  A.M. 

Panel: — Importance  of  Electrolytes 

Moderator:  Guy  M.  Francis,  M.D.,  Chattanooga 
T.  S.  Danowski,  M.D.,  Pittsburgh 
W.  H.  ReMine,  M.D.,  Minneapolis 
M.  James  Sweeney,  M.D.,  Memphis 

☆ 

SPECIALTY  SOCIETIES 

WOMAN’S  AUXILIARY  TO  THE 
TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

WEDNESDAY,  APRIL  12,  1961 
Patten  Hotel  Parlors  D and  E 

9:00  A.M. 

Continental  Breakfast — Parlors  D and  E 
9:30  A.M. 

Post-Convention  Board  Meeting — Parlors  D and  E 

-k 

THE  ROCKING  CHAIR 

(Continued  from  page  98) 

provides  us  with  a medical  reason  for  using 
the  rocker.  As  he  concludes  the  rocking 
chair  is  cheap  and  easily  obtainable,  has  no 
side  effects,  is  non-toxic  and  needs  no  pre- 
scription other  than  the  recommendation  of 
a wise  and  thoughtful  family  physician 
deeply  concerned  with  his  patients’  health. 

A.  B.  S. 

References 

Editorial:  Rock  Back  and  Live,  Life  50:34,  Feb. 
17,  1961. 

Swan,  R.  C.:  The  Therapeutic  Value  of  The 
Rocking  Chair,  The  Lancet  2:1441,  Dec.  31,  1960. 


Dr.  Harold  Erie  Paty,  66,  Nashville,  died  Febru- 
ary 3rd  at  a local  hospital  after  an  extended  ill- 
ness. 


Dr.  W.  W.  Rippy,  Loretto,  died  September  13th, 
1960. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County  Medical 
Society 

The  Society’s  regular  monthly  meeting 
was  conducted  on  January  26th  in  the  Inter- 
state Building.  The  scientific  program  con- 
sisted of  the  following:  “Annual  Heart  Sym- 
posium” arranged  by  the  Chattanooga  Area 
Heart  Association — E.  Wayne  Gilley,  M.D., 
Chairman.  Speakers  were  C.  Walton  Lilli- 
hei,  M.D.,  James  V.  Warren,  M.D.  and  Wil- 
liam T.  Folley,  M.D.  Grand  Rounds  were 
made  at  Baroness  Erlanger  Hospital,  where 
afternoon  lectures  were  held  following  the 
tour.  The  social  hour  and  banquet  was  held 
at  the  Chattanooga  Golf  and  Country  Club. 
Banquet  speaker  was  C.  Walton  Lillihei, 
M.D.  and  his  subject  was  “Surgical  Treat- 
ment of  Cardiovascular  Disease.” 

The  February  7th  meeting  conducted  in 
the  Interstate  Building  consisted  of  the  fol- 
lowing program:  “Malignant  Melanoma 

in  a Colored  Female  Child”  by  Daniel  H. 
Framm,  M.D.;  and  “Experiences  with 
Shunts  in  the  Central  Nervous  System”  by 
Walter  E.  Boehm,  M.D. 

Consolidated  Medical  Assembly  of  West 
Tennessee 

The  Society  conducted  its  regular  monthly 
meeting  on  February  7th  in  the  New  South- 
ern Hotel.  New  officers  of  the  society  were 
installed.  Approximately  40  physicians  were 
present  for  the  medical  discussions  follow- 
ing dinner  which  were  presented  by  two 
clinical  instructors  of  the  Vanderbilt  Medi- 
cal School  staff.  Dr.  William  H.  Edwards 
of  Nashville,  instructor  of  clinical  surgery, 
spoke  on  “Surgical  Consideration  in  Occlu- 
sive Tissues  of  Carotid  and  Innominate  Ar- 
teries.” Dr.  J.  L.  Herrington,  Jr.,  Nashville, 
assistant  professor  of  clinical  surgery,  spoke 
on  “Re-evaluation  of  Current  Concepts  in 
Treatment  of  Duodenal  Ulcers.”  Dr.  Earl 
Williamson  and  Dr.  W.  M.  Phillips,  both  of 
Jackson,  led  the  discussions  on  the  speakers’ 
topics. 
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Greene  County  Medical  Society 

The  Society  met  for  its  regular  monthly 
meeting  at  the  Elks  Club  on  February  7. 
In  the  business  meeting,  the  delegate  and 
alternate  delegate  to  the  Tennessee  State 
Medical  Association  was  elected. 

The  scientific  program  consisted  of  a pa- 
per by  Dr.  James  M.  Sams,  Johnson  City, 
who  spoke  on  the  subject  “Changes  in  the 
Treatment  of  Ear  Disease  over  the  Last  Fif- 
teen Years.” 

Knoxville  Academy  of  Medicine 

The  Society  conducted  its  regular  monthly 
meeting  on  February  14th  in  the  Academy 
of  Medicine  Building.  The  program  con- 
sisted of  brief  descriptions  of  current  re- 
search which  is  being  carried  on  in  the 
Knoxville  area.  The  speakers  were  obtained 
by  the  program  committee  from  several 
sources  in  Knoxville. 

Nashville  Academy  of  Medicine 
and 

Davidson  County  Medical  Society 

The  Society  met  in  the  St.  Thomas  Hospi- 
tal Cafeteria  on  February  14th.  A dinner 
preceded  the  meeting.  The  program  con- 
sisted of  a report  on  the  recent  White  House 
Conference  on  Aging,  with  emphasis  on  the 
medical  aspects.  This  report  was  given  by 
Dr.  Thomas  F.  Frist,  co-chairman  of  the 
Tennessee  delegation. 

Memphis-Shelby  County  Medical 
Society 

The  Society’s  monthly  meeting  conducted 
on  December  6th,  was  held  at  the  Memphis 
Country  Club.  The  occasion  was  the  annual 
dinner  meeting  for  election  of  officers.  Re- 
ports from  the  Secretary  and  the  Treasurer 
were  given. 

Dr.  Duane  Carr  gave  the  President’s  an- 
nual report.  Dr.  Bland  Cannon  assumed 
the  office  as  President  and  Dr.  Alvin  J.  In- 
gram was  named  President-elect.  The  Vice 
President  elected  was  Dr.  A.  Roy  Tyrer,  Jr., 
with  Dr.  Charles  L.  Clarke  elected  secretary 
and  Dr.  William  T.  Satterfield,  Treasurer. 

Roane  County  Medical  Society 

The  Society’s  regular  meeting  was  con- 
ducted on  February  28th  in  the  Oak  Ridge 
Hospital.  The  scientific  program  consisted 


of  a paper  entitled  “Differential  Diagnosis 
of  Jaundice”  by  Dr.  Malcolm  P.  Tyor,  Asso- 
ciate Professor  of  Medicine,  Duke  Univer- 
sity School  of  Medicine,  Durham,  North 
Carolina. 


NATIONAL  NEWS 


Rules  Fight  in  Congress 

The  vote  to  enlarge  the  House  Rules  Com- 
mittee to  15  was  postponed  from  January  26 
to  January  31  as  a result  of  mounting  op- 
position to  the  proposal. 

The  outcome  of  the  rules  fight  will  not 
directly  affect  the  proposals  for  a compul- 
sory social  security  health  care  plan  for  the 
aged,  but  it  certainly  will  affect,  and  may 
already  have  affected,  the  President’s  rela- 
tionship with  Congress.  . . . On  January  26, 
Rep.  Thomas  G.  Abernethy,  one  of  two 
Mississippi  Congressmen  who  supported 
Kennedy  during  his  campaign,  said  the 
President’s  desire  to  liberalize  the  Rules 
Committee  would  backfire.  . . . He  ex- 
plained: “Liberals  insisted  on  a fight  over 
the  rules.  They  got  it.  The  wounds  opened 
are  deep  and  lasting.  Kennedy  could  have 
stopped  the  fight  but  he  didn’t.  The  result, 
he  will  have  trouble.” 

The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

President  Kennedy  asked  Congress  to  in- 
crease social  security  taxes  to  finance  lim- 
ited medical  care  for  elderly  persons  on  the 
social  security  rolls,  a plan  opposed  by  the 
medical  profession. 

The  proposal  was  part  of  a sweeping 
health  program  outlined  by  Kennedy  in  a 
special  message  to  Congress  during  his  first 
month  in  the  White  House.  The  Kennedy 
program  also  included  federal  aid  for  con- 
struction and  operation  of  medical  schools, 
scholarships  for  medical  and  dental  stu- 
dents, grants  for  community  nursing  and 
hospital  services,  stepped-up  medical  re- 
search and  expanded  federal  activity  in  the 
field  of  child  and  youth  health. 

Under  Kennedy’s  proposal,  social  security 
beneficiaries  65  years  and  older  could  get  up 
to  90  days  of  hospitalization  for  each  single 
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illness.  However,  the  patient  would  have  to 
pay  $10  daily  for  the  first  nine  days  of  hos- 
pitalization with  a minimum  payment  of 
$20. 

After  release  from  a hospital,  the  elderly 
person  could  get  up  to  180  days  in  a nursing 
home.  The  social  security  program  also 
would  provide  for  payment  by  the  govern- 
ment of  all  out-patient  diagnostic  costs  in 
excess  of  $20  and  community  visiting  nurse 
services. 

The  program  would  be  financed  by  in- 
creased social  security  taxes  by  one-fourth 
of  one  per  cent  on  both  employers  and 
workers  and  by  three-eighths  of  one  per 
cent  on  self-employed  persons  covered  by 
social  security.  The  social  security  tax  base 
also  would  be  increased  from  the  present 
$4,800  a year  to  $5,000. 

Enactment  of  this  proposal,  coupled  with 
another  Kennedy  recommendation  and  in- 
creases in  the  social  security  tax  already 
scheduled  in  the  law,  would  mean  that 
workers  and  employers  would  be  paying 
$250  each  in  social  security  taxes  in  1969. 

Nationwide  television  audiences  were  told 
by  an  American  Medical  Association  spokes- 
man why  the  medical  profession  supports 
the  Kerr-Mills  program  of  medical  care  for 
the  aged  and  opposes  tieing  it  in  with  social 
security. 

In  television  debates  with  Senator  Hubert 
Humphrey  (D.,  Minn.)  on  NBC-TV  and 
Walter  Reuther,  organized  labor  spokesman, 
on  CBS-TV,  Dr.  Edward  R.  Annis  of  Miami, 
Florida,  described  the  Kerr-Mills  program 
as  “sound  and  effective.”  He  said  it  “must 
be  given  the  chance  it  deserves.” 

“Congress  passed  it  because  it  believed 
that  the  important  thing  was  to  help  the 
people  who  need  help;  to  help  them  quickly; 
and  to  help  them  through  the  machinery  of 
local  government,”  Dr.  Annis  said. 

The  A.M.A.  Board  of  Trustees  charged  the 
CBS  network  with  “misrepresentations, 
bias,  and  distortions”  on  another  program: 
“The  Business  of  Health — Medicine,  Money 
and  Politics.”  The  network  edited  out  of 
the  taped  program  the  A.M.A.’s  true  posi- 
tion on  health  care  for  the  aged: 

“The  A.M.A.  believes  that  any  medical 
care  plan  is  both  unsound  and  unfair  which 
would  compel  working  people  to  shoulder 
increased  social  security  taxes  to  finance 


health  costs  of  all  those  over  65  (under  so- 
cial security),  rich  and  poor  alike,  regard- 
less of  whether  they  want  or  need  such  help 
and  which  at  the  same  time,  ignores,  mil- 
lions of  indigent  elderly  who  do  need  help.” 
Kennedy’s  health  program  faced  strong 
opposition  in  Congress.  The  concensus  of 
Capital  Hill  observers  were  that  it  stood  a 
50-50  chance  of  getting  Congressional  ap- 
proval but  not  before  it  had  been  cut  down. 
There  were  some  who  doubted  that  the  Ad- 
ministration’s program  for  medical  care  of 
the  aged  would  be  acted  upon,  at  least  by 
both  houses  of  Congress  before  next  year. 

Even  some  Democratic  Congressmen  with 
the  liberal  label  were  taken  back  by  the 
scope  of  Kennedy’s  health  program.  Arthur 
H.  Motley,  President  of  the  Chamber  of 
Commerce  of  the  United  States,  warned 
that  social  security  taxes  are  being  in- 
creased to  a point  “where  people  might 
rebel  against  the  whole  Social  Security  Sys- 
tem.” He  contended  that  this  nation’s  per- 
sonal medical  care  system  is  the  best  of  any 
large  nation. 

“It’s  worth  crusading  for  and  that  is  what 
the  Chamber  is  doing,”  Motley  said. 

'Private'  Practice,  Uncle's  Style 

Nearly  one  out  of  every  three  Americans, 
including  more  than  22  million  veterans,  is 
eligible  today  to  receive  at  no  cost  to  him- 
self some  degree  of  federal  medical  care. 
This  is  Uncle  Sam’s  list  of  patients  as  of 
January  1,  1961: 

22.515.000  living  veterans. 

5.200.000  military  personnel  and  their  de- 
pendents. 

300.000  beneficiaries  of  the  public  health 
service,  including  200,000  seamen. 

5.100.000  public  assistance  recipients. 

14.000. 000  additional  persons  over  age  65, 
newly  eligible  under  medical  assistance 
for  the  aged. 

370.000  Indians  and  Alaskan  natives  receiv- 
ing care  in  56  federal  hospitals  or  from 
contract  physicians. 

4.000. 000  beneficiaries  of  the  Federal  Bureau 
of  Employees’  Compensation,  including 

1,730,000  under  the  new  federal  employ- 
ees’ health  insurance  program. 

3.450.000  dependents  of  federal  employees 
under  the  government  workers’  insurance 
plan. 
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Dr.  E.  Vincent  Askey,  AMA  President 
to  Speak  at  126  Annual  Meeting 

The  Program  Committee  of  the  Tennessee 
State  Medical  Association  has  announced 
that  Dr.  E.  Vincent  Askey  of  Los  Angeles, 
California,  will  be  among  the  guest  speakers 
at  the  annual  meeting  of  TSMA  at  the  Read 
House  in  Chattanooga,  and  will  address  the 
Association  membership  on  April  10.  His 
subject  will  be  “Not  Upon  a Few,  But  Upon 
All.” 

Please  see  the  special  page  in  this  issue  of 
the  Journal  for  personal  information. 

Proposed  Health  Plan  Provides  for 
State  Aid  on  Basis  of  Need 

Local  health  departments  will  benefit 
greatly  from  the  State  Administration’s 
public  health  program,  according  to  a recent 
announcement.  The  proposed  program  sets 
up  a minimum  public  service  for  each 
county  for  the  first  time  and  establishes  a 
formula  for  the  distribution  of  state  aid  pri- 
marily on  the  basis  need.  It  was  reported 
that  this  was  the  main  feature  of  a health 
program  recommended  to  the  Legislature. 

Under  the  proposed  formula,  the  state 
would  underwrite  20  per  cent  of  the  costs  of 
the  minimum  program  for  health  depart- 
ments in  the  richer  counties  and  up  to  80 
per  cent  of  the  costs  in  the  poorer  counties. 
This  would  assure  each  county  one  health 
officer  for  each  100,000  residents  and  one 
nurse  for  each  12,000. 

Each  county’s  share  of  state  aid  would  be 
determined  under  the  formula  from  its  pop- 
ulation and  what  per  cent  of  the  minimum 
program  could  be  financed  locally.  Prop- 
erty values  would  be  considered  in  setting 
the  wealth  of  a county. 

VA  Conference  on  Chemotherapy  of 
Tuberculosis 

Some  400  physicians  from  throughout  the 
nation  recently  attended  in  Memphis  the 
20th  Veterans  Administration-Armed  Forces 
Conference  on  Chemotherapy  of  Tubercu- 
losis. The  conference  was  conducted  Febru- 
ary 6-9,  in  the  Claridge  Hotel. 


Mid-South  Postgraduate  Medical 
Assembly 

Dr.  Gilbert  J.  Levy,  Memphis  pediatri- 
cian, is  the  new  President-elect  of  the  Mid- 
South  Postgraduate  Medical  Assembly.  Dr. 
Levy  will  succeed  Dr.  Lon  E.  Reed  of  Hot 
Springs,  Arkansas. 

Close  to  1,500  physicians  and  medical  stu- 
dents from  seven  states  converged  on  Mem- 
phis recently  for  the  72nd  annual  meeting 
of  the  Mid-South  Postgraduate  Medical  As- 
sembly. The  meeting  was  conducted  Febru- 
ary 14-17,  1961. 

Twenty  specialists,  eminent  in  their  vari- 
ous fields,  lectured  during  the  scientific 
gatherings.  Subjects  discussed  were  cancer, 
heart  disease  and  respiratory  infections. 

A complete  program  and  the  speakers 
were  included  in  this  section  of  the  Journal 
in  the  February  issue. 

Tennessee  Inhalation  Therapy  Workshop 

The  Tennessee  Inhalation  Therapy  Asso- 
ciation conducted  a workshop  at  Nashville, 
February  20-21.  It  was  the  third  annual 
workshop  and  meeting  of  the  Association. 

American  Society  of  Facial  Plastic 
Surgeons 

The  American  Society  of  Facial  Plastic 
Surgery  conducted  the  quarterly  meeting  in 
Memphis  on  February  9-10.  The  meeting 
was  conducted  in  the  Peabody  Hotel. 
Speakers  on  the  scientific  program  included 
Dr.  Douglas  L.  Gordon,  assistant  professor 
of  medicine  at  Louisiana  State  University 
in  Baton  Rouge;  Dr.  W.  S.  Gilmer,  Dr.  S.  E. 
Salvatore  and  Dr.  L.  W.  Diggs,  all  of  Mem- 
phis. 

Tennessee  General  Assembly  Approves 
Plan  for  Care  of  Aged 

A bill  has  been  approved  in  the  Tennessee 
General  Assembly  to  provide  medical  care 
for  the  aged.  The  measure  permits  Tennes- 
see to  participate  in  the  medical  care  plan 
approved  at  the  last  session  of  Congress. 
The  federal  government  would  pay  761/2% 
of  the  program  in  Tennessee  and  state  and 
counties  would  furnish  the  rest.  This  is  an 
enabling  act  that  will  permit  Tennessee  to 
participate  in  the  provisions  of  the  Kerr- 
Mills  Bill,  passed  in  the  85th  Congress. 
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Memphis  Eye,  Ear,  Nose  and  Throat 
Convention 

The  Memphis  Eye,  Ear,  Nose  and  Throat 
Convention  convened  at  the  Peabody  Hotel, 
February  11-13,  1961.  Six  eminent  special- 
ists in  ophthalmology  and  otolaryngology 
presented  topics  of  interest. 

Lecturers  were  Dr.  Lyman  G.  Richards  of 
Massachusetts  Institute  of  Technology  in 
Cambridge;  Dr.  Harry  P.  Schenck  of  the 
University  of  Pennsylvania  in  Philadelphia; 
Dr.  Theodore  E.  Walsh  of  Washington  Uni- 
versity in  St.  Louis,  Missouri;  Dr.  Frank  D. 
Costenbader  of  Washington  Hospital  Center, 
Washington,  D.C.;  Dr.  Michael  J.  Hogan  and 
Dr.  Robert  N.  Shaffer,  both  of  the  Univer- 
sity of  California  School  of  Medicine  in  San 
Francisco. 

More  than  100  eye,  ear,  nose  and  throat 
specialists  from  the  mid-south,  plus  others 
from  seven  neighboring  states  were  in  at- 
tendance. 

University  of  Tennessee  College  of 
Medicine 

“Slipped  discs”  will  be  the  target  of  a 
three-year  collaborative  study  by  the  Divi- 
sion of  Pathology  and  Microbiology  at  the 
University  of  Tennessee  Medical  Units,  and 
the  Chemistry  Department  at  Southwestern 
under  a new  $95,048  grant. 

The  research  supported  by  the  U.S.  Public 
Health  Service,  will  be  under  the  direction 
of  Dr.  Harold  Lyons,  professor  of  chemistry 
at  Southwestern  and  Dr.  Douglas  H.  Sprunt, 
professor  and  chief  of  the  UT  Division  of 
Pathology  and  Microbiology. 

* 

The  fifth  annual  heart  research  tour  co- 
sponsored by  the  Memphis  Heart  Associa- 
tion and  the  University  of  Tennessee  School 
of  Medicine  began  on  February  5th.  The 
tour  included  demonstrations  by  the  depart- 
ments of  pathology,  radiology  and  surgery 
at  UT.  Other  demonstrations  covered  em- 
bolism in  the  coronary  arteries,  equipment 
used  in  observing  the  heart  and  an  artificial 
heart  machine  used  in  open-heart  surgery 
on  animals. 

* 

A postgraduate  program  in  clinical  hema- 
tology was  conducted  at  the  UT  College  of 
Medicine  January  25-27.  The  program  was 


designed  for  pathologists,  internists  and 
other  physicians  interested  in  laboratory 
medicine  and  combined  theory  and  practice 
in  the  study  of  blood  diseases. 

* 

The  United  States  Public  Health  Service 
has  approved  continuation  of  a $5,000  cancer 
research  grant  to  the  University  of  Tennes- 
see College  of  Dentistry. 


Dr.  Elgin  P.  Kintner,  Maryville,  has  been  named 
chairman  of  the  Governmental  Affairs  Committee 
of  the  Blount  County  Chamber  of  Commerce. 

Dr.  Van  Fletcher,  Chattanooga,  has  been  elected 
to  the  Board  of  the  Tennessee  Hospital  Service 
Association. 

Dr.  Leland  Johnson,  Jackson,  recently  addressed 
the  Henry  County  Heart  Council. 

Dr.  C.  Robert  Clark,  Chattanooga,  was  the  re- 
cent speaker  before  the  Chattanooga  Society  of 
X-ray  Technicians. 

Dr.  David  McCallie,  Chattanooga,  presented  a 
progress  report  recently  to  the  Kiwanis  Club. 

Dr.  William  H.  Tanksley,  Nashville,  has  joined 
the  medical  staff  of  the  Veterans  Administration 
Hospital  at  Murfreesboro. 

Dr.  Thomas  F.  Frist,  Nashville,  recently  ad- 
dressed the  Nashville  Rotary  Club. 

Dr.  McChesney  Goodall,  Knoxville,  has  been 
appointed  medical  director  of  University  of  Ten- 
nessee Memorial  Research  Center  and  Hospital. 

Dr.  Joseph  L.  Willoughby  has  opened  his  office 
for  the  practice  of  medicine  in  Franklin. 

Dr.  Nat  T.  Winston,  Jr.,  Chattanooga,  was  the 
speaker  at  the  annual  meeting  of  the  Council  on 
Community  Forces. 

Dr.  Morris  D.  Ferguson,  Lebanon,  has  been 
elected  president  of  the  Wilson  County  Medical 
Society.  Other  officers  elected  were  Dr.  Charles 
T.  Lowe,  vice  president  and  Dr.  T.  R.  Puryear, 
secretary-treasurer. 

Dr.  Hammond  Pride,  Knoxville,  recently  spoke 
before  the  Knox  County  Council  for  Retarded 
Children. 

Dr.  W’illiam  Doak,  Donelson,  was  the  recent 
speaker  before  the  Donelson  Rotary  Club. 

Dr.  James  E.  Hampton,  formerly  of  Memphis, 
has  announced  the  opening  of  his  office  for  the 
practice  of  medicine  in  Murfreesboro. 

Dr.  Marion  R.  Moore,  Memphis,  discussed  “Your 
Mind  and  Your  Health”  at  the  Jewish  Community 
Center. 

Dr.  Mildred  Stahlman,  Nashville,  has  received 
a Lederle  Medical  Faculty  Award  in  recognition 
of  her  “outstanding  research.” 

Dr.  Samuel  S.  Riven,  Nashville,  recently  ad- 
dressed the  Nashville  Kiwanis  Club. 

Dr.  Addison  B.  Scoville,  Jr.,  Nashville,  discussed 
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the  role  of  the  American  Diabetes  Association  at  a 
meeting  of  the  Nashville  Dietetic  Association. 

Dr.  John  L.  Armstrong,  Somerville,  President  of 
the  TAGP  was  the  principal  speaker  recently  at  a 
dinner  meeting  of  the  Andrew  Jackson  Academy 
of  General  Practice  in  Nashville.  His  subject  was 
“The  Role  of  the  General  Practitioner  in  Medi- 
cine.” 

Recently  addressing  the  Tennessee  Nurses’  As- 
sociation, District  No.  4,  was  Dr.  James  H.  Spaul- 
ding of  Chattanooga. 

Dr.  George  Zirkle,  Knoxville,  is  the  new  alumni 
chapter  president  of  Virginia  Polytechnic  Institute. 

Dr.  Frank  S.  Farris,  Rogersville,  has  become 
associated  with  Dr.  Walter  L.  Goforth  in  Rogers- 
ville. 

The  speaker  before  the  Private  Duty  Nurses, 
District  No.  2,  was  Dr.  Charles  Gerald  Peagler, 
Knoxville,  who  spoke  on  the  subject  “Post-opera- 
tive Care  of  Open  Heart  and  Chest  Surgery.’ 

Dr.  Joe  Henderson,  Maryville,  is  the  new  presi- 
dent of  the  Blount  County  Medical  Society. 

Dr.  James  E.  Waters,  Jr.,  Knoxville,  has  opened 
his  office  for  the  practice  of  medicine  in  that  city. 

Dr.  B.  W.  King,  Millington,  has  been  named 
Outstanding  Young  Man  of  the  Year. 

Dr.  John  Crowell  and  Robert  W.  Boatwright  re- 
cently addressed  the  meeting  of  the  Physicians’ 
Assistants  Association. 

Dr.  Martin  Bronson,  Elizabethton,  recently  ad- 
dressed the  John  Sevier  Chapter  of  the  Tennessee 
Academy  of  General  Practice,  at  their  meeting  in 
Erwin. 

Dr.  James  W.  Hedden  and  Dr.  J.  B.  Davis  an- 

announce  the  opening  of  their  office  for  the  gen- 
eral practice  of  medicine,  in  Chattanooga. 

Dr.  Billy  M.  Hightower,  Lebanon,  has  been 
named  Wilson  County’s  Outstanding  Young  Man 
of  1960. 

Dr.  W.  E.  Boyce,  Hohenwald,  has  resumed  oper- 
ation of  the  Boyce  Clinic  Hospital  following  the 
closing  of  the  hospital  by  Dr.  W.  C.  Keeton. 

Dr.  J.  Kelley  Avery,  Union  City,  has  been  nom- 
inated for  the  Distinguished  Service  Award  as  the 
city’s  “Young  Man  of  the  Year.”  Dr.  Avery  is  a 
vice  president  of  TSMA. 

Dr.  J.  B.  Witherington,  Memphis,  has  been 
elected  president  of  the  Methodist  Hospital  medi- 
cal staff. 

Dr.  Morris  D.  Cohen,  Memphis,  has  closed  his 
children’s  clinic  and  will  leave  for  Miami,  Florida. 
He  will  enter  a three-year  course  of  study  in  psy- 
chiatry at  the  University  of  Miami  Medical  School. 

Dr.  W.  C.  Keeton,  formerly  of  Hohenwald,  has 
closed  his  office  and  moved  to  Decatur,  Alabama. 

Dr.  David  E.  Rogers,  Nashville,  head  of  the  de- 
partment of  medicine  at  Vanderbilt  University 
School  of  Medicine  as  received  the  “distinguished 
service  award”  of  the  Nashville  Jaycees. 

Dr.  John  E.  Neumann,  Paris,  is  the  new  presi- 
dent of  the  Henry  County  Medical  Society. 

Dr.  Crawford  W.  Adams,  Nashville,  has  become 
president  of  the  medical  staff  of  St.  Thomas  Hos- 


pital. Dr.  Benjamin  Fowler,  Nashville,  has  been 
named  president-elect. 

Dr.  Walter  L.  Diveley,  Nashville,  has  been 
named  chairman  of  the  Board  of  Directors  of  the 
Nashville  Academy  of  Medicine. 

Dr.  William  A.  DeSautelle,  Knoxville,  announces 
the  removal  of  his  offices  from  1025  Hamilton  Na- 
tional Bank  Building  to  3136  North  Broadway. 

Recent  speakers  on  a Chattanooga  Television 
station  have  been  Dr.  R.  M.  Landry,  Dr.  Carl  A. 
Hartung  and  Dr.  Maurice  Rawlings,  all  of  Chat- 
tanooga. They  participated  on  the  program  en- 
titled “Your  Doctor  Speaking.” 
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Tennessee  Society  of  Plastic  Surgeons 

The  Tennessee  Society  of  Plastic  Surgeons  will 
meet  on  Sunday,  April  9th  at  the  Lakeshore 
Lodge,  in  Chattanooga.  The  meeting  will  be  con- 
ducted at  2:00  p.m.  The  society  is  meeting  in  con- 
junction with  the  annual  meeting  of  the  Tennessee 
State  Medical  Association. 

American  Board  of  Obstetrics  and 
Gynecology 

Application  for  certification  in  the  American 
Board  of  Obstetrics  and  Gynecology,  new  and  re- 
opened, for  the  1962  Part  1 Examinations  are  now 
being  accepted.  All  candidates  are  urged  to  make 
such  application  at  the  earliest  possible  date.  The 
deadline  date  for  receipt  of  applications  is  August 
the  first,  1961.  No  applications  can  be  accepted 
after  that  date. 

Candidates  for  admission  to  the  Examinations 
are  required  to  submit  with  their  application  a 
plain  typewritten  list  of  all  patients  admitted  to 
the  hospitals  where  they  practice,  for  the  year 
preceding  their  application,  or  the  year  prior  to 
their  request  for  reopening  of  their  application. 
This  information  is  to  be  attested  to  by  the  Record 
Librarian  of  the  hospital  or  hospitals  and  sub- 
mitted on  paper  8V2”  x 11".  Necessary  details  to 
be  contained  in  the  list  of  admissions  is  outlined 
in  the  Bulletin  and  must  be  followed  closely.  Cur- 
rent bulletins  outlining  present  requirements  may 
be  obtained  by  writing  to  the  Secretary’s  office, 
Robert  L.  Faulkner,  M.D.,  Executive  Secretary 
and  Treasurer,  American  Board  of  Obstetrics  and 
Gynecology,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 

Physicians  Recently  Licensed  to  Practice 
Medicine  in  Tennessee 

Michal,  Mary  L.,  Nashville 

Stobbe,  William  R.,  Houston,  Texas 

Watson,  Jerry  F.,  Memphis 
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Hancock,  James  C.,  Jr.,  Memphis 
Avery,  Bebe  A.  B.,  Memphis 
Gentry,  Robert  H„  Jr.,  Knoxville 
Sullivan,  Earl  J.,  Johnson  City 
Henderson,  Robert  J.,  Jr.,  Chattanooga 
Gaba,  William  F.,  Memphis 
Sgalitzer,  George  W.,  Ft.  Jackson,  S.  C. 

Gillit,  Charles  M.,  Hendersonville 
Gill,  Charles  M.,  Nashville 
Scott,  Edwin  L.,  Memphis 
Thompson,  Bobby  G.,  Wichita,  Kansas 
Burlison,  Pat  Ed,  Memphis 
Johnson,  Jerry  R.,  Knoxville 
Smith,  Gladstone  E.,  Jr.,  Dover 
Lipsett,  Philip,  Jr.,  Greeneville 
Wilson,  John  M.,  Greeneville 
Heyssel,  Robert  M.,  Nashville 
Phythyon,  James  M.,  Nashville 
Elliott,  James  I.,  Memphis 
Sinats,  Reinis,  Goldsboro,  N.  C. 

Postgraduate  Day  in  Psychiatry 

The  Central  State  Hospital  in  collaboration  with 
the  Division  of  Postgraduate  Instruction  of  Van- 
derbilt University  School  of  Medicine  is  offering  a 
one-day  postgraduate  course  on  Thursday,  May  18, 
at  the  Central  State  Hospital.  This  deals  with  the 
patient  coming  home  from  a mental  hospital,  and 
the  role  of  the  family  physician  in  keeping  him 
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home.  This  program  will  serve  to  acquaint  the 
physician  with  the  treatment  activities  within  the 
hospital  and  such  topics  as  drug  therapy,  recrea- 
tional therapy,  occupational  therapy,  etc. 

Dr.  William  F.  Sheeley,  Chief  of  the  General 
Practitioner  Education  Project  of  the  American 
Psychiatric  Association  will  be  the  guest  speaker. 
The  course  is  approved  for  Category  I creait  by 
the  American  Academy  of  General  Practice. 

Central  Regional  Meeting  of  the 
American  College  of  Gastroenterology 

The  Central  Regional  Meeting  of  the  American 
College  of  Gastroenterology  will  be  held  in  Mil- 
waukee, Wise.,  Sunday  afternoon,  16  April  1961. 
The  scientific  sessions  will  be  held  at  the  Schroe- 
der  Hotel  at  2:00  p.m.,  following  the  semi-annual 
meeting  of  the  College’s  Board  of  Trustees. 

Participating  in  the  meeting  will  be  Dr.  Andrew 
E.  Cyrus,  Jr.,  Milwaukee,  Wisconsin;  Dr.  D.  O. 
Ferris,  Rochester,  Minnesota;  Dr.  John  Hurley, 
Milwaukee,  Wisconsin;  Dr.  Raymond  J.  Jackman, 
Rochester,  Minnesota;  Dr.  LeRoy  Sims,  Madison, 
Wisconsin;  and  Dr.  Jean  Spencer,  Chicago,  Illinois. 

Members  of  the  medical  profession  are  cordially 
invited  to  attend.  A copy  of  the  program  may  be 
obtained  by  writing  to  the  Secretary,  American 
College  of  Gastroenterology,  33  West  60th  Street, 
New  York  23,  New  York. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  on  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 31  year  old  married  physician  desires  asso- 
ciate practice  in  ob-gyn  in  east  Tennessee  com- 
munity 20,000  to  50,000.  Methodist.  Graduate 
University  of  Maryland.  Available  spring  1961. 

LW-349 


A 46  year  old  married  physician  desires  to  es- 
tablish ob-gyn  practice  in  Tennessee  community 
of  50,000-100,000.  Retiring  from  military  service. 
Prefers  clinical  or  associate  practice.  Baptist. 
Graduate  Tulane  Medical  School.  Two  years  res- 
idency. Available  immediately.  LW-364 

♦ 

A 31  year  old  physician,  married,  desires  to  es- 
tablish ob-gyn  practice  in  west  or  middle  Tennes- 
see community  of  30,000-50,000.  Will  consider 
clinical,  associate  or  assistant  practice.  Tennes- 
see license;  residency.  Methodist.  Graduate  of 
Vanderbilt  University.  Available  July  1961. 

LW-366 


A 31  year  old  married  physician  desires  clinical 
practice  in  general  surgery  in  Tennessee  commu- 
nity of  25,000  or  over.  Tennessee  license;  resi- 
dency. Catholic.  Graduate  University  of  Ten- 
nessee. Available  immediately.  LW-372 

♦ 

A 42  year  old  married  physician  desires  group, 
partnership  or  private  practice  in  radiology  in 
east  or  middle  Tennessee  community.  Diplomate 
of  the  American  Board  of  Radiology.  Protestant. 
Graduate  University  of  Basel,  Switzerland.  Avail- 
able immediately.  LW-376 


A 49  year  old  married  physician  desires  position 
as  hospital  administrator,  director  of  professional 
education  in  hospital,  administrative  director  in 
industry  or  insurance,  etc.  Prefers  location  in  or 
near  large  city  but  will  locate  elsewhere.  Bap- 
tist. Tennessee  license;  8 years  residency.  Part 
I,  American  Board  of  Surgery.  Graduate  Vander- 
bilt School  of  Medicine.  Available  immediately. 

LW-379 


A 30  year  old  married  physician  would  like  to 
establish  general  practice,  either  clinical,  assistant, 
associate  or  industrial  in  middle  Tennessee  com- 
munity. Tennessee  license.  Church  of  Christ. 
Graduate  University  of  Tennessee  College  of  Med- 
icine. Available  April  1961.  LW-391 


A 30  year  old  married  physician  would  like 
clinical  or  associate  general  practice  in  east  or 
middle  Tennessee  community  of  15,000  or  over. 
Tennessee  license;  residency;  surgery  training; 
Methodist.  Graduate  University  of  Tennessee. 
Available  July  1,  1961.  LW-398 


A 33  year  old  married  general  practitioner 
wishes  to  enter  clinical,  associate  or  assistant 
practice  in  middle  Tennessee  community  of  5,000 
to  20,000.  Residency  training.  Protestant.  Grad- 
uate University  of  Tennessee.  Available  April 
1961.  LW-400 


A 32  year  old  married  general  practitioner  with 
interest  in  obstetrics,  interested  in  industrial,  as- 
sociate or  assistant  practice  in  middle  Tennessee 
community  of  50,000  or  over.  Baptist.  Graduate 
University  of  Louisville.  Available  with  few 
weeks  notice.  LW-401 

Physicians  Wanted 

Northwest  Tennessee  community  of  1,200  (trade 
area  3,000)  needs  general  practitioner.  Office 
space  available  and  good  hospital  facilities  sixteen 
miles.  Near  large  recreational  area.  Good  loca- 
tion. PW-129 

♦ 

Pediatrician  with  2 years  internship  and  1 year 
residency  training  needed  in  middle  Tennessee 
community  with  new  hospital.  Office  building 
located  near  hospital.  Office  furnished  except  for 
doctor’s  private  office  and  equipment.  PW-137 
♦ 

A rural,  middle  Tennessee  community  to  800 
in  need  of  general  practitioner  to  replace  physi- 
cian who  left  for  military  service.  Office  space; 
and  hospital  privileges  available  nearby.  Near 
good  hunting  and  fishing  area.  Good  location. 

PW-139 


Clinic  in  east  Tennessee  community  of  30,000 
has  opening  for  internist  (Board  eligible)  who  is 
interested  in  associate  practice  with  congenial 
group.  Good  location.  Newly  constructed  and 
fully  equipped.  PW-143 

♦ 

General  practitioner  who  is  interested  in  pre- 
ventive and  occupational  medicine  is  needed  in 
industrial  plant  in  east  Tennessee  community  of 
28,000.  Office  space  and  equipment  furnished. 
Regular  working  hours,  good  salary,  fringe  bene- 
fits. PW-145 

♦ 

Internist  in  large  western  Tennessee  city  wishes 
associate  to  share  modern  air-conditioned  office 
with  complete  diagnostic  equipment.  Adequate 
technical  help.  PW-150 

♦ 

Southeastern  community  of  10,000  in  need  of 
general  practitioner.  Office  space  available  with 
six  months  free  rent.  Eighteen  miles  from  large 
city.  Good  location.  PW-154 

♦ 

Large  clinic  in  large  middle  Tennessee  town  in 
need  of  general  practitioner  with  residency  train- 
ing. Excellent  location,  good  working  conditions 
and  congenial  group.  PW-156 

♦ 

A physician  with  experience  in  general  practice 
with  interest  in  OB  and/or  surgery,  needed  in 
middle  Tennessee  area.  18  bed  hospital  facilities 
available.  Will  furnish  office  space,  utilities  and 
telephone.  Age  30-45.  Associate  or  assistant 
status.  PW-158 

♦ 

One  or  more  physicians  needed  in  middle  Ten- 
nessee town  with  trade  area  of  6,500.  Only  other 
physician  in  county  retired.  Hospital,  completely 
staffed,  available.  Excellent  opportunity  for  good 
growing  practice.  PW-159 


FOR  SALE — Repossessed  small  hospital  in 
growing  middle  Tennessee  city  (population  ap- 
proximately 6,500).  No  initial  down  payment,  as- 
sume notes.  Or,  will  introduce  or  salary  physi- 
cian who  will  take  over  hospital.  No  other  active 
physician  in  county.  Need  and  opportunity  great. 

PW-160 
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Clinical  Evaluation 

G.  H.  AIVAZIAN,  M.D 

The  advent  of  the  first  tranquilizing  drugs 
in  clinical  psychiatry  brought  about  a revo- 
lution in  the  treatment  of  mental  illness 
and  was  followed  by  an  explosive  increase 
in  the  numbers  and  types  of  available  psy- 
chotherapeutic drugs.  The  extensive  clin- 
ical use  of  these  drugs  has  far  surpassed 
the  rate  of  development  of  an  experimental 
program  for  determining  their  mode  of  ac- 
tion.1 The  deficiency  of  our  knowledge  of 
the  specific  mechanisms  of  action  coupled 
with  lack  of  agreement  on  the  pathogenesis 
of  mental  disease  represents  a major  prob- 
lem in  modern  psychiatry.  Nevertheless, 
there  is  now  almost  universal  agreement 
that  these  drugs  have  been  very  beneficial 
therapeutically  for  patients  with  various 
mental  disorders,  many  of  whom  were  not 
previously  helped  by  other  forms  of  treat- 
ment. The  extent  of  their  efficacy  is  a sub- 
ject which  remains  controversial,-  partly 
because  of  the  highly  subjective  nature  of 
most  measurements  of  clinical  improve- 
ment.3 There  is  increasing  agreement,  how- 
ever, that  the  various  tranquilizers  provide 
symptomatic  relief  in  mental  disorders  but 
that  they  do  not  alter  the  basic  psychotic 
or  psychoneurotic  processes  in  a permanent 
way.--3  In  spite  of  these  problems,  great 
strides  have  been  made  in  determining  the 
therapeutic  value  of  drugs,  by  the  empirical 
method  of  clinical  trials.  These  should  be 
carried  out  in  as  exacting  a manner  as  pos- 
sible, suitable  controls  used  when  feasible 
and  extensive  follow-up  trials  carried  out. 

The  purpose  of  this  study  was  to  investi- 


*From  the  Department  of  Psychiatry,  Univer- 
sity of  Tennessee  College  of  Medicine,  and  Gailor 
Psychiatric  Hospital,  Memphis,  Tennessee. 

fThis  study  was  partially  supported  by  a grant 
from  Hoffmann-La  Roche  Laboratories,  Nutley, 
N.  J.  Librium  is  the  trade-name  for  chlordia- 
zepoxide. 
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gate  the  effectiveness  of  a new  psychothera- 
peutic agent,  chlordiazepoxide,  (Libriumf) 
in  the  treatment  of  patients  with  various 
types  of  mental  disorders  and  to  investigate 
relationships  between  therapeutic  results 
and  variables.  An  attempt  was  made  to  de- 
termine the  period  for  which  further  treat- 
ment is  required,  if  any,  the  maintenance 
dose  and  the  relapse  rate  in  improved  pa- 
tients. The  study  was  initiated  in  Novem- 
ber 1959,  and  has  been  active  for  one  year. 
Interest  in  this  new  drug  was  due  to  favor- 
able reports  in  clinical  trials  involving  a 
wide  range  of  diagnostic  categories  includ- 
ing anxiety  and  tension  states,  depression, 
schizophrenia,  involutional  psychotic  reac- 
tions, alcoholism,  and  epilepsy.4"9 

The  three  primary  actions  of  this  drug 
are  tranquilization,  muscle  relaxation  and 
anticonvulsant  effect. 10  An  important  con- 
sideration in  the  evaluation  of  any  new 
psychotherapeutic  drug  is  the  incidence  and 
severity  of  side  effects.  It  appears  that 
chlordiazepoxide  has  a particularly  high  de- 
gree of  safety.  Drowsiness  and  ataxia,  fre- 
quently reported  side  effects,  are  often  signs 
of  overdosage  disappearing  promptly  when 
the  dosage  is  adjusted.  There  has  been  no 
evidence  of  cardiovascular  disturbances, 
kidney  or  liver  damage  or  toxic  changes  in 
blood  picture.4"11 

Method  and  Case  Material 

The  current  sample  consisted  of  66  pa- 
tients, male  and  female,  ranging  in  age  from 
17  to  75  years.  Fifty-one  patients  were  hos- 
pitalized and  15  were  out-patients.  Three 
diagnostic  groups  were  included:  37  psycho- 
neurotic patients,  15  psychotic  patients,  and 
14  patients  with  personality  disorders  (Ta- 
ble 1).  The  selection  of  patients  was  made 
solely  on  the  basis  of  diagnosis  regardless 
of  duration  of  illness,  previous  therapy  or 
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prognosis.  Treatment  was  initiated  follow- 
ing one  week  of  observation,  and  patients 
that  showed  improvement  within  this  pe- 
riod were  not  included  in  the  sample.  The 
drug  was  administered  by  mouth  and  the 
dosage  range  was  40  to  150  mg.  a day  given 
in  four  divided  doses  depending  upon  indi- 
vidual requirement. 

The  procedure  for  observation  and  eval- 
uation was  as  follows:  A record  of  behavior 
and  symptomatology  was  made.  The  final 
evaluation  of  results  was  based  on  changes 
in  behavior  and  symptomatology,  weekly 
interviews,  and  subjective  observations  of 
patients.  Results  were  graded  according  to 
the  following  scale:  marked  improvement 
— completely  symptom-free,  able  to  return 
home,  and  resume  normal  activities  and  oc- 
cupation; moderate  improvement — largely 
symptom-free,  able  to  return  home  and  re- 
sume normal  activities  and  occupation  in 
part;  slight  improvement — partial  sympto- 
matic relief,  further  hospitalization  defi- 
nitely indicated;  and  not  improved — no 
change  in  symptomatology  or  behavior. 

Twenty-two  patients  were  kept  on  chlor- 
diazepoxide  after  their  discharge  from  the 
hospital  for  a period  of  one  to  ten  months. 
The  maintenance  dose  during  this  period 
was  10  to  40  mg.  a day. 

The  follow-up  period  extended  from  4 
to  10  months  following  discharge,  and  in- 
cludes patients  both  with  and  without  main- 
tenance treatment  with  the  drug. 

Combined  therapy  was  tried  on  18  pa- 
tients, 6 of  whom  exhibited  anxiety  reaction 
with  depressive  features  and  12  who  had 
depressive  reaction  with  anxiety;  of  these, 
6 are  included  in  Table  1.  Each  group  was 
initially  treated  with  either  chlordiazepox- 
ide,  or  an  antidepressive  drug  or  electro- 
shock therapy  respectively.  In  those  pa- 
tients where  results  were  unsatisfactory 
combined  therapy  consisting  of  chlordia- 
zepoxide  and  an  antidepressive  drug  (mo- 
naminoxidase  inhibitor  or  imipramine)  was 
used. 

Laboratory  investigations  included  com- 
plete blood  count  and  hemoglobin,  urinaly- 
sis and  urine  for  urobilinogen  prior  to  treat- 
ment and  at  weekly  intervals. 

Results 

The  results  according  to  diagnosis  are 


summarized  in  table  1.  The  improvement 
rate  was  significantly  high  in  certain  psy- 
choneurotic reactions  and  insignificant  in 
the  psychotic  and  personality  disorder 
groups. 

Table  I 


Results  of  Treatment  with  Chlordiazepoxide  in 
66  Patients  with  Mental  Disorders 


No. 

Results  Improved 

Not 

of  Pa- 

Mod- 

Im- 

Diagnosis 

tients 

Marked 

erate 

Slight 

proved 

Psychoneuroses 

Anxiety  Reaction  24 

12 

8 

4 

— 

Phobic  Reaction 
Conversion 

1 

1 

— 

~ 

~ 

Reaction 

Depressive 

2 

— 

2 

Reaction 
Depression  with 

4 

~ 

1 

3 

Anxiety 

6 

2 

1 

2 

1 

Psychoses 

Schizophrenic 

Reaction 

13 

— 

2 

4 

7 

Involutional  Psy- 

chotic  Reaction  2 

- 

1 

1 

- 

Personality 

Disorder 

14 

3 

- 

7 

4 

TOTALS 

66 

18 

13 

21 

14 

Group  I:  Psychoses. 

Of  15  patients  in  this  group  13  had  schizo- 
phrenia and  2 involutional  psychosis.  Three 
patients  improved  on  a daily  dose  of  40  mg., 
improvement  appearing  within  5,  7,  and  20 
days  respectively.  In  7 patients  the  daily 
dose  was  increased  to  100  mg.  and  in  2 other 
patients  to  150  mg.,  and  treatment  was  ex- 
tended over  a period  of  one  to  three  months. 
None  of  these  improved.  The  improved  pa- 
tients had  been  subjected  to  severe  environ- 
mental stress,  and  anxiety  had  been  a prom- 
inent symptom.  The  results  were  not  re- 
lated to  diagnosis,  duration  of  illness,  or  age. 

Group  II:  Personality  disorders. 

Our  experience  was  disappointing  in  this 
group  of  14  patients  with  various  types  of 
personality  disorder,  and  the  following  as- 
sociated conditions:  alcoholism  (6),  sexual 
deviation  (2),  organic  brain  disease  (3),  di- 
abetes mellitus  (1),  and  migraine  type  head- 
ache (1).  The  immediate  reasons  for  hos- 
pitalization were:  anxiety,  fears,  depression, 
suicidal  threats  or  attempts,  insomnia,  al- 
coholism, or  anti-social  behavior.  Only  3 
patients  showed  satisfactory  improvement, 
all  3 were  alcoholics.  One  patient  relapsed 
after  two  months,  and  the  remaining  2 have 
maintained  improvement  for  six  and  eight 
months  respectively,  during  which  time 
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they  have  received  psychotherapeutic  as- 
sistance and  chlordiazepoxide.  In  the  6 al- 
coholic patients,  as  well  as  in  additional  11 
alcoholics  not  included  in  this  sample,  the 
new  drug  was  found  helpful  in  relieving 
withdrawal  symptoms,  in  particular,  ten- 
sion and  anxiety. 

Group  III:  Psychoneurotic  reactions. 

Thirty-seven  patients  with  psychoneurotic 
reactions  were  included  in  this  group.  Six 
patients  with  mixed  symptomatology  have 
been  grouped  under  the  heading  of  depres- 
sion with  anxiety  in  table  1.  Patients  with 
conversion  reaction  and  depressive  reaction 
failed  to  respond  to  the  drug.  Four  de- 
pressed patients  subsequently  received  elec- 
troshock treatment  and  3 improved.  The 
most  favorable  responses  were  observed 
among  24  patients  with  anxiety  reaction 
and  one  phobic  reaction.  Of  6 having  anx- 
iety depression  3 improved.  It  is  note- 
worthy that  improvement  among  psycho- 
neurotic patients  was  prompt  and  appeared 
within  one  to  seven  days  in  14  patients  and 
eight  to  fifteen  days  in  7 patients  on  a daily 
dose  of  40  mg.  In  the  patients  who  failed 
to  respond  within  one  week,  prolongation 
of  treatment  and  increase  in  the  dosage  of 
the  medication  proved  ineffective  except  for 
one  patient  who  improved  on  the  twenty- 
third  day.  Often  the  response  was  “dra- 
matic” within  one  or  two  days  and  was  well 
maintained  thereafter.  The  initial  response 
was  subjective,  and  was  followed  by  ob- 
jective changes  within  a few  days.  In  one 
patient  placebo  and  psychotherapy  were 
used  for  eleven  weeks  without  response. 
Within  24  hours  after  initiation  of  chlor- 
diazepoxide the  patient  reported  very  con- 
siderable improvement  in  her  condition.  In 
3 other  patients  routine  hospital  care,  psy- 
chotherapeutic assistance  and  placebo  were 
used  for  one  to  three  weeks,  followed  by 
chlordiazepoxide.  Improvement  appeared 
immediately  following  the  addition  of  the 
drug  to  the  therapeutic  regimen. 

Of  the  22  patients  who  were  on  mainte- 
nance doses  of  chlordiazepoxide  up  to  ten 
months,  adequate  follow-up  results  are 
available  on  15  improved  patients,  as  shown 
in  table  2.  Among  9 patients  with  marked 
improvement,  one  relapsed.  Two  others  re- 
lapsed after  withdrawal  of  medication  but 


improved  when  it  was  reinstituted.  Among 
6 patients  with  moderate  improvement  five 


relapsed  while  on  medication. 

Table  2 

(Table  2.) 

Duration  of  Treatment  No.  of 

Relapses 

Months 

Patients 

No.  of  Patients 

10 

2 

None 

6 

1 

1 

5 

2 

None 

4 

3 

2 

3 

5 

2 

2 

2 

1 

Among  9 patients 

with  marked 

improvement,  1 

relapsed.  Two  others  relapsed  after  withdrawal 
of  medication  but  improved  when  chlordiazepoxide 
was  reinstated. 

Among  6 patients  with  moderate  improvement  5 
relapsed  while  on  medication. 


In  the  18  patients  who  received  combined 
therapy  the  results  were  more  effective;  the 
combination  of  two  drugs  produced  more 
satisfactory  relief  of  symptoms  than  either 
drug  alone. 

In  general,  the  favorable  responses  were 
relief  from  tension  and  anxiety,  increased 
tolerance,  curbing  of  hostile  and  aggressive 
tendencies,  improved  sleep  pattern  and  ap- 
petite. 

Typical  observations  by  patients  were:  “I 
feel  more  relaxed,  am  not  tense,  feel  calm 
within,  am  not  bothered  as  much  by  what 
they  say,  do  not  lose  my  temper,  sleep  bet- 
ter.” Others  have  stated  that  they  feel  calm 
but  do  not  like  it,  cannot  push  as  hard  as 
they  used  to,  and  have  diminished  initiative 
for  daily  tasks. 

Side  effects  were  mild  and  transient,  nei- 
ther withdrawal  of  the  drug  nor  reduction 
of  the  dosage  having  been  necessary  in  any 
patient.  The  following  side  effects  occurred: 
mild  drowsiness  in  8 patients;  mild  hypo- 
tension in  2;  skin  rash  involving  only  the 
palms  of  the  hands  in  1;  and  tremors  of 
hands  in  1 patient.  Three  outpatients  com- 
plained of  loss  of  initiative  and  drive  and 
were  unwilling  to  continue  medication.  Lab- 
oratory findings:  There  were  no  abnormal 
findings  in  the  blood  and  urine  specimens 
tested. 

Discussion 

The  two  syndromes  in  which  satisfactory 
results  appeared  were  anxiety  reactions  and 
anxiety  depressions. 

For  purposes  of  this  discussion  the  mod- 
erate and  markedly  improved  patients  will 
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be  referred  to  as  improved,  and  the  slightly 
improved  and  the  unimproved  as  not  im- 
proved. 

Possible  correlation  between  clinical  re- 
sults and  the  following  factors  were  ex- 
plored: sex,  duration  of  illness,  symptom- 
atology, stress,  previous  personality  and  ad- 
justment, combined  therapy,  including  psy- 
chotherapy and/or  other  drugs  together 
with  chlordiazepoxide. 

No  correlation  appeared  between  sex,  du- 
ration of  illness,  symptomatology  and  ther- 
apy with  this  drug.  A possible  relationship 
to  age  may  be  noted  from  the  fact  that  those 
who  improved  ranged  in  age  from  28  to  58 
years  of  age,  while  the  unimproved  patients 
were  under  23  years. 

The  target  symptoms  in  all  patients  with 
anxiety  reaction  were  similar, — namely, 
anxiety,  tension,  somatic  complaints,  fears. 
Some  patients  also  exhibited  depressive  fea- 
tures, headaches,  and  compulsive  behavior. 
However,  in  spite  of  the  similarity  in  target 
symptoms  4 patients  with  anxiety  reaction 
and  3 patients  with  anxiety  depression 
failed  to  improve.  There  were  three  sig- 
nificant differences  between  the  improved 
and  the  unimproved  group:  1)  severity  of 
the  stress  factor,  2)  previous  personality 
type,  and  3)  adjustment  pattern  to  stress. 
In  the  unimproved,  although  the  symptoms 
and  average  duration  of  the  present  episode 
were  the  same  as  in  the  improved  group, 
personality  disorders  of  varying  severity 
with  long  periods  of  previous  maladjust- 
ment were  present,  manifested  either  by 
depression,  anxiety  or  other  types  of  neu- 
rotic symptomatology  and  behavior.  More- 
over, these  patients  also  had  serious  prob- 
lems of  sexual  adjustment,  permanent  phys- 
ical disability,  or  extreme  dependency 
needs.  Only  in  one  of  the  5 unimproved 
patients  was  the  stress  factor  preceding  the 
present  illness  moderately  severe.  In  the 
improved  group  (12  patients),  however,  not 
only  were  the  previous  personality  and  ad- 
justment satisfactory,  but  the  stress  factor 
had  been  severe  in  11,  moderate  in  6,  and 
undetermined  in  4. 

Partial  or  complete  relief  from  anxiety 
and  tension  was  related  chronologically  to 
the  administration  of  chlordiazepoxide  re- 
gardless of  what  other  therapy  was  in  ef- 
fect at  that  time.  Moreover,  when  the  drug 


was  withdrawn  from  the  therapeutic  regi- 
men 2 patients  relapsed  but  improved  im- 
mediately when  the  drug  was  reinstituted. 
On  the  other  hand,  5 improved  patients  re- 
lapsed during  maintenance  therapy  with 
chlordiazepoxide.  These  5 patients  had: 
history  of  previous  emotional  disturbance, 
moderate  personality  defects,  and  the  stress 
had  been  mild.  While  the  follow-up  sample 
is  small,  it  is  noteworthy  that  the  relapse 
rate  was  higher  during  the  first  four  months 
than  thereafter. 

These  observations  support  the  view  that, 
in  general,  the  effect  of  chlordiazepoxide  is 
symptomatic  and  that  the  course  of  the  ill- 
ness is  not  influenced  per  se.  The  unim- 
proved cases  of  anxiety  reaction  and  those 
that  relapsed  while  still  on  the  drug  may 
suggest  not  only  quantitative  but  also  quali- 
tative differences  as  to  cause,  subjective  ex- 
periences, and  objective  observations  that 
were  interpreted  as  anxiety. 

Summary 

The  purpose  of  this  study  was  to  investi- 
gate the  effectiveness  of  chlordiazepoxide 
in  the  treatment  of  mental  disorder,  and  to 
investigate  relationships  between  therapeu- 
tic results,  the  relapse  rate,  and  variables 
selected. 

The  sample  consisted  of  66  male  and  fe- 
male patients,  ranging  in  age  from  17  to  75 
years.  The  dosage  range  was  40  to  150  mg. 
a day,  given  in  3 or  4 divided  doses.  Three 
diagnostic  groups  were  included:  37  psycho- 
neurotic patients,  25  were  improved  (anx- 
iety reactions,  and  anxiety  depressions,  and 
one  phobic  reaction) ; 15  psychotic  patients, 
3 were  improved;  and  14  patients  with  per- 
sonality disorder,  3 were  improved. 

Among  15  improved  patients  that  were 
followed-up  for  a period  of  4 to  10  months, 
6 relapsed  while  on  maintenance  dosage. 

No  relationship  appeared  between  im- 
provement and  age,  sex,  dosage,  duration 
of  illness  and  symptomatology  per  se. 

The  improvement  rate  was  definitely 
higher  and  the  relapse  rate  lower,  in  pa- 
tients with  satisfactory  previous  personality 
and  adjustment  patterns  and  where  the  ill- 
ness was  precipitated  by  external  stress. 

Conclusions 

1.  Chlordiazepoxide  was  found  effective 
in  the  treatment  of  patients  with  anxiety 
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reactions.  Best  therapeutic  results  appeared 
in  patients  with  a well  adjusted  previous 
personality  and  where  the  illness  was  pre- 
cipitated by  external  stress. 

2.  The  new  drug  was  found  helpful  in  re- 
lieving anxiety  and  tension  associated  with 
various  syndromes,  but  was  ineffective  in 
modifying  the  underlying  personality  dis- 
order or  psychosis. 

3.  Chlordiazepoxide  was  free  of  toxic  ef- 
fects and  a safe  drug  in  a dosage  range  of 
40  mg.  to  150  mg.  a day.  Side  effects  were 
mild  and  transient. 
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Effects  of  Excess  Sodium  Chloride  on  Blood  Lip- 
ids: A Possible  Factor  in  Coronary  Heart  Dis- 
ease. G.  Douglas  Talbott,  M.D.,  John  R.  Keys, 
M.D.,  Bessie  M.  Keating,  M.T.,  and  Beatrice 
Finkelstein,  M.D.,  Ann.  Int.  Med.  54:257,  1961. 
The  authors  introduced  the  subject  by  pointing 
out  that  the  primitive  man  did  not  add  salt  to  his 
food  so  long  as  he  either  lived  by  the  sea  or  ate 
his  meat  raw.  The  picture  is  quite  different  in 
the  more  progressive  societies.  In  a recent  study 
of  a random  group  of  Americans,  other  investi- 
gators found  a daily  salt  intake  up  to  24  Gm.,  and 
concluded  that  the  average  American  male  con- 
sumed 10  Gm.  per  day.  Conservative  calculation 
places  our  average  salt  consumption  at  least  8 
Gm.  in  excess  of  estimated  metabolic  require- 
ments. The  authors  wondered  if  it  was  merely 
chance  that  both  the  use  of  sodium  chloride  and 
the  incidence  of  coronary  heart  disease  have  in- 
creased hand  in  hand  with  the  rising  tide  of  prog- 
ress. The  authors  also  point  out  that  with  the 
increasing  suspicion  being  directed  toward  the 
role  of  hyperlipoidemia  in  the  etiology  of  coronary 
heart  disease,  it  was  felt  that  it  was  desirable  to 
investigate  all  alterable  factors  which  might  con- 
tribute to  the  hyperlipemic  state.  A project  was 
therefore  designed  specifically  to  permit  observa- 
tion of  the  effect  of  ingested  sodium  chloride  on 
each  of  the  several  blood  values  in  man,  particu- 
larly on  the  clearance  time  of  artificially  elevated 
blood  fat. 

A project  was  set  up  which  included  20  appar- 
ently normal  men,  ranging  in  age  from  18  to  39 
years,  each  one  acting  as  his  own  control,  starting 
with  an  average  sodium  chloride  intake  of  4 Gm. 


per  day  and  finally  being  forced  to  20  Gm.  a day 
of  sodium  chloride  intake.  Individual  values 
were  determined  for  (1)  total  cholesterol;  (2) 
cholesterol  esters;  (3)  phospholipids;  (4)  athero- 
index;  (5)  total  lipids;  (6)  total  esterified  fatty 
acids;  (7)  neutral  fatty  acids;  (8)  beta  lipopro- 
teins; and  (9)  alpha  lipoproteins.  After  these 
initial  determinations  were  made,  the  blood  fat 
was  artificially  elevated  by  injecting  Lipomul,  5 
ml. /Kg.  of  body  weight,  into  the  blood  stream  of 
each  subject.  Blood  lipid  clearance  time  was  then 
calculated  by  determining  the  respective  values 
of  the  above-listed  blood  lipid  factors  immediately 
after  infusion  and  again  at  two,  four  and  24  hours 
thereafter. 

An  analysis  of  the  findings  showed  that  both 
the  cholesterol  and  the  cholesterol  esters  were 
depressed  at  most  points  in  time  observed,  except 
at  the  24  hour  post-Lipomul  point;  serum  trigly- 
cerides and  fatty  acids  were  significantly  in- 
creased at  the  corresponding  times.  All  other 
blood  values  remained  essentially  unchanged.  The 
authors  thought,  although  clinical  conclusions 
were  not  yet  warranted,  that  the  statistical  sig- 
nificance of  the  fractional  lipid  variations  noted 
in  this  experiment  may  indicate  the  desirability 
of  restricting  excessive  intake  of  sodium  chloride 
as  a means  of  controlling  coronary  artery  disease. 
This  seems  particularly  so  because  other  investi- 
gators have  found  in  comparative  lipid  studies  in 
normal  and  coronary  subjects,  the  most  obvious 
differential  was  constantly  elevated  serum  tri- 
glyceride level  in  the  coronary  group.  (Abstracted 
for  the  Middle  Tennessee  Heart  Association  by 
Peirce  M.  Ross,  M.D.,  Nashville.) 
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CASE  REPORT 

Congenital  Absence  of  the  Gall  Bladder 

B.  C.  Collins,  M.D.,  Memphis,  Tenn. 

Congenital  absence  of  the  gall  bladder  is 
a relatively  rare  finding,  and  is  often  associ- 
ated with  disease  of  the  bile  ducts.  The  fol- 
lowing case  report  is  illustrative. 

A 57  year  old  woman  was  admitted  to  St.  Jo- 
seph Hospital  on  November  8,  1959,  complaining 
of  upper  abdominal  pain,  nausea,  vomiting  and 
jaundice  of  one  week’s  duration. 

She  had  enjoyed  good  health  for  the  past  20 
years.  A previous  illness  was  due  to  a large 
ovarian  tumor  which  had  been  satisfactorily 
treated  by  surgical  removal.  She  had  not  been 
taking  any  medications. 

The  pain  in  the  current  illness  was  severe  and 
colicky.  It  occurred  in  the  epigastrium,  radiated 
to  the  back,  and  was  also  felt  in  the  right  upper 
quadrant,  though  to  a lesser  degree.  Her  symp- 
toms were  aggravated  by  eating  and  relieved  by 
vomiting.  Two  days  after  admission  she  observed 
that  her  bowel  movements  were  liquid  and  had 
become  white  in  color. 

There  was  no  history  of  cardiac  symptoms  or  of 
heart  disease,  and  she  denied  dyspnea,  angina  and 
pedal  edema.  The  urine  had  been  dark  in  color 
for  the  past  three  or  four  days  before  admission. 

Physical  examination  revealed  a well  developed, 
somewhat  obese,  cooperative,  white  jaundiced 
woman  lying  quietly  in  bed  but  complaining  of 
severe  epigastric  pain  radiating  to  the  back.  The 
vital  signs  were  normal  and  stable.  Blood  pres- 
sure was  130/80.  Positive  physical  findings  were 
generalized  icterus  of  moderate  degree,  marked 
tenderness  and  rigidity  in  the  epigastric  region, 
and  heart  sounds  which  were  faint  and  distant. 

The  chest  x-ray  film  showed  the  lungs  to  be 
clear,  the  heart  somewhat  distorted  and  at  the 
upper  limit  of  normal  in  size  with  increased  prom- 
inence of  the  left  ventricle.  The  right  leaf  of  the 
diaphragm  was  elevated. 

The  electrocardiogram  was  interpreted  as  ab- 


normal with  nonspecific  S-T  and  T wave  changes. 
A consulting  cardiologist  diagnosed  the  findings  as 
due  arteriosclerotic  heart  disease,  compensated 
and  with  no  evidence  of  impaired  cardiac  reserve. 

The  significant  laboratory  findings  were  a he- 
matocrit of  44%,  WBC.  count  of  13,000  with  93% 
segmented  neutrophils.  The  icteric  index  was  45, 
the  transaminase  was  46.  The  urinalysis  was 
negative  except  for  8-10  WBC.  and  3-5  RBC.  per 
field. 

At  operation  a upper  right  rectus  incision  was 
made.  Fibrous  adhesions  were  found  between  the 
stomach  and  abdominal  wall.  The  liver  was 
slightly  swollen  and  mottled  in  color,  with  rounded 
edges.  The  fossa  which  normally  contains  the 
gall  bladder  was  empty,  revealing  a white  opaque 
mass  less  than  1 cm.  in  diameter  at  near  the  bi- 
furcation of  the  common  bile  duct  into  the  right 
and  left  hepatic  ducts.  The  mass  appeared  to  be 
the  vestigial  stump  of  a gall  bladder.  The  com- 
mon bile  duct  was  dilated  to  2 cm.,  and  its  wall 
was  greatly  thickened.  Several  stones  were  pal- 
pated through  the  wall  of  the  common  bile  duct. 
The  duct  was  opened  and  7 stones  varying  from 
0.5  to  2 cm.  in  size  were  removed.  A 6 mm.  di- 
lator was  passed  through  the  sphincter  of  Oddi. 
A T-tube  was  inserted.  An  operative  cholangio- 
gram  showed  excellent  filling  of  the  hepatic  and 
common  ducts  with  much  dilation.  No  dye  was 
visualized  beyond  the  ampulla.  The  common  bile 
duct  was  re-explored  to  rule  out  the  possibility  of 
a stone  at  the  sphincter  of  Oddi,  and  a larger 
probe  was  passed  into  the  duodenum.  A second 
cholangiogram  was  essentially  the  same  as  the 
first. 

The  patient  had  an  uneventful  postoperative 
course.  The  jaundice  cleared  rapidly.  The  bile 
drainage  from  the  T-tube  cleared  and  decreased 
in  volume.  The  T-tube  was  removed  on  the  tenth 
postoperative  day.  A cholangiogram  made  just 
before  removing  the  tube  revealed  no  stones  and 
showed  the  dye  to  be  entering  the  duodenum 
freely.  She  was  maintained  on  dehydrocholic 
acid  for  approximately  six  months.  She  has  been 
entirely  free  of  any  symptoms  for  the  past  11 
months. 
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CASE  REPORT 

Photosensitivity  to  Declomycin 

Marvin  L.  Wolff,  M.D.,*  Memphis,  Tenn. 

The  purpose  of  this  report  is  to  illustrate 
the  photosensitivity  reaction  to  demethyl- 
chlortetracycline  (Declomycin).  A number 
of  such  cases  have  been  reported  re- 
cently.1’ 2>  3 The  Medical  Director  of  Le- 
derle  Laboratories,  in  discussing  the  prob- 
lem, observed  that  in  analyzing  2,682  reports 
on  the  clinical  use  of  this  antibiotic,  “a  pho- 
todynamic reaction  to  sunlight  has  been 
observed  in  40  patients.”1 

On  October  22,  1960,  a 26  year  old  white  woman 
was  given  Declomycin  for  treatment  of  an  upper 
respiratory  infection  with  bronchitis.  After  taking 
only  6 capsules  of  150  mg.  each,  in  a 2 day  period 
(a  total  of  900  mg.),  on  the  third  day  she  devel- 
oped a sunburn  on  her  face  and  hands  while  rid- 
ing in  a closed  car.  The  only  exposure  to  sun  that 
day  was  through  the  front  windshield  of  the  car. 
On  the  fourth  day  (i.e.,  the  second  day  without 
medication),  she  rode  in  an  open  car  and  was  ex- 
posed to  the  sun  for  several  hours.  Her  face  and 
hands  became  extremely  red,  swollen,  and  pain- 
ful, and  a sharp  line  of  demarcation  was  evident 
on  her  cheek  between  the  exposed  skin  and  skin 
protected  from  sunlight  by  a scarf.  This  patient 
had  never  before  been  particularly  sensitive  to 
sunlight,  and  had  never  before  suffered  a severe 
sunburn.  The  pain  and  swelling  persisted  for 
about  4 days,  but  the  erythema  of  the  face  with 
the  line  of  demarcation  persisted  for  approxi- 
mately 3 weeks.  No  specific  treatment  for  this 
reaction  was  given;  improvement  was  spontaneous. 


*From  the  Department  of  Medicine,  University 
of  Tennessee  College  of  Medicine,  Memphis,  Tenn. 


The  photograph  was  taken  4 days  after  the  initial 
burn. 

My  conclusion  is  that  Declomycin  should 
be  prescribed  with  caution.  This  patient’s 
reaction  occurred  in  October;  it  would  un- 
doubtedly have  been  worse  if  it  had  oc- 
curred during  the  summer  months. 
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Nashville  General  Hospital* 

Vascular  Collapse  Treated  by 
Intra-aortic  Transfusion 

DR.  FRANK  E.  WHITACRE:  Everyone 
who  takes  care  of  obstetrical  patients  at 
times  must  encounter  difficult  cases  of  pla- 
centa previa.  The  condition  is  not  unusual 
as  the  incidence  will  average  about  1 case 
in  140  pregnancies.  Most  opinions  as  to  eti- 
ology are  speculative.  Poor  nutrition  of 
the  recently  fertilized  ovum  has  been  im- 
plicated. It  is  probable  that  abnormalities 
of  the  placenta  are  concerned  with  at  least 
some  cases  of  placenta  previa.  Obviously 
the  larger  the  placenta,  the  more  likely  a 
part  of  it  will  lie  over  or  near  the  internal 
os.  It  is  interesting  however,  that  about 
three  out  of  four  cases  are  in  multiparas. 
Be  that  as  it  may,  the  pathology  is  probably 
due  to  the  fact  that  a tremendous  vascu- 
larity is  called  forth  in  the  relatively  quies- 
cent lower  uterine  segment.  During  the 
third  trimester  of  pregnancy  retraction  and 
effacement  occur  in  the  development  of  the 
lower  uterine  segment  resulting  in  some 
separation.  This  consists  of  a splitting  of 
the  decidual  basalis  from  the  myometrium 
which  must  lead  into  the  abnormally  placed 
maternal  venus  sinuses.  For  this  reason 
placenta  previa  has  been  called  unavoida- 
ble hemorrhage.  There  is  rarely  concealed 
hemorrhage  associated  with  placenta  previa 
and  the  visible  blood  loss  is  a good  index 
of  the  actual  blood  loss.  Typically,  bleed- 
ing occurs  without  pain  and  hemorrhages 
are  usually  multiple  and  only  rarely  single. 
The  diagnosis  is  usually  easy  not  only  be- 
cause of  the  bleeding  but  because  abnormal 
presentation  of  the  fetus  is  frequent  and 
the  presenting  part  is  floating.  Rectal  ex- 
aminations have  no  place  in  an  obstetrical 
patient  bleeding  from  any  cause  because  it 
is  impossible  to  obtain  sufficient  informa- 
tion and  well  placed  clots  may  be  disturbed 
which  may  increase  bleeding.  The  rectal 
approach  does  not  allow  the  operator  to 
control  such  bleeding.  One  should  not  neg- 

*From the  Department  of  Obstetrics  and  Gyne- 
cology of  the  Nashville  General  Hospital,  Nash- 
ville, Tennessee. 


lect  to  palpate  the  presenting  part  through 
the  vaginal  fornices  on  pelvic  examination. 
In  so  doing  one  will  find  a separation  of 
several  centimeters  between  the  examining 
finger  and  the  presenting  part.  In  such  an 
instance  it  is  unnecessary  for  one  to  push 
the  finger  through  the  os.  A double  set-up 
in  an  operating  room  is  in  order  and  a spec- 
ulum examination  is  the  first  thing  done. 
This  is  important  for  it  is  not  only  neces- 
sary to  exclude  abruptio  placenta,  but  also 
ruptured  varices,  cervical  or  urethral  pol- 
yps, cervical  erosions  and  carcinoma  of  the 
cervix. 

We  have  recently  had  a case  of  placenta 
previa  where  the  usual  treatment  was  mod- 
ified. A consideration  of  this  is  very  im- 
portant. 

DR.  H.  RAY  STURKLE,  JR.:  The  patient  is  a 
38  year  old  colored  female,  gravida  7,  para  6, 
abortus  0.  Her  last  menstrual  period  was  2-4-60 
with  E.D.C.  11-11-60.  She  was  admitted  to  the 
hospital  at  31  weeks  of  gestation.  She  gave  a 
history  of  passing  a number  of  small  blood  clots 
for  4 days,  but  had  had  no  active  bleeding.  For 
the  past  8 months  she  had  had  sporadic  bleeding 
varying  from  a few  drops  to  50  cc  or  more.  On 
admission  she  had  a pulse  rate  of  92,  BP  110/70: 
heart,  lungs  and  general  physical  examination 
were  all  within  normal  limits.  The  uterus  was 
approximately  the  size  of  an  8 month’s  gestation 
with  the  baby  in  a cephalic  presentation.  Fetal 
heart  tones  of  150  were  in  the  LLQ. 

Shortly  after  admission  a placentagram  was 
done  revealing  the  fetal  head  to  be  high  with  no 
definite  evidence  of  placenta  previa.  A low  lying 
left  posterior  placenta  could  not  be  ruled  out.  The 
fetal  age  by  x-ray  was  33  weeks.  Throughout 
her  first  two  days  of  hospitalization,  the  patient 
had  moderate  intermittent  vaginal  bleeding  and 
a few  small  blood  clots  were  passed.  On  the  sec- 
ond hospital  day  the  blood  pressure  was  noted  to 
have  fallen  to  70/40  with  pulse  rate  of  120.  An 
intravenous  blood  transfusion  was  begun  but  the 
patient  responded  poorly  and  was  taken  to  the 
operating  room  for  a double  set-up  procedure.  In 
lithotomy  position,  a vaginal  examination  was 
done.  The  cervix  was  noted  to  be  clean  and  no 
active  bleeding  was  evident.  A large  gauze  va- 
ginal pack  was  inserted  and  the  patient  positioned 
and  prepared  for  laporotomy. 

Cesarean  section  was  accomplished  under  Pen- 
tothal  and  gas-oxygen-ether  anesthesia.  A 4 lb. 
8 V2  oz.  female  infant,  who  was  moderately  de- 
pressed and  required  resusitation,  was  delivered. 
The  marginal  placenta  previa  was  left  and  pos- 
terior. During  the  course  of  the  procedure  the 
patient’s  pulse  remained  at  a rate  of  120  to  130 
with  a blood  pressure  of  60/30  to  110/50  which 
was  very  labile.  Midway  in  the  operative  pro- 
cedure the  blood  pressure  fell  to  70/40  and  re- 
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Kerr-Mills  Bill  Versus 
Social  Security 
Approach 


Five  Reasons  Why 
The  Kerr-Mills  Law 
Merits  Support 


• In  view  of  the  current  trends  of  the  new  administration 
in  Washington,  which  is  pushing  the  socialized  medicine  type 
of  legislation,  it  is  extremely  important  for  physicians  to 
carefully  consider  the  reasons  the  Kerr-Mills  legislation  as 
opposed  to  the  social  security  approach  for  medical  care  to 
the  aged. 

• 1.  It  provides  legislation  which  makes  it  possible  to 
help  every  aged  American  who  needs  help  for  health  care. 

Its  benefits  are  based  on  need  and  local  determination. 

2.  The  program  is  voluntary,  not  compulsory.  It  will  sup- 
plement, not  supplant,  individual  voluntary  insurance  or 
prepayment . 

3.  The  administration  will  be  on  a state  basis.  It  leaves 
it  up  to  the  states  to  develop  programs  that  answer  their 
own  particular  needs. 

4.  The  new  law  is  economical.  The  tax  dollar  will  be  spent 
to  best  advantage  by  paying  for  benefits  for  those  who  need 
help  and  not  wasting  tax  dollars  on  help  for  those  who  are 
willing  and  able  to  take  care  of  their  own  health  care 
costs. 

5.  Less  federal  control.  Each  state  can  set  up  its  own  pro- 
gram according  to  needs  determined.  Negotiations  can  be 
conducted  with  state  officials  for  the  program  under  Kerr- 
Mills,  not  making  it  necessary  to  abide  by  rigid  stand- 
ards established  by  a Washington  Bureau. 


Vigorous  Action  • A knock-down  drag-out  fight  in  the  present  U.S.  Con- 

Required  for  Socialized  gress  over  the  issue  of  compulsory  government  health  care 
Medicine  Fight  appears  to  be  inevitable.  The  administration's  plan  is  cov- 

ered in  HR-4222,  introduced  in  the  House  of  Representatives 
by  Congressman  King  of  California.  Companion  bill  in  the 
Senate  is  S-909  by  Senator  Anderson  of  New  Mexico,  an  ardent 
advocate  of  Forand-type  legislation.  The  current  plan  does 
not  cover  physicians'  services  in  office,  home  and  hospital. 
It  is  predicted  that  should  the  basic  principle  of  tacking 
health  services  onto  social  security  as  called  for  in  the 
King  Bill,  the  next  step  will  be  add  professional  services 
to  the  scheme.  It  will  be  necessary  for  physicians  to  pull 
out  all  the  stops  to  bring  about  the  defeat  of  the  proposal 
which  is  the  same  in  principle  as  the  Forand-type  bills  of  a 
year  ago. 


What  You  as  an  • What  your  county  medical  society,  the  Tennessee  State 

Individual  Physician  Medical  Association  and  the  AMA  can  do  to  bring  about  the 

Can  Do  defeat  of  the  socialistic  plan  of  health  care,  will  depend 

primarily  on  what  you  are  willing  to  do — as  an  individual. 
The  issue  is  in  the  political  arena.  Here  are  some  sugges- 
tions for  action  on  the  part  of  physicians: 

(1)  Inform  yourself  regarding  the  proposals;  also  the  Kerr- 
Mills  Law  which  takes  care  of  the  aged  medically  indigent. 

(2)  Acquaint  yourself  with  the  dangers  of  compulsory  govern- 
ment health  care  against  the  advantages  of  the  Kerr-Mills 
Law.  (3)  Pass  on  this  information  to  your  patients,  friends, 
neighbors,  members  of  other  professions  and  businesses  of 
your  community  . . . citizens,  generally,  should  be  alerted. 


National  Legislative 
Conference  Conducted 
In  Chicago 


Cost  of  Medical  Care 


The  Wind-up  from  the 
Tennessee  General 
Assembly 


(4)  Offer  to  speak  to  civic  and  community  groups  in  favor  of 
the  Kerr-Mills  Law  and  against  compulsory  health  care  . . . 
the  Kennedy  administration's  plan.  (5)  Secure  literature  to 
go  with  your  statements,  or  to  be  mailed,  or  to  be  given  out 
otherwise  to  patients  and  other  citizens  in  your  community. 
(6)  See  officers  and  leaders  in  other  professional  and  busi- 
ness groups  and  urge  them  to  arouse  the  interest  of  their 
members  against  the  socialistic  plan.  (7)  Urge  all  of  the 
people  you  contact  to  communicate  with  their  congressman, 
urging  him  to  oppose  HR-4222.  This  is  the  crux  of  the  en- 
tire plan  of  action.  (8)  Here  are  some  of  the  allied  health 
groups  whose  members  should  be  contacted:  Dentists,  Pharma- 
cists, Hospital  Administrators,  Medical  Assistants,  Techni- 
cians, and  others.  The  following  business  groups  should  be 
contacted:  Farm  Bureau,  Chambers  of  Commerce,  Junior  Cham- 
bers of  Commerce,  Manufacturers'  Association,  Industrial 
Association,  Retail  Merchants  Association  and  other  trade 
associations,  civic  and  luncheon  clubs,  Bankers'  Associa- 
tions,and  miscellaneous  business  groups. 

Physicians  are  acquainted  with  hundreds  and  thousands  of 
people  in  the  groups  enumerated  above.  It's  up  to  each 
physician  to  act  if  you  believe  that  the  socialized  medi- 
cine approach  through  the  social  security  scheme  is  bad. 

• The  Medical  Legislative  Conference  sponsored  by  the  AMA 
in  Chicago,  March  18-19,  was  attended  by  some  350  repre- 
sentatives from  the  50  states.  . . . The  state  representa- 
tives were  informed  of  the  legislative  situation,  the  issues 
involved  in  health  care  of  the  aged,  and  the  position  of  the 
American  Hospital  Association,  Blue  Shield,  National  Associ- 
ation of  Manufacturers,  and  the  American  Farm  Bureau.  . . . 
Registrants  also  learned  about  AMA's  public  relations  and 
legislative  programs,  about  background  material  available 

to  them,  the  functions  of  the  Washington  Office,  the  Coun- 
cil on  Legislative  Activities  and  the  Field  Service  Divi- 
sion, and  how  local  medical  societies  have  been  able  to  wage 
effective  legislative  campaigns.  ...  In  summary,  the  meet- 
ing cleared  the  air  for  state  representatives  on  AMA's 
national  legislative  program,  and  provided  force  and  direc- 
tion to  legislative  campaigns  at  the  local  level. 

• A data  booklet  for  doctors'  offices  can  now  be  obtained. 
The  booklet  contains  facts  and  figures  on  the  cost  of  medi- 
cal care.  It  explains  present  day  medical  care  costs — and 
it  is  important  that  physicians'  patients  become  aware  of 
this  information.  Copies  can  be  obtained  through  the  TSMA 
headquarters  office.  Send  in  your  request  and  the  pamphlets 
will  be  mailed  to  you. 

• Governor  Ellington  signed  into  Law  the  Medical  Examina- 
tion Bill.  The  Governor  has  also  provided  for  an  appropria- 
tion which  will  insure  that,  for  the  first  time,  Tennessee 
will  have  a uniform  system  of  medical  examiners,  at  the 
county  and  state  level.  . . . The  bill  to  amend  the  nurs- 
ing licensure  law  to  permit  licensure  without  examination, 
providing  the  applicant  had  received  training  in  the  Armed 
Forces  and  had  other  experience,  was  withdrawn.  . . . HB 
915,  which  would  require  statements  of  purpose  and  submis- 
sion to  the  State  of  audits  by  professional  groups  conduct- 
ing fund-raising  campaigns  was  passed  by  the  Senate  and  sent 
to  the  Governor.  . . . The  Senate  concurred  in  joint  resolu- 
tions requiring  the  Legislative  Council  to  make  studies  of:  j 
(1)  Problems  of  mentally  ill  children.  (2)  Traffic  safety. 
(3)  Alcoholism. 

Every  bill  introduced  in  the  legislature  was  screened  and) 
studied  by  TSMA  personnel,  particularly  those  which  related 
to  health  and  medicine,  were  carefully  analyzed. 
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Governor  Buford  Ellington  signs  the  TSM A-sponsored  Post  Mortem  Examination  Bill.  Looking  on  are  Rep.  Ernest  Crouch, 
McMinnville,  who  guided  the  bill  to  passage  in  the  House;  Dr.  R.  H.  Kampmeier,  TSMA  Secretary-Editor;  Dr.  W.  O. 
Vaughan,  TSMA  Board  Chairman;  Dr.  Charles  C.  Trabue,  IV,  TSMA  Legislative  Committee  Chairman,  and  Dr.  R.  H. 
Hutcheson,  State  Commissioner  of  Public  Health. 


Ellington  Says  • Governor  Buford  Ellington  says  there  is  money  available 

Funds  Available  to  staff,  equip,  and  operate  the  Division  of  Post  Mortem 

For  Post  Mortem  Law  Examination  in  the  State  Department  of  Public  Health. 

This  assurance  from  the  Governor  came  in  a letter  to  Dr. 
Charles  C.  Trabue,  IV,  TSMA  Legislative  and  Public  Policy 
Committee  chairman,  after  Ellington  had  vetoed  the  item  in 
the  Miscellaneous  Appropriations  Bill  allocating  $40,000 
annually  for  the  Post  Mortem  Examination  Division.  Elling- 
ton explained  that  the  funds  were  available  in  another  ap- 
propriation. 

The  law  goes  into  effect  in  93  counties  of  Tennessee's 
95  counties  July  1st. 


Legislature  Acts 
On  Medical  Bills 


TSMA  Rebutts 
Ribicoff  Charges 


Statements  Labeled 
"Completely  False" 


• Among  the  1,990  bills  introduced  in  both  houses  of  the 
Tennessee  Legislature  were  many  which  related  directly  or 
indirectly  to  the  field  of  medical  care. 

Most  were  administration-sponsored  measures  and  were  in- 
troduced at  the  request  of  the  Tennessee  Departments  of 
Public  and  Mental  Health. 

The  only  two  measures  which  TSMA  opposed  failed  to  pass. 
One  would  have  permitted  chiropodists  to  use  narcotics  and 
the  other  would  have  granted  licensure  as  practical  nurses 
without  examination  to  certain  persons  who  had  received 
training  in  the  armed  forces. 

• Officials  of  the  Tennessee  State  Medical  Association 
strongly  denied  charges  made  against  AMA  and  its  members  by 
Secretary  of  Health,  Education  and  Welfare  Abraham  Ribicoff. 
The  charges  were  made  by  Ribicoff  in  a televised  interview 
March  19.  Ribicoff  declared  that  "the  AMA  and  doctors  are 
trying  to  infect  the  American  public  against  the  Kennedy 
administration's  social-security  financed  medical  care  pro- 
gram for  the  aged  with  the  bogus  claim  of  socialized  medi- 
cine". 

• He  made  three  other  charges,  which  TSMA  officials  branded 
as  "completely  false".  These  were: 

1.  That  many  physicians  are  afraid  to  support  the  Ken- 
nedy program  because  the  AMA  exercises  very  strong  sanctions 
against  individual  doctors  who  speak  up  their  minds. 

2.  That  AMA  realizes  the  need  for  a medical  care  program 
but  doesn't  want  it  achieved. 

3.  That  doctors  are  in  no  way  involved  in  the  Kennedy 
administration  proposal. 

In  a statement  issued  to  all  Tennessee  daily  newspapers. 
Dr.  W.  0.  Vaughan,  TSMA  Board  Chairman,  and  Dr.  Charles  C. 
Trabue,  IV,  TSMA  Legislative  Committee  Chairman,  pointed  out 
that  AMA  does  not  exercise  sanctions  against  its  members 
who  publicly  disagree  with  its  views,  and  cited  as  evidence 
transcript  of  testimony  to  this  effect  given  before  Congres- 
sional committees. 

As  for  the  need  for  a program  of  medical  aid  to  the 
elderly.  Dr.  Vaughan  and  Dr.  Trabue  stated  that  AMA  does 
recognize  the  need  for  such  a program  and  is  vigorously 
supporting  the  Kerr-Mills  Law  "which  provides  such  care 
while  its  programs  are  controlled  at  the  state  and  local 
levels  and  available  on  the  basis  of  need". 

Physician  participation  in  the  Kennedy  proposal  is  evi- 
denced by  the  fact  that  it  would  provide  "normal  hospital 
services"  which  include  those  of  pathologists,  radiologists, 
and  anesthesiologists,  the  statement  said. 

"It  is  perhaps  coincidental  but  quite  significant  that  a 
wire  service  story  appeared  in  many  newspapers  Monday  morn- 
ing to  the  effect  that  the  Kennedy  administration  is  using 
'every  tactic  in  the  book'  to  obtain  passage  of  its  bills. 

"It  is  to  be  hoped  that  such  perversion  of  the  truth  as 
that  done  by  Mr.  Ribicoff  is  not  typical  of  the  administra- 
tion's tactics,"  the  statement  concluded. 
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Because  he  has  something  you  haven’t... 


People  today  — because  of  advances  in  medi- 
cine and  the  increasing  acceptance  of  the  an- 
nual physical  examination— are  living  longer. 

As  a result,  industry  is  making  available 
to  workers  increased  insurance  and  old-age 
benefits.  Business,  for  its  executives  and  em- 
ployees, offers  pension  plans,  profit-sharing, 
stock  options. 

What  is  being  done  — or  can  be  done  — for 
you ? 

Mutual  Benefit  Life  has  considered  the 
problem  of  accrual  which  you,  as  an  unincor- 
porated individual,  face. 

Whether  you  are  starting  in  your  profes- 
sion or  are  already  well-advanced  in  it,  a 
Mutual  Benefit  Life  agent  — trained  in  his 
calling  — can  help  you  plan  a long-range  or 
short-range  program  for  True  Security  now 
and  for  whenever  you  plan  to  retire. 

May  we  have  a Mutual  Benefit  Life  man 
call  on  you  — when  you  are  least  busy?  We 
believe  his  specialized  knowledge  can  prove 
helpful  and  welcome. 


you  need  the  protection  of  TRUE  SECURITY— 
financial  planning  for  you  and  your  family  by 

MUTUAL  BENEFIT  LIFE 

The  Insurance  Company  for  TRUE  SECURITY 

CLIP  AND  MAIL  TODAY 


The  Mutual  Benefit  Life  Insurance  Company 
Agency  Dept.  T-3 
Newark  1,  New  Jersey 

Please  send  me  a free  copy  of  a handbook  on  the 
medical  profession’s  financial  problems-and  their 
solution,  to  help  me  keep  more  of  my  earnings. 
This  request  does  not  obligate  me  in  any  way. 

NAME 

ADDRESS 

CITY ZONE STATE 


CARRIER  OF  YOUR  TSM A GROUP  LIFE  INSURANCE  PLAN 
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7.5  cc.  and  15  cc. 
push-button  dispensers 
Neat,  not  messy  or  sticky — 
spreads  readily  without 
irritation  or  burning— -for 
oozing,  crusted,  severely 
inflamed  and  injured  skin 
or  mucous  membranes. 

Each  cc.  contains: 

Aristocort  Triamcinolone  Acetonide,  1 mg.  . . . 0.1% 
Neomycin  Sulfate,  5 mg 0.5% 

Precautions:  Contraindicated  in  herpes 
simplex.  Sensitivity  reactions  to 
neomycin  occasionally  occur. 


7.5  cc.  and  15  cc. 

push-button 

dispensers 


Precautions: 

Contraindicated 
in  herpes  simplex 


Tubes  of  5 and  15  Gm. 


Precautions: 

Contraindicated 
in  herpes  simplex. 


tad  allergic  skin  conditions . . . 

;imple,  sparing  application  - prompt,  symptomatic  relief — 


HIGHLY  ACTIVE  WHEN  DIRECTLY  APPLIED  TO  SKIN  LESIONS 


A recent  study  has  demonstrated  the 
efficacy  of  triamcinolone  acetonide  0.1  per 
cent  in  222  patients  with  a variety  of 
allergic  and  inflammatory  dermatoses. 
The  conditions  included  in  the  study  were 
contact  dermatitis,  seborrheic  dermatitis, 
neurodermatitis,  atopic  dermatitis,  and 
pruritus  vulvae. 


The  anti-inflammatory  and  antipruritic 
efficacy  of  triamcinolone  acetonide  was 
shown  by  the  prompt  control  of  itching 
and  resolution  of  affected  areas.  Cahn, 
M.  M.,  and  Levy,  E.  J. : A Comparison  of 
Topical  Corticosteroids:  Triamcinolone 
Acetonide,  Prednisolone,  Fluorometho- 
lone,  and  Hydrocortisone. 

Antibiotic  Med.  & Clin.  Ther.  6:734  [Dec.]  1959. 


Aristoeort 


Ointment  0.1% 

Ibes  of  5 and  15  Gm. 
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Eye-Ear  Ointment  0.1%  Triamcinolone  Acetonide 


Tubes  of  Vs  oz. 

For  inflammatory, 
allergic,  infective  eye 
and  ear  conditions 


is  != 


Each  gram  contains: 

Aristoeort  Triamcinolone  Acetonide  ...  1 mg. 
Neomycin  Sulfate  5 mg. 

Precautions:  Contraindicated  in  herpes 
simplex.  Sensitivity  reactions 
to  neomycin  occasionally  occur. 
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LEDERLE  LABORATORIES 
A Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


Why  Homer  Jackson’s  work  is  important  to  you... 


Talking  on  the  radio- tele  phone  is 
Homer  “Bud”  Jackson,  both  a scientist 
and  a hard-working  buyer  for  a company 
processing  Florida  oranges  into  frozen 
juice  concentrate. 

He  has  just  made  a decision  that’s 
important  to  you.  He  has  analyzed  some 
sample  oranges  from  the  grove  in  the 
background  and  found  that  they  have 
the  optimal  amount  of  sugar,  of  acid. 


and  are  of  the  proper  texture.  (Testing 
for  vitamin  C comes  later.)  Homer 
Jackson  knows  that  these  oranges  are  of 
a quality  to  meet  the  exacting  regula- 
tions required  by  the  Florida  Citrus 
Commission. 

These  standards  for  quality  in  citrus 
products  are  the  highest  in  the  world. 
This  is  important  to  you  and  your  pa- 
tients because  juice  made  from  the  best 
& 

©Florida  Citrus  Commission.  Lakeland.  Florida 


oranges  will  be  nutritionally  best  for 
your  patients.  It  will  contain  abundant 
amounts  of  vitamin  C and  rich,  natural 
fruit  sugars. 

It’s  good  nutrition  to  encourage  peo- 
ple to  drink  orange  juice.  It  makes  good 
sense  to  persuade  them  to  drink  orange 
juice  that  you  know  tastes  good,  has  the 
right  sugar-acid  ratio,  and  is  packed  full 
of  nutritionally  important  vitamin  C. 
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mained  there  despite  continued  I.V.  infusion  of 
blood.  An  intra-aortic  transfusion  of  250  cc.  of 
whole  blood  was  administered.  The  blood  pres- 
sure promptly  returned  to  a level  of  110/50  to 
120/80  and  stabilized  there  throughout  the  re- 
mainder of  the  operative  procedure.  The  pulse 
was  120  to  130  which  gradually  fell  over  the  next 
4 hours  to  a level  of  80.  There  were  no  further 
adverse  changes  in  the  vital  signs.  A total  of 
2700  cc.  of  whole  blood  were  given.  The  patient’s 
hemoglobin  on  admission  was  9.9  gms.  per  100 
cc.,  on  the  first  postoperative  day  it  was  11.7  and 
on  the  4th  postoperative  day  10.5.  Urinalysis  was 
normal  and  the  blood  serology  was  negative. 
Postoperatively  the  patient  remained  afebrile  and 
had  no  further  difficulties.  She  was  discharged 
on  the  7th  postoperative  day.  We  can  take  up 
comments  and  questions  all  at  the  same  time. 

DR.  JUNIUS  L.  CROSSETT,  JR.:  Dr. 
Whitacre,  on  your  direction  I was  the  one 
who  gave  the  intra-aortic  transfusion  and 
I wondered  how  widespread  the  use  of  this 
procedure  actually  is.  It  was  remarkable 
how  a falling  blood  pressure  of  60  or  less 
systolic  came  back  to  120/80  in  20  minutes. 

DR.  WESLEY  OSBORNE:  Is  the  aorta 
the  best  artery  for  transfusion  purposes? 

DR.  TROY  BOHANNON:  Another  ques- 
tion comes  to  mind.  Why  is  transfusion  in 
the  aorta  desirable  when  the  blood  is  mov- 
ing away  from  the  heart? 

DR.  WHITACRE:  I am  sure  intra-arterial 
transfusions  have  been  done  for  many 
years,  but  their  use  is  probably  infrequent. 
I think  that  the  hypogastric  artery  has  usu- 
ally been  used  for  intra-arterial  transfusion 
in  instances  where  the  abdomen  is  opened 
because  it  is  the  only  major  artery  in  the 
lower  part  of  the  body  that  can  be  tied  off 


without  complications.  In  this  case  a 10 
gauge  needle  was  used  at  an  angle  of  about 
35  . It  is  probable  that  a needle  of  smaller 
bore  would  have  been  more  desirable.  The 
oblique  insertion  of  the  needle  through  an 
arterial  wall  as  thick  as  the  aorta  gives  little 
opportunity  for  hematoma  formation.  The 
coronary  arteries  depend  upon  the  intra- 
aortic pressure  for  their  blood  flow  so  a 
well  nourished  myocardium  immediately 
takes  the  place  of  an  ischemic  one.  Another 
important  consideration  is  that  transfusion 
on  the  venous  side  in  a patient  who  is  de- 
pleted by  severe  hemorrhage  may  cause 
some  degree  of  right  heart  dilatation.  Con- 
sequently blood  flow  is  slowed  which  causes 
more  opportunity  for  the  pooling  of  venous 
blood. 

Of  coui'se,  blood  must  be  given  under 
pressure  during  intra-arterial  transfusions. 
The  bulb  from  a sphygomanometer  on  the 
air  vent  of  the  blood  flask  is  satisfactory  for 
this  purpose.  This  patient  was  treated  be- 
fore a recent  report  by  Diefendorf  and 
Jones  appeared  in  “Obstetrics  and  Gyne- 
cology.” In  cases  where  there  has  been 
severe  blood  loss  it  takes  a long  time  to  re- 
store the  blood  pressure  and  general  condi- 
tion of  the  patient  to  normal  by  administer- 
ing transfusions.  If  a laporotomv  is  neces- 
sary, it  seems  reasonable  to  give  at  least 
250  to  300  cc.  of  blood  by  intra-aortic  trans- 
fusion at  the  time  of  the  operation. 

I'm  sorry  that  time  does  not  permit  fur- 
ther discussion  of  this  most  interesting  ob- 
stetrical complication. 
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Hemangiosarcoma  of  Rib* 

This  75  year  old  retired  sales  representative  was 
admitted  to  the  Baptist  Memorial  Hospital  for 
generalized  weakness  and  marked  weight  loss.  In 
March  of  1959,  he  was  seen  by  his  physician  for 
vertigo,  which  occurred  particularly  on  changes  of 
position.  He  weighed  173  pounds,  had  an  hemato- 
crit of  52%  and  sed.  rate  of  24  mm.  per  hour.  The 
rest  of  his  examination,  including  a chest  film, 
was  reported  as  within  normal  limits.  In  July  of 
1959,  he  had  an  episode  of  watery  diarrhea  with- 
out cramping.  Stool  examinations  were  positive 
to  guaiac  but  without  ova  and  parasites.  A barium 
enema  and  sigmoidscopic  examination  were  non- 
revealing. At  that  time  he  weighed  162  pounds, 
had  an  hematocrit  of  50%  and  a sed.  rate  of  14 
mm.  per  hour.  One  month  later  he  was  again 
seen  because  of  left,  lower  anterior  chest  pain, 
low  grade  fever  and  cough.  His  cough  was  non- 
productive, weight  155  pounds,  hematocrit  44% 
and  sed.  rate  of  37  mm.  per  hour.  His  symptoms 
slowly  subsided  on  erythromycin  therapy. 

In  September  1959,  he  weighed  145  pounds,  had 
left  chest  pain,  and  was  extensively  studied  as  an 
outpatient.  Laboratory  studies  showed  an  hema- 
tocrit of  42%  and  sed.  rate  of  46  mm.  per  hour. 
His  white  count  was  8,500  with  80  segs.,  3 bands, 
12  lymphocytes,  4 monocytes,  and  1 eosinophil. 
Total  bilirubin  was  0.62  mg.%  and  a L.E.  prepara- 
tion was  negative,  as  was  a latex  agglutination 
and  agglutinations  for  typhoid,  proteus  OX19,  tu- 
laremia, brucellosis,  and  heterophile  antibody. 
Three  blood  cultures  were  also  negative.  Radio- 
graphic  examination  of  the  upper  G.I.  tract  and 
gallbladder  were  within  normal  limits. 

He  was  hospitalized  for  the  first  time  in  Decem- 
ber with  the  additional  complaint  of  weakness  of 
both  lower  extremities  but  particularly  on  the 
right.  Physical  examination  showed  signs  of 
marked  weight  loss.  The  heart  was  significant  for 
a grade  II  systolic  murmur  at  the  apex  and  an 
irregular  rhythm  which  had  been  present  for 
many  years  (documented  by  electrocardiogram  as 
auricular  fibrillation).  Examination  of  chest  and 
abdomen  were  within  normal  limits.  All  periph- 
eral pulses  were  present.  Neurologic  examina- 
tion showed  a slight  weakness  to  elevation  of  the 
left  shoulder  and  a tendency  to  fall  to  the  right. 
A questionable  Babinski  reaction  was  present  on 
the  left  with  a moderate  decrease  in  sensation  to 
pin  prick  of  the  right  lower  leg  and  a decrease  in 
vibratory  sense  bilaterally. 

Laboratory  examinations  disclosed  a Hgb.  of  9.4 
Gm.  with  an  hematocrit  of  29%.  Indices  were 
calculated  as  an  MCV  of  88  and  MCHC  of  32.5. 
White  and  differential  counts  were  within  normal 


*M.  L.  Trumbull,  M.D.,  Director,  Department  of 
Pathology,  Baptist  Memorial  Hospital,  Memphis, 
Tenn. 


limits,  and  the  sed.  rate  was  62  mm.  per  hour. 
Bone  marrow  smear  was  not  diagnostic;  the  paraf- 
fin section  of  the  clot  showed  a fat  to  marrow  cell 
ratio  of  1:2  and  was  moderately  positive  for  iron. 
No  tumor  cells  were  identified.  Urine  had  a spe- 
cific gravity  of  1.025,  3 plus  protein  and  5 to  10 
R.B.C.  per  high  powered  field.  The  KUB  and  in- 
travenous pyelogram  films  were  interpreted  as 
“renal  pathology  cannot  be  definitely  excluded 
because  of  poor  visualization  of  kidneys,  but  there 
is  no  suspicion  of  pathology  from  the  calyces  that 
are  poorly  outlined.”  Other  examinations  in- 
cluded skull  films,  which  showed  heavy  calcifica- 
tion of  the  carotid  arteries  throughout  the  siphon. 
The  lung  parenchyma  was  essentially  clear,  but 
it  was  the  opinion  of  the  attending  physician  that 
there  had  been  the  slow  development  of  a destruc- 
tive lesion  in  the  right  seventh  rib.  Lumbar  spine 
films  were  within  normal  limits  except  for  heavy 
calcification  of  the  lower  abdominal  aorta.  A sec- 
ond upper  gastrointestinal  series  showed  no  evi- 
dence of  enlargement  of  the  retrogastric  space  nor 
change  of  the  duodenal  loop.  A second  barium 
enema  was  likewise  within  normal  limits.  Addi- 
tional blood  chemical  studies  included  an  absence 
of  alkaline  phosphatase,  a uric  acid  of  3.1  mg.,  an 
SGOT  of  24  units,  a BSP.  retention  of  22%  in  45 
minutes  with  a total  van  den  Bergh  of  0.5,  and  a 
2 plus  cephalin  flocculation  within  48  hours.  No 
Bence-Jones  protein  was  demonstrated.  Serum 
iron  was  25  micrograms  % with  an  unbound  iron 
binding  capacity  of  167  micrograms  % (both  of 
these  figures  are  low).  Lumbar  puncture  dis- 
closed a total  protein  of  28  mg.  % and  was  other- 
wise within  normal  limits.  Additional  laboratory 
data  obtained  by  the  attending  physician  were:  a 
total  protein  of  7.2  Gm.  with  3.8  to  3.4  A/G  ratio, 
phase  platelet  count  of  260,000,  and  lactic  acid  de- 
hydrogenase of  280  units. 

The  patient  refused  transfusions,  and  at  his  re- 
quest returned  home  where  he  quietly  expired. 

DR.  C.  L.  NEELY : There  are  several 
pertinent  x-ray  findings  of  this  individual. 
Will  you  discuss  those  for  us,  Dr.  Booth? 

DR.  J.  L.  BOOTH:  We  have  multiple  chest 
films  on  this  patient  that  date  back  to  1957. 
On  each  of  the  chest  films  the  hilar  areas  are 
exaggerated,  but  this  can  be  attributed  to 
vascular  markings,  and  no  definite  neoplasm 
is  seen.  The  aorta  is  a little  prominent.  The 
patient  had  a small  cystic  or  destructive  le- 
sion in  the  right  seventh  rib  which  was 
barely  recognizable  on  admission  but  be- 
came more  prominent  on  subsequent  films. 
Skull  films  reveal  calcification  in  the  base 
of  the  skull  probably  representing  the  carot- 
id siphon.  We  have  two  gastro-intestinal 
tract  examinations  to  review.  I recall  doing 
the  last  one  on  this  man;  he  was  so  weak  he 
could  hardly  stand,  and  most  of  the  exami- 
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nation  was  done  in  the  prone  position.  His 
stomach  filled  smoothly,  and  the  duodenal 
cap  filled  out  nicely.  The  duodenal  bulb 
filled  out  well,  and  there  was  no  enlarge- 
ment of  the  head  of  the  pancreas.  A two- 
hour  follow-up  x-ray  examination  of  the 
small  bowel  showed  the  stomach  was  empty, 
and  there  was  normal  progress  of  the 
barium  through  what  appears  to  be  a nor- 
mal small  bowel.  The  barium  enema  was 
negative.  The  KUB  was  not  remarkable, 
and  the  excretory  urogram  showed  poor 
concentration  of  the  dye,  something  you  see 
in  patients  that  have  had  too  much  water  or 
have  a high  blood  urea  nitrogen.  The  kid- 
ney outline  suggests  normal  kidneys,  and 
there  is  nothing  in  the  calyces  or  in  the 
ureters  to  suggest  a neoplasm. 

DR.  NEELY:  There  is  one  unusual  labora- 
tory test  reported  in  the  protocol,  that  of 
lactic  acid  dehydrogenase.  This  has  been 
reported  as  being  elevated  in  neoplastic  dis- 
eases and  the  figure  given  in  the  protocol  is 
well  within  the  normal  limits  for  the 
method  used. 

DR.  PHIL  B.  BLEECKER:  The  most  im- 
pressive feature  of  this  patient’s  illness  is 
the  multiple  system  involvement.  He  had 
evidence  of  abnormality  in  heart,  lungs,  vas- 
cular system,  liver,  kidney,  hemopoietic  sys- 
tem, and  central  nervous  system.  First,  let’s 
take  the  involvement  of  the  heart.  This  man 
had  a systolic  murmur,  and  he  had  auricular 
fibrillation.  In  a person  with  chronic  auri- 
cular fibrillation,  the  dagnostic  possibilities 
are  rheumatic  heart  disease  with  mitral  ste- 
nosis, hyperthyroidism,  and  arteriosclerotic 
heart  disease,  particularly  occurring  at  this 
age.  This  man  had  a pure  systolic  murmur 
but  no  diastolic  murmur,  and  at  his  age  I 
would  feel  that  we  could  not  attribute  his 
auricular  fibrillation  to  a rheumatic  lesion. 
Hyperthyroidism  is  always  a good  consider- 
ation, and  an  elderly  individual  may  fre- 
quently have  so-called  masked  hyperthy- 
roidism in  which  the  usual  signs  of  toxicity 
and  enlargement  of  the  thyroid  may  not  be 
as  obvious  as  they  are  in  younger  individu- 
als. The  weight  loss  was  possibly  a little 
too  severe  for  no  other  signs  of  hyperthy- 
roidism to  be  present,  and  the  anemia  was 
out  of  proportion  to  what  you  would  expect 
with  hyperthyroidism.  We  do  not  have  a 
BMR.  or  a PBI.  determination,  but  I think 


we  can  eliminate  hyperthyroidism.  As  far 
as  the  heart  lesion  is  concerned,  the  best 
explanation  in  my  opinion  would  be  arterio- 
sclerotic heart  disease  or  a varient  called 
senile  heart  disease,  which  may  represent 
primary  degeneration  of  the  myocardium  in 
addition  to  the  changes  due  to  arterioscle- 
rosis. With  weight  loss,  anemia,  weakness, 
etc.,  subacute  bacterial  endocarditis  is  a con- 
sideration; however,  this  man  did  not  have 
fever  or  a septic  course,  and  he  had  nega- 
tive blood  cultures  and  a more  pronounced 
anemia  than  is  usually  found  in  subacute 
bacterial  endocarditis. 

As  far  as  the  lungs  are  concerned,  this 
man  had  at  one  time  a definite  pneumonitis. 
He  had  a chronic  cough  and  chest  pain 
which  was  one  of  his  persisting  symptoms. 
He  had  x-ray  changes  of  pneumonitis  ini- 
tially, and  later  he  had  evidence  of  a de- 
structive lesion  in  his  rib.  A patient  may 
have  a bronchogenic  carcinoma  in  which 
the  only  x-ray  evidence  may  be  a pneumo- 
nitis. I think  there  is  a good  possibility  that 
this  man  had  a bronchogenic  neoplasm  in 
the  smaller  bronchi  or  bronchioles  that 
spread  to  many  parts  of  the  body  before 
the  primary  tumor  became  apparent. 

In  regard  to  the  vascular  system,  he  prob- 
ably had  a degree  of  atherosclerosis  or  ar- 
teriosclerosis that  is  commensurate  with  his 
age.  He  had  definite  involvement  of  the 
cerebral  vessels,  the  aorta,  and  also  very 
likely  the  heart.  He  had  definite  evidence 
of  liver  damage  manifest  by  a BSP.  of  22% 
in  45  minutes,  a lowered  albumin,  an  ele- 
vated globulin,  and  a positive  cephalin  floc- 
culation. This  is  very  suggestive  of  a 
primary  liver  disease  such  as  cirrhosis.  Pri- 
mary malignancy  of  the  liver  is  quite  rare, 
and  one  would  expect  to  find  some  degree  of 
liver  enlargement.  If  we  consider  the  pos- 
sibility of  metastatic  involvement  of  the 
liver,  the  liver  function  tests  are  rather 
markedly  abnormal.  These  tests  have  been 
one  of  the  stumbling  blocks  in  picking  up 
metastatic  liver  disease  because  frequently 
the  liver  function  tests  may  show  no  ab- 
normality. With  extensive  hepatic  meta- 
stases  the  alkaline  phosphatase  is  often  ele- 
vated. Also  with  liver  involvement  we 
should  consider  such  things  as  hemochro- 
matosis, but  this  man  had  no  skin  pigmenta- 
tion, no  diabetes,  a very  low  serum  iron, 
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and  a very  low  iron  binding  capacity,  all  of 
which  would  be  against  a diagnosis  of  he- 
mochromatosis. I am  going  to  retain  the 
diagnosis  of  cirrhosis;  however,  the  possi- 
bility of  malignant  involvement  of  the  liver 
cannot  be  ruled  out  at  this  time. 

Multiple  myeloma  should  be  considered 
in  the  presence  of  cystic  bone  lesions  and 
a severe  degree  of  anemia.  The  bone  mar- 
row is  usually  diagnostic,  and  in  this  case 
there  was  nothing  in  the  peripheral  blood 
smears  or  bone  marrow  that  suggested  mul- 
tiple myeloma.  In  addition  the  Bence-Jones 
protein  was  negative.  He  had  some  aberra- 
tions of  his  kidney  function  manifest  by 
very  poor  function  on  the  excretory  uro- 
gram, 3 plus  albuminuria,  and  5-10  red  blood 
cells/hpf.  The  solitary  urine  specimen  as 
reported  had  a very  good  specific  gravity, 
1.025,  which  would  tend  to  exclude  condi- 
tions such  as  chronic  glomerulonephritis,  for 
example,  which  could  give  us  a blood  pic- 
ture similar  to  this.  Are  there  any  blood 
pressure  recordings? 

DR.  NEELY:  He  was  normotensive. 

DR.  BLEECKER:  That  again  would  lead 
us  away  from  primary  renal  disease  as  the 
source  of  his  difficulty.  Nephrosclerosis 
should  be  considered,  but  usually  nephro- 
sclerosis is  preceded  by  long  term  hyper- 
tension. The  weight  loss,  weakness,  and 
anemia  can  be  part  of  the  uremic  state.  I 
don’t  believe  an  N.P.N.  or  B.U.N.  are  re- 
corded. 

DR.  NEELY:  The  B.U.N.  and  creatinine 
were  both  normal. 

DR.  BLEECKER:  While  I do  not  know 
the  explanation  for  the  albuminuria  or  he- 
maturia, I think  there  is  no  evidence  of  a 
primary  neoplasm  of  the  kidney,  and  the 
normal  B.U.N.  and  good  specific  gravity 
lead  us  away  from  chronic  glomerulone- 
phritis. Primary  amyloid  disease  is  an  ex- 
tremely rare  condition  often  associated  with 
skin  and  muscle  changes,  macroglossia  and 
dysphagia,  which  we  have  no  evidence  of 
here.  We  have  nothing  to  indicate  that  this 
man  had  a primary  disease  that  would  pro- 
duce secondary  amyloidosis,  such  as  tuber- 
culosis, bronchiectasis,  or  any  other  type  of 
chronic  suppurative  disease.  Frequently, 
too,  there  is  a high  alkaline  phosphatase 
present  in  amyloid  disease.  In  regard  to  the 
hemopoietic  system  my  impression  is  that 


this  man  had  a severe  normocytic,  normo- 
chromic anemia  and  a low  serum  iron  and 
iron  binding  capacity  which  indicate  that 
the  iron  stores  were  depleted.  A normo- 
cytic, normochromic  anemia  can  be  seen  in 
a variety  of  situations  but  is  usually  asso- 
ciated with  chronic  infection  and  malig- 
nancy, and  often  associated  with  primary 
liver  disease  and  chronic  renal  insuffciency. 
There  is  no  evidence  of  a primary  blood 
dyscrasia. 

The  neurologic  findings  were  difficult  to 
interpret  because  there  was  little  actual 
neurologic  deficit.  This  man  had  rather 
marked  weakness  and  had  some  difficulty 
in  his  right  leg  and  in  one  shoulder,  which 
had  been  preceded  by  vertigo  and  a tend- 
ency for  poor  coordination.  The  only  real 
finding  was  a questionable  Babinski  on  one 
side  which  would  indicate  possibly  some 
pyramidal  tract  involvement  of  unknown 
type.  He  had  a bilateral  decrease  in  vibra- 
tory sense,  which  in  elderly  individuals  can 
be  a normal  variation.  Position  sense  was 
not  recorded.  So  often,  if  there  is  a cord 
lesion,  the  position  and  vibratory  sense  go 
hand  in  hand,  and  when  one  goes  out  the 
other  goes  out.  The  negative  spinal  fluid 
does  not  give  us  much  help.  The  nervous 
system  symptoms  are  probably  unrelated 
to  the  basic  disease  process.  It  is  possible 
that  this  man  at  the  time  when  he  was  hav- 
ing so  much  trouble  with  vertigo  had  a ce- 
rebral vascular  accident,  probably  in  the 
brain  stem,  which  left  him  with  some  re- 
sidual. 

The  GI  tract  came  into  careful  study  be- 
cause of  the  anemia  which  suggested  the 
possibility  of  a tumor  of  the  right  colon.  I 
do  not  believe  this  man  had  pancreatic  in- 
volvement as  he  had  no  abdominal  or  back 
pain  and  no  jaundice.  I think  this  man  had 
a malignancy,  site  unknown,  but  in  an  exer- 
cise of  this  sort  we  have  to  make  sugges- 
tions, however  wild  they  may  be.  We  have 
to  consider  the  kidney,  but  the  normal  con- 
tour of  the  kidneys  and  renal  calyces  makes 
it  unlikely  that  this  patient  had  a hyperne- 
phroma. The  prostate  and  testicle  should 
be  considered,  but  any  primary  lesion  in 
these  areas  should  be  apparent  on  local  ex- 
amination. There  may  be  some  GI  tract 
disease  undiscovered  by  the  methods  used, 
but  this  would  be  just  a presumption.  In 
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regard  to  the  lactic  acid  dehydrogenase  de- 
termination, it  is  positive  in  a fairly  high 
percentage  of  malignancies  of  various  sorts. 
In  one  reported  series  it  was  noticed  that 
the  only  two  carcinomas  in  the  group  did 
not  have  an  elevated  lactic  acid  dehydroge- 
nase test,  one  was  a mucous  cell  adenocar- 
cinoma of  the  stomach  and  one  mucous  cell 
adenocarcinoma  of  the  colon.  In  our  office 
over  the  past  few  years  we  have  been  do- 
ing routine  C-reactive  protein  tests  on  most 
patients.  In  that  time  every  patient  with 
a malignancy  had  a strongly  positive  C- 
reactive  protein  determination  except  one 
who  had  a mucous  cell  carcinoma  of  the 
stomach.  In  summary,  I believe  this  man 
had  a malignancy,  possibly  a bronchogenic 
carcinoma  of  a highly  virulent  type,  which 
spread  to  other  areas  of  the  body  without 
giving  much  in  the  way  of  local  findings. 

I think  he  had  cirrhosis  of  the  liver  as  an 
additional  disease. 

DR.  NEELY:  This  man  initially  had  in- 
termittently positive  guaiac  tests  on  the 
stool,  and  terminally  he  became  severely 
anemic.  I wanted  Dr.  Sam  Hunter  to  say 
something  about  the  neurologic  symptoms. 

DR.  SAM  HUNTER:  The  best  way  to  ex- 
plain this  patient’s  symptoms  of  the  central 
nervous  system  is  on  an  insufficiency  or 
ischemic  basis.  He  probably  had  general- 
ized ischemia  of  the  brain  and  spinal  cord 
as  a result  of  the  anemia  and  cardiac  in- 
sufficiency and  probably  focal  insufficiency 
due  to  the  arteriosclerosis.  The  flaccid  weak- 
ness that  this  man  had  would  go  with  spinal 
cord  insufficiency  of  the  anterior  spinal  ar- 
tery syndrome,  and  the  pathologic  reflex 
could  be  due  to  focal  ischemia  of  the  spinal 
cord. 

DR.  DAVID  SCHEINBERG:  We  might 
consider  one  disease  explaining  all  the 
symptoms,  such  as  multiple  myeloma  or 
Gaucher’s  disease. 

Pathologic  Discussion 

DR.  A.  SALCEDO:  This  patient  had  a 
hemangiosarcoma  of  the  seventh  rib  with 
metastases  to  the  large  and  small  bowel, 
liver,  spleen,  pancreas,  aorta  and  kidneys. 
(Fig.  1 and  2.)  The  heart  was  hypertro- 
phied (650  Gm.)  and  there  was  generalized 
arteriosclerosis.  The  immediate  cause  of 
death  was  an  acute  bronchopneumonia  and 


Fig.  1.  Primary  tumor  in  rib  and  metastatic  areas 
in  large  and  small  bowel,  pancreas,  pleura  and 
aorta. 


Fig.  2.  A typical  microscopic  field  of  the  primary 
tumor  showing  vascular  spaces  lined  by  malignant 
endothelial  cells. 


chronic  and  terminal  acute  bleeding  into 
the  gastrointestinal  tract,  where  there  was 
1000  cc.  of  fresh  blood  in  the  region  of  mul- 
tiple areas  of  metastatic  sarcoma  which  pro- 
duced multiple  areas  of  mucosal  ulceration. 
Multiple  tumor  emboli  were  noted  in  the 
kidney  and  visceral  organs,  and  there  were 
multiple  areas  of  infarction  of  the  kidneys. 
Hemangiosarcoma  is  an  infrequent,  if  not 
rare,  bone  tumor,  and  Carter  in  his  review 
of  the  world  literature  prior  to  1956  was 
able  to  find  only  17  cases.  In  his  collected 
series,  hemangiosarcomas  appear  to  have  no 
predilection  for  age  or  sex,  and  were  quite 
diverse  in  their  distribution.  Most  of  the 
tumors  involved  multiple  bones  or  multiple 
sites  in  a single  bone  and  the  chief  clinical 
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manifestations  were  pain  and  swelling  ac- 
companied by  progressive  weight  loss  and 
anemia. 

DR.  PERVIS  MILNOR:  This  patient 
showed  a grossly  abnormal  BSP.  which 
many  different  observers  felt  was  due  to 
cirrhosis  of  the  liver.  In  light  of  the  patho- 
logic findings  I think  we  have  to  consider 
that  the  abnormal  BSP.  represented  an  in- 
adequate cardiac  output,  therefore  inade- 
quate circulation  to  the  liver  as  evidenced 
by  the  passive  congestion  which  was  found 
at  autopsy. 

DR.  JACK  GREENFIELD:  As  I read  the 
protocol  today  I was  impressed  with  the 
beautiful  workup  this  patient  had  with  the 
exception  of  one  thing  from  a surgical 
standpoint.  It  struck  me  that  it  would  be 


very  easy  to  get  a biopsy  from  the  mass  in 
the  rib,  and  I wondered  why  it  was  not 
done. 

DR.  NEELY:  Biopsy  was  refused  by  the 
patient. 

DR.  M.  L.  TRUMBULL:  I am  glad  Dr. 
Milnor  brought  out  the  explanation  of  the 
elevated  BSP.,  because  I remembered  the 
amount  of  metastatic  tumor  was  pretty 
small  in  the  liver.  Secondly,  I would  like 
to  emphasize  one  unusual  anatomic  change, 
and  that  was  the  tumor  growing  right  on 
the  intimal  surface  of  the  aorta.  The  tumor 
was  embedded  principally  in  fibrin  and  clot 
and  very  likely  some  of  the  man’s  symp- 
toms may  have  been  based  upon  the  dis- 
lodgment  of  the  small  tumor  emboli,  lodg- 
ing in  different  places. 
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President  's  Page 

APPRECIATION 

As  we  pass  from  this  year  of  great  achievement  to  the  mysteries 
of  the  year  ahead,  it  gives  me  great  comfort  and  pleasure,  to  know 
that  our  destinies  and  leadership  for  the  future  are  in  the  hands  of 
those  who  are  well  qualified  and  able  to  guide  and  direct  the  Asso- 
ciation in  the  right  paths. 

It  has  been  my  privilege  in  the  past  years  to  be  associated  in 
some  manner  or  degree  with  the  organization  and  function  of  our 
State  Medical  Association,  and  I am  particularly  proud  for  the 
honor  to  have  served  this  past  year  as  your  President.  During  my 
term  of  office,  it  has  been  my  privilege  to  meet  and  to  learn  more 
about  a great  many  doctors  that  make  up  the  State  Association.  I have  made  many 
friends,  and  perhaps  some  enemies,  but  I greatly  appreciate  the  fact  that  there  has  been 
exemplified,  at  least  to  me,  a great  cooperation  of  effort  and  a willingness  to  serve  in  any 
capacity  that  has  been  indicated.  It  has  been  my  experience  that  we  have  many  loyal 
physicians  in  our  Association.  Many  have  proven  it  by  their  acts,  and  too  much  credit 
or  praise  cannot  be  given  them. 

There  is  another  important  segment  of  our  profession,  which  although  it  is  not  prac- 
titioners of  medicine,  cannot  be  given  too  much  praise.  This  is  our  Woman’s  Auxiliary. 
These  wonderful  ladies  have  served  loyally  and  unselfishly  in  working  for  the  programs 
and  aims  of  Medicine  in  Tennessee.  I cannot  terminate  my  year  as  President  without  ex- 
pressing, in  behalf  of  all  members  of  the  Association,  the  fine  work  and  assistance  ren- 
dered by  the  Woman’s  Auxiliary. 

In  this  my  closing  letter  to  the  membership  during  my  year  as  President  of  this  Asso- 
ciation, I should  like  to  leave  you  with  this  thought.  There  is  a clear  responsibility  for 
every  member  of  our  Association.  Each  must  ask  himself  “Am  I Informed?”;  “Do  I Know 
What  Is  Going  On?”;  “Do  I Read  and  Understand  the  Informative  Materials  I Receive 
From  Our  County  Societies  and  State  Medical  Association ?”  And  each  physician  must 
ask  himself  whether  he  is  doing  all  he  can — and  even  a little  more — to  promote  the  best 
medical  care  for  every  individual  through  organized  Medicine  and  in  the  community. 
Any  Physician  who  does  not  do  that  much,  and  more,  must  live  with  his  conscience  in  the 
months  and  years  ahead.  Those  who  do  not  measure  up  to  these  standards  will  have 
failed  in  his  dedication  and  responsibility  as  a physician,  and  as  a citizen,  in  a free  de- 
mocracy. 

We  have  just  completed  a successful  annual  meeting,  a year  of  action  and  achieve- 
ment, and  I have  been  honored  and  privileged  to  have  had  a part  in  it  serving  as  Presi- 
dent of  the  Tennessee  State  Medical  Association. 

President 
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\ILLIAM  OREN  VAUGHAN,  the  73rd  President  of  the  Tennessee  State 
Medical  Association,  assumed  office  on  April  10,  1961.  A TSMA  Board 
of  Trustees  member  since  1958,  Dr.  Vaughan  has  served  as  Board  Chair- 
man and  TSMA  Treasurer  since  that  time. 


Born  in  Mayfield,  Kentucky,  where  he  received  his  elementary  and  high  school  ed- 
ucation, he  obtained  his  AB  degree  from  Vanderbilt  University  in  1927,  and  his  MD 
degree  from  the  School  of  Medicine  there  in  1932.  After  serving  an  internship  and 
pediatric  residency  at  Vanderbilt  Hospital,  he  took  further  postgraduate  training  at 
the  Willard  Parker  Contagious  Disease  Hospital  in  New  York  City. 


He  was  certified  by  the  American  Board  of  Pediatrics  in  1937,  entering  private 
practice  in  Nashville  in  November  of  that  year. 

He  became  associate  professor  of  pediatrics  at  Vanderbilt  University  School  of 
Medicine  in  193  8,  and  is  on  the  visiting  medical  staffs  of  St.  Thomas,  Mid-State  Bap- 
tist, Vanderbilt  and  Nashville  General  hospitals. 

Dr.  Vaughan  is  Chairman  of  the  Davidson  County  Board  of  Health  Commissioners, 
of  which  he  has  been  a member  since  July,  1948.  He  is  a member  of  the  Executive 
Committee  of  the  Bill  Wilkerson  Hearing  and  Speech  Center  in  Nashville,  and  was  a 
member  of  the  Nashville  Chamber  of  Commerce  Board  of  Governors  in  195  5-58. 

A former  President  and  Secretary-Treasurer  of  the  Tennessee  Pediatric  Society,  he 
was  the  first  President  and  an  organizer  of  the  Nashville-Davidson  County  Mental 
Health  Society.  In  19  5 6 he  was  Vice  President  of  the  Tennessee  Chapter,  American 
Academy  of  Pediatrics,  and  he  was  chief  of  the  pediatric  service  at  Mid-State  Baptist 
hospital  from  the  opening  of  that  service  in  1948  until  19  54. 

Dr.  Vaughan  was  a member  of  the  Nashville  Academy  of  Medicine’s  Board  of  Di- 
rectors during  1952-54,  and  in  1956-58,  being  Academy  President  in  1957,  and  its 
Board  Chairman  in  195  8. 


His  other  memberships  include:  The  Southern  Medical  Association  and  The 
American  Medical  Association.  He  has  served  on  numerous  committees  of  the  var- 
ious organizations  with  which  he  is  affiliated. 

A member  of  the  First  Presbyterian  Church  in  Nashville,  he  was  a member  of 
the  Delta  Kappa  Epsilon  social  fraternity  and  the  Alpha  Kappa-Kappa  Medical  fra- 
ternity, both  at  Vanderbilt. 

He  and  Mrs.  Vaughan,  the  former  Miss  Louise  Akin  of  Nashville,  to  whom  he 
was  married  in  November  1938,  have  one  son,  William  O.  Vaughan,  Jr. 

An  avid  sportsman,  he  enjoys  golf,  fishing,  hunting  and  boating  and  maintains  an 
active  interest  in  high  school,  collegiate  and  professional  athletics.  A conscientious 
and  dedicated  physician,  Dr.  Vaughan  is  highly  qualified  to  direct  the  affairs  of  the 
Tennessee  State  Medical  Association. 
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SURGERY  FOR  DUODENAL  ULCER 

The  treatment  of  many  frequently  en- 
countered clinical  conditions  varies  as  new 
surgical  technics  are  developed,  as  new  in- 
struments are  devised,  and  as  new  anti- 
biotic agents  are  discovered.  In  addition, 
any  given  treatment  may  be  encouraged, 
modified  or  discarded,  in  the  light  of  the 
experiences  reported  by  observers  in  many 
different  areas  of  our  nation  or  other  coun- 
tries, as  they  are  collected,  sifted,  analyzed, 
and  crystallized  into  definite  procedures 
and  conclusions. 

The  problem  of  the  surgical  treatment  of 
duodenal  ulcer  has  been  of  concern  to  both 
internists  and  surgeons  since  1884  when 
Rydygier,  a Polish  surgeon,  completed  a 
gastroenterostomy  for  benign  pyloric  ob- 
struction. This  procedure  was  popular  dur- 
ing the  first  twenty-five  years  of  the  twen- 
tieth century.  At  that  time  partial  gastric 
resection  replaced  gastroenterostomy,  since 
the  latter  procedure  was  followed  so  often 


by  persistence  or  recurrence  of  the  ulcer 
symptoms,  by  the  repetition  of  hemorrhage, 
or  by  the  development  of  marginal  ulcer, 
(34%).  The  shift  in  opinion  and  the  change 
in  the  surgical  procedures  is  attested  by  the 
experiences  at  the  Mayo  Clinic.  In  that  in- 
stitution, in  1928,  the  operation  of  choice 
for  duodenal  ulcer  was  gastroenterostomy 
(70%),  subtotal  resection  (4%)  being  em- 
ployed far  less  frequently.  In  contrast  in 
1942,  subtotal  gastrectomy  (60%)  was  the 
most  commonly  employed  procedure.  In 
1940,  Wangensteen  emphasized  the  neces- 
sity for  adequate  gastric  resection.  In  1943, 
Diagstedt  developed  bilateral  vagotomy  as 
a simple  and  effective  procedure.  However, 
vagotomy  alone  gave  way  to  vagotomy  in 
association  with  subtotal  gastrectomy  or 
some  modification  of  it,  as  the  current  pro- 
cedure of  choice  for  the  surgical  treatment 
of  duodenal  ulcer. 

Internists  in  the  past  have  been  inclined 
to  hold  out  for  the  nonsurgical  treatment 
of  duodenal  ulcer  because  of  the  mortality 
of  the  procedure,  the  subsequent  morbidity, 
the  high  percentage  of  poor  therapeutic  re- 
sults, and  the  frequent  subsequent  occur- 
rence of  marginal  ulcer.  The  improvement 
in  anesthesia,  the  development  of  Wangen- 
steen suction,  the  availability  of  antibiotics, 
and  finally  the  introduction  of  vagotomy  in 
association  with  partial  gastrectomy,  has 
shortened  the  preoperative  trial  time  here- 
tofore devoted  to  the  attempt  to  control  the 
symptoms  of  the  ulcer  by  diet,  rest,  ant- 
acids, sedatives,  and  psychiatric  manage- 
ment. Certainly  now  as  in  the  past,  pyloric 
obstruction,  perforation,  massive  single 
hemorrhages,  or  repeated  hemorrhages  of 
lesser  amounts,  remain  as  indications  for 
surgical  intervention  as  they  did  forty  years 
ago. 

The  experiences1  reported  from  Duluth, 
Minnesota,  are  read  with  considerable  in- 
terest. During  a fifteen  year  period  457  pa- 
tients were  operated  on  for  duodenal  ulcer. 
A Bilroth-II  resection  was  carried  out  in 
440  patients  (97%).  The  ulcer  was  always 
excised.  There  was  an  overall  mortality  of 
9 (2%).  The  cause  of  death  was  usually 
pulmonary  embolism,  or  pneumonia,  peri- 
tonitis, hemorrhage,  or  cardiac  complica- 
tions. However,  since  1947,  the  postopera- 
tive death  rate  was  reduced  to  0.9%.  Excel- 
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lent  or  good  results  were  observed  in  92%, 
fair  results  in  5%,  poor  results  in  3 per  cent. 
The  incidence  of  delayed  postoperative  ane- 
mia was  5%,  but  this  complication  usually 
responded  to  vitamin  B12  and  iron  therapy. 
Free  hydrochloric  acid  persisted  in  5.9  per 
cent.  Recurrent  or  stoma  ulcer  was  found 
in  3.5  per  cent.  Additional  points  of  criti- 
cism were  a postoperative  diarrhea  in  20% 
and  weight  loss  in  43  per  cent.  “Dumping 
symptoms  occurred  most  frequently  in  neu- 
rotic individuals  and  in  a few  who  were 
poorly  chosen  for  gastric  resection.”  This 
latter  statement  is  one  obviously  in  need 
of  critical  appraisal. 

That  a different  surgical  approach  has 
many  proponents  is  borne  out  by  a report 
of  Scott,  Edwards  and  their  associates.2  In 
1947,  L.  W.  Edwards  began  treating  selected 
cases  of  duodenal  ulcer  by  bilateral  vagot- 
omy and  antral  resection.  In  the  period 
1947-1960,  a total  of  765  patients  have  been 
subjected  to  these  procedures.  This  group 
can  be  compared  to  the  Duluth  report  above 
mentioned,  since  the  periods  of  observation 
are  comparable.  The  mortality  rate  for  the 
interval  operation  is  1.4  per  cent.  The  re- 
sults have  been  excellent  or  good  in  93  per 
cent.  Only  2.5%  have  poor  results,  and 
4.5%  fair  results.  Recurrent  ulcers  were 
noted  in  only  4 patients,  0.5  per  cent.  In 
2 of  these  an  incomplete  vagotomy  was  cor- 
rected, in  a third  patient  it  was  suspected, 
but  could  not  be  proved.  The  fourth  patient 
had  a Zollinger-Ellison,  pancreatic  islet  tu- 
mor. There  were  no  major  problems  noted 
in  regard  to  the  maintenance  of  nutrition 
or  the  development  of  anemia.  Symptoms 
of  the  dumping  syndrome  were  noted  in 
25.5  per  cent. 

Scott  and  Edwards  emphasize  that  vagot- 
omy and  antrectomy  remove  both  the  ce- 
phalic and  gastric  phases  of  acid  secretion 
and  preserves  about  60%  of  the  gastric 
pouch.  This  permits  better  digestive  func- 
tion, eliminates  the  ulcer,  prevents  recur- 
rences, and  can  be  done  with  a mortality 
rate  no  greater  than  that  attendant  to  simi- 
lar surgical  procedures  for  duodenal  ulcer. 

It  is  evident  that  surgeons  remain  divided 
in  their  opinion  as  to  which  is  the  choice 
surgical  procedure  for  duodenal  ulcer.  It 
is  clear,  however,  that  internists  can  take  a 
more  aggressive  attitude  now  in  directing 


the  poorly  responsive  or  intractable  patient 
into  the  hands  of  a competent  surgeon.  Our 
enthusiasm  was  correctly  bridled  twenty- 
five  years  ago,  now  the  reins  may  be  prop- 
erly loosened. 

A.  W. 
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* 

DOCTORS  STRENGTH  MOBILIZED  FOR 
PASSAGE  OF  MEDICAL  EXAMINER  BILL 

For  many  years  the  medical  profession 
has  not  been  happy  with  the  historical  but 
outmoded  coroner  system  which  had  its  be- 
ginning hundreds  of  years  ago  under  Eng- 
lish law.  The  doctors  of  the  State  recog- 
nized that  many  instances  of  probable  and 
possible  homicide  had  gone  uninvestigated. 
Shelby  County  took  the  matter  into  its  own 
hands  some  years  ago  and  provided  for  such 
investigations.  But  state  legislation  was 
needed  to  have  effective  control  of  the  situ- 
ation. This  failed  in  past  sessions  of  the 
legislature.  However,  now  the  Division  of 
Chief  Medical  Examiner  is  law,  with  the 
responsibility  placed  in  the  Tennessee  De- 
partment of  Public  Health  and  the  promise 
of  Governor  Buford  Ellington  that  the  nec- 
essary funds  will  be  made  available  to  im- 
plement it.  It  is  to  become  effective  July 
1,  of  this  year. 

There  was  much  opposition  to  the  bill  in 
the  legislature.  Some  developed  from  groups 
which  thought  they  had  a stake  in  the  mat- 
ter. Probably  an  important  but  intangible 
one  was  the  aversion  in  the  minds  of  many 
legislators  to  subscribing  to  a bill  which 
permitted  an  autopsy  on  a body  without 
permission  of  the  next  of  kin.  Therefore, 
the  tactic  of  adding  amendments  which 
would  be  unacceptable  to  its  sponsors  was 
used  in  an  effort  to  kill  the  bill.  Legislators 
and  others  thought  the  bill  dead  when  the 
House  of  Representatives  passed  the  amend- 
ment permitting  osteopaths  to  be  appointed 
as  county  medical  examiners  and  referred 
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the  bill  back  to  committee.  Eight  days  later 
to  the  surprise  of  many  the  bill,  stripped  of 
the  more  objectionable  amendments,  was 
brought  out  again  and  passed. 

What  had  happened  was  most  significant, 
and  actually  is  the  point  of  this  editorial 
comment,  over  and  above  the  reporting  of 
successful  progressive  legislation. 

The  doctors  of  Tennessee  showed  their 
strength  in  the  passage  of  the  bill  for  the 
establishment  of  the  Division  of  the  Chief 
Medical  Examiner  and  his  legal  duties.  This 
strength  was  mobilized  simply  by  the  Leg- 
islative Committee  of  the  T.S.M.A.  acquaint- 
ing the  physicians,  who  had  contacts  with 
members  of  the  legislature  in  their  com- 
munity, of  the  need  for  this  piece  of  pro- 
gressive legislation  and  the  request  that 
this  viewpoint  be  passed  on  to  other  legis- 
lators. Quickly  the  attitudes  changed  and 
the  bill  came  out  of  committee  for  passage. 

Not  only  does  this  show  the  strength  of 
the  medical  profession,  if  it  will  use  it,  but 
equally,  as  background  for  future  action,  it 
also  demonstrates  that  doctors  have  other 
interests  than  their  pocket-books.  News- 
writers  like  always  to  point  the  finger  at 
the  medical  profession  and  its  stand  on  cer- 
tain legislation  as  selfish  in  monetary  terms 
— how  it  might  affect  income.  Here  is  a 
piece  of  legislation  passed  through  the  in- 
terest of  the  State’s  medical  profession 
which  by  no  stretch  of  the  imagination  will 
benefit  the  doctor  in  dollars  or  cents  and  is 
purely  for  the  public  good. 

Having  demonstrated  this  strength  and 
influence  of  the  doctors’  beliefs,  the  physi- 
cian close  to  the  legislator,  whether  state  or 
national,  should  wield  this  weapon  for  the 
good  of  all.  Though  the  medical  profession 
collectively  is  in  bad  odor,  the  intelligent 
layman  recognizes  his  personal  physician 
as  intelligent,  educated  and  a person  of  in- 
tegrity, otherwise  he  would  not  desire  his 
services. 

There  will  be  much  need  for  the  educa- 
tion of  the  legislator  dealing  with  federal 
legislation  by  his  doctor  or  doctors.  This 
influence  may  be  most  helpful.  Free  enter- 
prise as  applied  to  the  practice  of  medicine 
will  be  threatened  time  and  again  in  the 
coming  years.  Here  again  the  doctor  must 
show  his  legislator  friend  and  patient  that 
what  is  at  stake  is  not  his  remuneration 


(the  amount  of  money  spent  for  medical 
care  under  socialism  may  well  outweigh 
that  spent  under  current  circumstances)  but 
rather  that  intangible  thing,  the  quality  of 
medical  care,  and  that  deterioration  in  med- 
ical care  will  be  as  inevitable  as  day  follows 
night  under  certain  forms  of  socialistic 
practice. 

Here  is  a big  assignment  for  the  citizen 
physician. 

R.  H.  K. 


Dr.  Franklin  Blevins  Bogart,  66,  Chattanooga, 
died  March  11th  in  a Chattanooga  Hospital. 

Dr.  George  Ed  Wilson,  73,  Rockwood,  died 
March  9th  as  the  result  of  an  automobile  accident. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  met  for  dinner  in  the  Bap- 
tist Hospital  Auditorium  on  the  evening  of 
March  14th.  Dr.  John  R.  Heller,  president 
of  the  Memorial  Sloan-Kettering  Cancer 
Center,  was  the  guest  speaker.  He  discussed 
“Basic  Concepts  of  Oncology,”  noting  re- 
cent advances  and  prospects  for  future 
progress.  Dr.  Heller  was  introduced  to  the 
Society  members  by  Dr.  Sidney  McClellan, 
president-elect  of  the  Cancer  Society’s  local 
unit. 

Chattanooga-Hamilton  County  Medical 
Society 

The  Society’s  regular  monthly  meeting 
was  conducted  on  March  7th  in  the  Inter- 
state Auditorium.  The  scientific  program 
consisted  of  a paper  entitled  “The  Diagnosis 
of  Bronchogenic  Carcinoma”  by  Dr.  John 
Paul  Carter;  and  a presentation  entitled 
“Pitfalls  in  Cardiac  Diagnosis”  by  Dr.  Maur- 
ice S.  Rawling. 

Marshall  County  Medical  Society 

The  Marshall  County  Medical  Society 
met  on  February  21st  at  the  Gordon  Hospi- 
tal. New  officers  were  elected  with  Dr.  Joe 
Gordon  being  named  president,  and  Dr.  Wil- 
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liam  L.  Taylor,  seci'etary-treasurer.  It  was 
announced  that  the  next  meeting  will  be 
conducted  on  March  21st  at  the  Southland 
Cafe,  at  which  time  Dr.  Hoyt  Harris  would 
present  the  program. 

Greene  County  Medical  Society 

The  Society  met  for  its  regular  monthly 
meeting  at  the  Elks  Club  on  March  7th.  The 
scientific  portion  of  the  program  was  pre- 
sented by  Dr.  Philip  Lipsett,  a new  member 
of  the  society.  His  subject  was  “Geriatric 
Surgery.” 

Knoxville  Academy  of  Medicine 

The  Society  met  for  its  monthly  meeting 
on  March  14th  in  the  auditorium  of  the 
Academy  of  Medicine  Building.  The  pro- 
gram was  presented  by  a legal  panel.  The 
Knoxville  Bar  Association  presented  the 
panel  program  concerned  with  legal  prob- 
lems in  connection  with  vascular  accidents 
of  the  heart  and  brain.  The  members  of  the 
panel  were:  Mr.  Paul  E.  Parker,  Mr.  Mc- 
Afee Lee,  Mr.  William  Skaggs,  and  Mr.  Fred 
Cagle.  The  program  created  considerable 
discussion  on  the  basis  of  recent  develop- 
ments in  this  field. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Society  met  on  March  7th  at  the  New 
Southern  Hotel  in  Jackson.  Approximately 
forty  physicians  from  the  area  were  present. 
The  scientific  program  was  presented  by  a 
Jackson  dermatologist,  Dr.  Harold  K.  Also- 
brook,  who  spoke  on  the  subject  “Griseo- 
fulvin  in  the  Treatment  of  Fungus  Infec- 
tions.” 

Memphis-Shelby  County  Medical  Society 

The  Society  met  in  regular  session  in  the 
auditorium  of  the  Institute  of  Pathology 
Building  on  January  3rd.  Dr.  Bland  W. 
Cannon,  the  in-coming  president,  assumed 
office  and  presided  at  the  meeting. 

The  scientific  program  was  introduced  by 
Dr.  Robert  McBurney.  He  introduced  Mr. 
Reed  McPhillips  who  made  a most  interest- 
ing and  informative  talk  on  “Physicians’  In- 
vestments.” Dr.  McBurney  then  introduced 
Mr.  William  Boone,  an  attorney  who  spoke 
on  “Taxes  and  Estates  for  the  Physician.” 
A stimulating  question  period  followed  the 
talks. 
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The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  medical  profession,  the  U.S.  Public 
Health  Service  and  the  National  Founda- 
tion are  working  together  in  an  all-out  drive 
to  get  as  many  persons  as  possible  to  take 
Salk  vaccine  shots  before  the  summer  polio 
season  starts. 

The  Sabin  live  polio  vaccine  will  not  be 
available  in  quantity  this  year. 

The  Salk  vaccine  campaign  drive  is  di- 
rected particularly  at  children  and  younger 
adults  in  the  lower  economic  groups. 

Dr.  Julian  P.  Price,  Florence,  S.  C.,  chair- 
man of  the  American  Medical  Association’s 
Board  of  Trustees,  pointed  out  that  many 
children  and  younger  adults  in  the  lower 
income  groups  have  not  been  inoculated 
against  polio. 

“As  long  as  ‘islands  of  unvaccinated  per- 
sons’ exist  even  within  well-vaccinated 
communities,  polio  epidemics  remain  a se- 
rious threat,”  Dr.  Price  said. 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  Public  Health  Service,  emphasized  the 
need  for  immunizing  infants.  He  also  said 
that  the  PHS  will  encourage  behavioral 
studies  to  determine  reasons  why  some  peo- 
ple refuse  to  take  polio  shots.  It  is  hoped 
that  then  methods  may  be  devised  to  over- 
come such  refusal.  Dr.  Terry  called  par- 
ticular attention  to  the  findings  of  the  PHS’s 
Advisory  Committee  on  Poliomyelitis  Con- 
trol that  the  recommended  dosage  schedules 
may  be  modified  to  permit  the  administra- 
tion of  three  shots  of  Salk  vaccine  before 
summer  to  persons  who  have  not  had  any 
vaccine  before. 

Dr.  Price  stressed  that  success  of  the  “ba- 
bies and  breadwinners”  polio  vaccine  cam- 
paign depends  on  joint  activity  at  the  local 
level  by  medical  societies,  boards  of  health 
and  voluntary  health  agencies.  He  ex- 
pressed confidence  that  the  more  than  2,000 
state  and  county  medical  societies  through- 
out the  country  would  cooperate  whole- 
heartedly. 

“Contrary  to  recent  reports  (in  Scripps- 
Howard  Newspapers),”  Dr.  Price  said,  “the 


136 


NATIONAL  NEWS 


April,  1961 


A.M.A.  is  strongly  behind  every  effort  to 
encourage  the  public  to  take  advantage  of 
the  Salk  vaccine  without  delay.” 

The  Advisory  Committee  urged  that  “im- 
mediate steps  ...  be  taken  by  all  interested 
groups  to  intensify  drives  for  vaccination 
with  the  formalin-inactivated  (Salk)  vac- 
cine.” The  Committee  also  endorsed  the 
plan  to  direct  the  campaign  particularly  at 
the  lower  socioeconomic  and  younger  age 
groups. 

The  Committee  recommended  that  the 
first  available  supplies  of  the  Sabin  live, 
oral  vaccine  be  utilized  in  the  following  pri- 
ority order: — 

1.  Epidemic  control,  investigations  and 
community  studies. 

2.  Immunization  of  infants  and  pre-school 
children. 

3.  Selected  area  immunization  of  those 
segments  of  the  population  that  are 
least  well  immunized. 

* 

Congress  now  has  before  it  legislation  to 
carry  out  all  of  President  Kennedy’s  broad 
health  program,  but  it  is  doubtful  that  the 
lawmakers  will  act  upon  some  of  it  this 
year. 

Kennedy  health  legislation  sent  to  Con- 
gress recently  included  bills  on  medical  edu- 
cation and  federal  grants  for  nursing  homes 
and  other  community  facilities. 

The  Chief  Executive  also  recommended 
an  expanded  program  to  combat  water  pol- 
lution. He  requested  Congress  to  authorize 
federal  grants  of  $125  million  a year  for  10 
years  to  help  states  forming  interstate  wa- 
ter pollution  control  agencies.  He  also  rec- 
ommended increased  federal  aid  to  com- 
munities building  sewage  treatment  plants. 

The  President  proposed  creation  of  a spe- 
cial unit  in  the  Public  Health  Service  to 
handle  both  air  and  water  pollution  matters. 

In  accompanying  letters  to  the  presiding 
officers  of  the  House  and  the  Senate,  Ken- 
nedy said  he  regarded  his  medical  educa- 
tion proposals  as  the  keystone  of  the  overall 
health  program  because  “we  are  not  pres- 
ently training  enough  (physicians)  to  keep 
up  with  our  growing  population.” 


The  other  bill  would  “make  possible  a 
substantial  addition  to  the  number  of  nurs- 
ing home  facilities  to  care  for  long-term  pa- 
tients, and  . . . help  relieve  the  shortages  of 
home  health  care  programs,”  Kennedy  said. 

The  medical  education  measure  would  au- 
thorize federal  grants  for  scholarships  for 
medical  and  dental  students.  Each  medical 
and  dental  school  would  be  eligible  for  a 
total  of  scholarship  grants  equal  to  $1,500 
times  one-fourth  of  the  enrollment  after  the 
program  had  been  in  effect  for  four  years. 
The  maximum  individual  scholarship  would 
be  $2,000  a year.  Participating  schools  also 
would  be  eligible  for  federal  grants  of  $1,000 
per  scholarship  to  help  pay  a school’s  op- 
erating expenses. 

The  community  health  facilities  bill 
would  increase  the  annual  authorization  for 
federal  grants  for  construction  of  nonprofit 
nursing  homes  from  $10  million  to  $20  mil- 
lion and  raise  the  minimum  state  allotment 
from  $50,000  to  $100,000  per  year.  It  also 
would  broaden  the  PHS  Surgeon  General’s 
authority  to  conduct  research,  experiments 
and  demonstrations  on  development  and 
utilization  of  hospital  services,  facilities  and 
resources  to  include  other  medical  facilities. 

Federal  grants  also  would  be  authorized 
to  help  finance  studies,  experiments  and 
demonstrations  by  states  and  other  non- 
federal  agencies  for  development  of  new 
or  improved  methods  of  providing  health 
services  out-side  hospitals,  particularly  for 
chronically  ill  or  aged  persons. 

The  A.M.A.  found  “much  to  applaud”  in 
Kennedy’s  overall  health  program,  but  stood 
fast  in  opposing  the  proposal  to  provide  el- 
derly persons  with  health  care  through  the 
social  security  system.  Dr.  F.  J.  L.  Blas- 
ingame,  executive  vice  president  of  the 
A.M.A.,  said: 

“We  support  the  broad  principles  and  the 
general  goals  of  the  President’s  program, 
but  we  cannot  support  his  proposal  for  hos- 
pitalization and  nursing  home  care  for  per- 
sons over  65  under  social  security. 

“In  fact,  after  studying  this  section  of  the 
President’s  plan,  the  A.M.A.  more  strongly 
than  ever  reaffirms  its  support  of  the  Kerr- 
Mills  law.” 
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New  Program  of  Medical  Care  for 
the  Aged 

Tennessee’s  Governor  Ellington  signed 
into  law  on  February  20th,  a legislative  act 
allowing  Tennessee  to  participate  with  the 
federal  government  in  the  new  program  of 
medical  care  for  the  aged. 

The  medical  care  bill  allows  the  state  to 
use  federal  matching  funds  to  establish  a 
hospitalization  program  for  Tennesseans  65 
years  of  age  or  over  who  are  not  receiving 
public  welfare  assistance.  While  details  of 
the  program  are  yet  to  be  formulated,  state 
officials  expect  it  to  be  in  operation  by  July 
1. 

The  new  program  may  be  similar  to  a 
hospital  care  program  already  in  effect  for 
about  56,000  Tennesseans  who  receive  old 
age  assistance. 

Costs  of  the  new  program  approved  at  the 
last  session  of  Congress,  are  borne  by  the 
federal,  state  and  county  governments.  The 
federal  government  provides  76.5%  of  the 
funds  with  the  state  contributions  in  addi- 
tion. 

Half  of  U.S.  Families  Spend  $200  on  Health 

About  50%  of  American  families  have 
health  care  bills  in  excess  of  $200  a year, 
4.6%  of  the  families  spend  more  than  $1,000 
a year  for  health  services  and  one  family 
in  six  spends  more  than  $500.  Better  than 
70r/e  of  Americans  have  some  type  of  health 
care  insurance.  The  average  health  care 
bill  for  an  individual  is  $94  a year.  The 
lowest  bills  are  for  children  under  five, 
whose  bills  average  $48  per  year.  The  high- 
est cost  is  for  those  over  65  whose  bills  av- 
erage $177  a year. 

These  statistics  were  compiled  by  the 
Health  Information  Foundation,  an  organi- 
zation sponsored  by  44  drug  companies  and 
other  affiliated  organizations  including  the 
Health  Insurance  Council. 

University  of  Tennessee  College  of 
Medicine 

Dr.  Homer  Floyd  Marsh,  formerly  dean 
of  the  University  of  Miami  School  of  Med- 
icine, will  become  vice  president  of  the  Uni- 


versity of  Tennessee  in  charge  of  its  medical 
units  at  Memphis,  on  July  1.  The  appoint- 
ment has  been  announced  by  Dr.  Andrew 
D.  Holt,  president  of  the  University  of  Ten- 
nessee. 

Dr.  Marsh,  a native  of  Indiana,  was 
awarded  a bachelor  of  science  degree  with 
a major  in  chemistry  and  a minor  in  biology 
in  1927  by  the  Indiana  State  Teachers  Col- 
lege at  Terre  Haute,  Indiana.  He  was 
awarded  his  master  science  degree  in  bac- 
teriology by  Purdue  University  in  1932  and 
a doctor  of  philosophy  degree  in  bacteriol- 
ogy by  Ohio  State  University  in  1941. 

* 

Research  grants  of  $41,547  have  been 
awarded  Dr.  Roger  T.  Sherman,  assistant 
professor  of  surgery.  The  U.S.  Army  has 
renewed  for  the  second  year,  a contract  for 
$31,547  for  a study  of  the  long-term  effects 
of  various  plastic  substances  placed  in  the 
body  to  substitute  for  normal  structures  re- 
moved by  surgery. 

* 

A chemistry  professor  and  his  staff  have 
received  a $12,240  renewal  grant  from  the 
National  Cancer  Institute.  Dr.  David  A. 
Shirley  and  three  graduate  students  are 
studying  chemical  compounds  which  might 
be  used  to  fight  cancer. 

* 

Dr.  G.  Daniel  Copeland,  instructor  in 
medicine,  is  one  of  25  medical  scientists  se- 
lected in  the  United  States  and  Canada  for 
$30,000  John  and  Mary  R.  Markle  Founda- 
tion awards.  The  college  will  receive  $6,000 
a year  for  the  next  five  years  towards  the 
support  of  Dr.  Copeland  and  his  research. 
* 

A three-year  residency  program  for  doc- 
tors wanting  to  specialize  in  plastic  surgery 
has  been  approved  at  the  University  of  Ten- 
nessee Medical  Units.  The  program  is  one 
of  the  few  in  the  South.  A new  department 
in  plastic  surgery  is  being  set  up  in  the  Di- 
vision of  Surgery  which  will  include  re- 
search. Dr.  Anthony  P.  Jerome  will  direct 
the  new  department. 

The  program  required  approval  of  the 
American  Board  of  Plastic  Surgery,  Ameri- 
can College  of  Surgeons,  and  American 
Medical  Association. 
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Vanderbilt  University  School  of  Medicine 

An  emergency  grant  of  $1,500  to  support 
a pilot  study  of  the  prevalence  of  nerve  and 
muscle  diseases  in  Middle  Tennessee  has 
been  awarded  to  the  Vanderbilt  Medical 
School  by  the  National  Foundation  for  Neu- 
romuscular Diseases. 

* 

Dr.  Robert  M.  Zollinger  of  Columbus, 
Ohio,  president-elect  of  the  American  Col- 
lege of  Surgeons,  delivered  the  ninth  an- 
nual Barney  Brooks  Memorial  Lecture  at 
Vanderbilt  University  School  of  Medicine 
on  February  24th.  His  subject  was  “Ul- 
cerogenic Tumors  of  the  Pancreas.” 

Dr.  Zollinger,  professor  and  chairman  of 
the  department  of  surgery  at  Ohio  State 
University  since  1946,  is  co-author  of  “Atlas 
of  Surgical  Operations”  and  has  written  a 
number  of  other  works  on  surgery.  He  is 
a former  editor  of  the  American  Journal  of 
Surgery. 

* 

A grant  of  $10,000  for  student  scholarships 
has  been  awarded  to  Vanderbilt  University 
School  of  Medicine  by  the  Avalon  Founda- 
tion of  New  York.  It  is  the  first  grant  by  a 
Foundation  for  medical  scholarships  across 
the  board. 


Dr.  Joe  K.  Wallace,  Sweetwater,  has  served  as 
Chairman  of  the  Monroe  County  Area  for  Family 
Gifts  for  the  Boy  Scouts  Development  Fund. 

Dr.  Lewis  W.  Moore,  Chattanooga,  has  recently 
served  on  active  duty  with  the  U.S.  Air  Force, 
serving  on  the  course  of  “Medical  Aspects  of  Mod- 
ern Warfare.” 

Dr.  Charles  L.  Suggs,  Chattanooga,  has  been 
named  chief  of  staff  at  Memorial  Hospital.  He 
succeeds  Dr.  Frank  S.  Brannen.  Dr.  Gus  J.  Vlasis 
was  named  chief  of  surgery,  Dr.  Harry  S.  Ander- 
son, chief  of  medicine,  and  Dr.  Arch  H.  Bullard, 
vice  chief  of  staff.  Other  assignments  include 
Dr.  Charles  M.  Hooper,  chief  of  obstetrics  and 
gynecology;  Dr.  William  B.  McGuire,  Jr.  and  Dr. 
Alfred  P.  Rogers,  co-chairmen  of  the  committee 
on  interns-residents;  Dr.  James  S.  Royal,  chief  of 
general  practice;  Dr.  Van  Fletcher,  chairman  of 
credentials  committee;  Dr.  Chester  G.  Adams, 
chief  of  anesthesiologists;  Dr.  Dewitt  James,  sec- 
retary of  the  staff;  and  Dr.  Bruce  L.  Elrod,  chief 
of  pathology.  All  are  from  Chattanooga. 

Dr.  Betty  Meriwether,  formerly  of  Clarksville, 
is  the  new  director  of  the  Warren  County  Depart- 


ment of  Public  Health.  She  succeeds  Dr.  Eliza- 
beth Lodge,  McMinnville. 

Dr.  Edwin  F.  Chobot,  Jr.,  Chattanooga,  recently 
addressed  the  City  Farmers  Club. 

Dr.  Swan  Burrus,  Jr.,  Jackson,  was  the  guest 
speaker  at  the  meeting  of  the  Literary  Club. 

Dr.  C.  B.  Roberts,  Sparta,  recently  addressed 
members  of  the  Lions,  Rotary  and  Kiwanis  clubs 
at  a meeting  in  Cookeville. 

Dr.  Harwell  Wilson,  Memphis,  has  been  named 
President-Elect  of  the  Southeastern  Surgical  Con- 
gress. He  will  assume  the  presidency  in  1962. 

Dr.  H.  L.  Monroe,  Erwin,  discussed  “Care  of 
the  Aged”  before  the  meeting  of  the  Upper  East 
Tennessee  Public  Health  Association.  The  meet- 
ing was  conducted  in  Johnson  City. 

Dr.  Fred  Ballard,  Jr.,  Chattanooga,  recently  ad- 
dressed the  Cardiac  Symposium  for  Nurses. 

Dr.  Basel  M.  Mixon  has  been  named  chief  of 
anesthesiology  on  the  staff  of  the  Nashville  Vet- 
erans Administration  Hospital. 

Dr.  M.  L.  Shelby,  Clarksville,  was  recently  hon- 
ored on  a “This  Is  Your  Life”  program  at  the 
Civitan  Club. 

Dr.  Van  Fletcher,  Chattanooga,  has  been  elected 
to  membership  on  the  Board  of  Trustees  of  the 
Tennessee  Hospital  Service  Association. 

Dr.  James  Ray  McKinney  is  now  associated 
with  the  Takoma  Medical  group  in  Greeneville. 

Dr.  H.  D.  Gray,  Memphis,  has  been  appointed 
Medical  Consultant  for  the  Memphis  Blue  Cross 
Plan. 

Dr.  Henry  Packer,  Memphis,  recently  addressed 
the  South  Memphis  Lions  Club. 

Dr.  Dewitt  B.  James,  Chattanooga,  recently  ad- 
dressed the  Engineers  Club. 

Dr.  Robert  F.  Ackerman,  Memphis,  recently 
discussed  “The  Aging  Process:  How  and  Why  We 
Age”  at  the  Jewish  Community  Center. 

Dr.  Joe  D.  Mobley,  Paris,  attended  the  South- 
eastern Surgical  Congress  meeting  at  Miami 
Beach,  Florida.  Dr.  W.  G.  Rhea,  Paris,  also  at- 
tended the  sessions. 

Dr.  Harold  A.  Alper,  Chattanooga,  has  been  re- 
elected president  of  the  Speech  and  Hearing  Cen- 
ter Board.  Dr.  Stewart  Smith  was  elected  first 
vice  president. 

Dr.  Blair  D.  Erb,  Jackson,  recently  addressed 
the  Rotary  Club. 

Dr.  C.  Harold  Steffee,  Memphis,  spoke  recently 
before  members  of  the  Methodist  Hospital  Auxil- 
iary. 

Chattanooga  physicians  participating  recently 
in  radio  or  television  programs  over  Chattanooga 
stations  include:  Dr.  Carl  A.  Hartung  who  dis- 
cussed “Arthritis  and  Rheumatism”;  Dr.  Harry  S. 
Anderson  whose  subject  was  “Rheumatic  Fever”; 
and  Dr.  E.  E.  Reisman,  Jr.  whose  subject  was 
“Carcinoma  of  the  Breast.” 

Dr.  Jesse  Adams,  Chattanooga,  was  a guest 
speaker  at  the  Brainerd  Kiwanis  Club. 
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Atlas  of  Obstetric  Technic.  By  J.  Robert  Willson, 
M.D.,  301  pages.  The  C.  V.  Mosby  Company, 
St.  Louis,  1961.  Price:  Deluxe  $14.50,  Regular 
$12.50. 

This  is  a 300  page  atlas  devoted  exclusively  to 
descriptions  and  illustrations  of  normal  and  ab- 
normal obstetrical  procedures  as  practiced  in 
America  today.  The  major  portion  is  comprised 
of  original  illustrations  and  drawings  which  typi- 
cally appear  on  the  right  sided  pages  with  the 
legend  appearing  on  the  accompanying  left  pages. 
They  are  lucid  and  include  the  important  steps 
involved  in  the  procedure  with  an  overall  excel- 
lence seldom  exceeded  in  a textbook  of  this  type. 

Included  in  the  legend  are  details  of  manage- 
ment of  complicated  labors,  indications  and  con- 
traindications, anesthetic  technic  and  postopera- 
tive care.  Obsolete  procedures  are  not  included. 
This  text  is  not  recommended  for  medical  stu- 
dents; its  chief  benefit  will  be  to  general  practi- 
tioners, general  surgeons  and  obstetrical  residents 
who  are  faced  with  a difficult  or  unusual  problem. 


Physicians  Recently  Licensed  to  Practice 
Medicine  in  Tennessee 

Finchum,  Robert  N.,  Knoxville 
Fort,  Wilkinson  D.,  Richmond,  Va. 

Howell,  Marshall  G.,  Jr.,  Chattanooga 
McCaslin,  Dan  L.,  Memphis 
McCullough,  Billie  S.,  Munford 
Renner,  Omer  C.,  Jr.,  Memphis 
Schmidt,  Charles  R.,  Wichita,  Kan. 

Sexton,  David  H.,  Knoxville 

Simpson,  Elbert  F.,  Jr.,  Memphis 

Duncan,  Malcolm  P.,  Signal  Mountain 

Sanger,  Marilyn  J.,  Oklahoma  City,  Okla. 

Powers,  Douglas  F.,  Nashville 

Emerson,  Blanche  S.  S.,  Jackson 

Boyer,  Philip  A.,  Jr.,  Memphis 

Budd,  Duane  C.,  Johnson  City 

Robinson,  John  E.,  Jr.,  Memphis 

Begneaud,  Wallace  P.,  Jr.,  New  Orleans,  La. 

Caldwell,  Marvin  G.,  Danvers,  Mass. 

Miller,  Joseph  H.,  Memphis 

American  Goiter  Association 

The  American  Goiter  Association  will  meet  in 
the  Warwick  Hotel  in  Philadelphia,  Pennsylvania, 
May  4-6,  1961. 

Hale-McMillan  Lecture 

An  invitation  is  extended  to  TSMA  members 
to  be  present  at  the  annual  Hale-McMillan  Lec- 
ture on  Thursday,  April  27,  at  8:00  p.m.  in  the 


Public  Health  Lecture  Hall  at  Meharry  Medical 
College  in  Nashville.  One  of  America’s  leading 
surgeons  will  deliver  the  lecture.  He  is  Dr.  Oliver 
Cope,  Associate  Professor  of  Surgery  at  Harvard 
Medical  School  and  Visiting  Surgeon  at  the  Mas- 
sachusetts General  Hospital.  Doctor  Cope’s  sub- 
ject will  be  “Hyperparathyroidism:  The  Experi- 
ence in  the  Diagnosis  and  Treatment  of  245  Cases.” 

Postgraduate  Day  in  Psychiatry 
Central  State  Hospital  and 
Vanderbilt  University  School  of  Medicine 

On  Thursday,  May  18,  1961,  a one-day  course 
will  be  given  dealing  with  the  role  of  the  family 
physician  in  the  care  of  the  mental  patient,  with 
the  methods  of  treatment  within  the  hospital,  and 
with  some  of  the  basic  psychiatric  problems  in- 
volved in  people  becoming  mentally  ill  and  some 
of  the  problems  involved  in  the  patient’s  return 
to  the  community  from  a mental  hospital.  Clin- 
ical material  will  be  presented. 

The  Academy  of  General  Practice  has  approved 
the  course  for  7 hours  of  Category  I credit. 

Registration  will  be  held  in  the  lobby  of  the 
Hauk  Building  at  Central  State  Hospital.  Direc- 
tions may  be  obtained  from  the  Information  Desk 
which  is  close  by. 

Tuition  and  luncheon  by  courtesy  of  the  Cen- 
tral State  Hospital. 

Postgraduate  Day  in  Radiology  at 
Vanderbilt  University  School  of  Medicine 

The  Department  of  Radiology  is  offering  a one- 
day  course  on  Thursday,  June  8,  to  be  held  at 
Vanderbilt  University  Hospital,  beginning  at  9 
a.m.,  on  the  topic  “Troubleshooting  Your  X-ray 
Problems.”  Subjects  to  be  covered  will  include 
radiation  safety,  film  processing  problems,  prob- 
lems of  specific  interest  to  the  orthopedist,  and 
“troubleshooting”  x-ray  problems  in  neurosurgi- 
cal conditions.  Special  consideration  will  be  given 
x-ray  problems  dealing  with  the  chest  and  gastro- 
intestinal tract  as  well  as  pediatrics. 

The  course  is  approved  for  7 hours  of  Category 
I credit  by  the  American  Academy  of  General 
Practice.  Tuition  is  $15.00,  which  includes  the 
luncheon.  For  further  information  address  the 
Department  of  Postgraduate  Instruction,  Vander- 
bilt University  School  of  Medicine,  Nashville. 

Symposium  on  Hypertension 
Recent  Development 

On  Thursday,  May  4,  Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia,  will  hold  its  sec- 
ond 4-day  conference  on  this  subject.  Many  of 
the  country’s  clinicians  and  investigators  in  this 
field  will  appear  on  the  program.  Further  infor- 
mation may  be  obtained  from  Albert  N.  Brest, 
M.D.,  230  No.  Broad  Street,  Philadelphia  2. 
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PLACEMENT  SERVICE 

The  Placevient  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  to  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 


Locations  Wanted 

A 30  year  old  married  surgeon  desires  to  estab- 
lish practice,  either  solo,  clinical,  associate  or  as- 
sistant, in  Tennessee  community  of  15,000-25,000. 
Graduate  of  University  of  Tennessee.  Protestant. 
Available  July  1961.  LW-335 


A 26  year  old  married  physician  desires  to 
establish  clinical  or  group-type  general  practice 
in  east  Tennessee  community  of  5,000-25,000. 
Lutheran.  Graduate  Medical  College  of  Virginia. 
Available  immediately.  LW-368 


A 36  year  old  married  physician  desires  private 
practice  in  general  surgery  in  Tennessee  com- 
munity of  20,000-50,000.  Will  consider  assistant 
or  associate  practice.  Graduate  University  of  Ten- 
nessee. Methodist.  Four  years  residency,  Ten- 
nessee license.  Available  immediately. 

LW-373 

♦ 

A 30  year  old  married  physician  desires  to  locate 
in  east  Tennessee  community  of  35,000-100,000  to 
establish  practice  in  pathology.  Will  consider 
assistant  or  associate  practice.  Protestant.  Gradu- 
ate Jefferson  Medical  College  of  Philadelphia. 
Residency  training.  Available  July  1961. 

LW-384 


A 35  year  old  married  physician  wishes  to 
locate  in  east  of  middle  Tennessee  community 
8,000-10,000  in  the  practice  of  internal  medicine, 
will  consider  assistant,  associate,  or  industrial. 
Protestant.  Graduate  University  of  Colorado. 
Residency  training.  Tennessee  license.  Available 
immediately.  LW-390 


A 28  year  old  married  general  practitioner  de- 
sires to  establish  practice  in  east  or  middle  Ten- 
nessee community  of  30,000  or  less.  Will  con- 
sider clinical,  assistant  or  associate  practice. 
Protestant.  Graduate  University  of  Tennessee. 
Residency  with  one  year  surgery,  Tennessee 
license.  Available  July  1961.  LW-392 


A 37  year  old  married  general  practitioner  with 
training  in  thoracic  surgery  would  like  to  estab- 
lish practice  in  east  Tennessee  community  30,000 
or  over.  Will  consider  group,  clinic,  associate  or 
institutional  practice.  Graduate  Yale  University. 
Catholic.  Extensive  residency  training,  License 
applied  for.  Available  immediately.  LW-402 


A 31  year  old  married  physician  wishes  to  locate 
in  west  Tennessee  community  (will  consider  other 
localities)  of  5,000  or  over  in  the  practice  of 
general  and  thoracic  surgery.  Will  consider  clini- 
cal, industrial,  or  associate  practice.  Residency 
training,  Tennessee  license.  Methodist.  Graduate 
University  of  Tennessee.  Available  July  1961. 

LW-403 


A 36  year  old  married  physician  would  like  to 
establish  general  ‘family  physician  type’  practice 
in  Tennessee  community  of  1,500  or  over.  No 
preference  as  to  locality.  Presbyterian.  Graduate 
of  Tennessee.  Tennessee  license.  Available  July 
1961.  LW-404 


A 31  year  old  married  physician  would  like  to 
establish  general  ‘family  type  physician’  practice 
in  Tennessee  community  of  2,000  or  over.  Will 
consider  any  location  in  Tennessee.  Baptist. 
Graduate  of  Tennessee.  Tennessee  license.  Availa- 
ble October  1961.  LW-405 

Physicians  Wanted 

Physician  in  west  Tennessee  town  of  500,000 
desires  an  associate,  ages  28-35,  for  internal  medi- 
cine practice.  Office  space  and  some  equipment 
provided.  PW-126 

♦ 

Physician  in  east  Tennessee  town  of  30,000  de- 
sires associate  in  general  practice  and  some  surgi- 
cal training.  Office  space  and  some  equipment 

provided.  PW-127 

♦ 

Physician  in  large  middle  Tennessee  town  de- 
sires an  associate  general  practitioner.  Office  space 
and  equipment  available.  PW-130 

♦ 

West  Tennessee  town  of  500,000  in  need  of  an 
eye,  ear,  nose  and  throat  specialist  to  take  over 
office  equipment  on  reasonable  terms  of  physician 
who  is  deceased.  PW-135 


Small  southern  Tennessee  community  in  need  of 
a general  practitioner  to  replace  retired  M.D. 
Hospital  within  15  miles  area.  Near  large  in- 
dustrial area.  Large  local  trade  area.  Good 
location  for  interested  physician.  PW-142 

♦ 

Physician  in  middle  Tennessee  town  of  200,000 
desires  associate  or  independent  internish  (or 
general  practitioner).  Office  space  and  equipment 
provided.  PW-146 


Small  southern  Tennessee  community  of  1,200 
with  trade  area  of  20,000  needs  general  prac- 
titioner. Two  other  physicians  in  community. 
Excellent  opportunity  for  young  physician  wishing 
to  establish  practice.  Office  space  and  housing 
readily  available.  PW-151 


For  immediate  occupancy;  office  in  choice  loca- 
tion of  large  west  Tennessee  city.  Completely 
equipped  with  diagnostic  equipment,  including 
x-ray  department.  Attractively  and  completely 
furnished,  less  than  six  months  use.  Adequate 
free  parking  for  staff  and  patients.  PW-152 


Great  need  for  physician  in  middle  Tennessee 
community  of  3,000  with  either  excellent  salary, 
plus,  or  will  allow  physician  to  assume  hospital 
by  taking  over  notes  remaining  (no  initial  down 
payment);  6,500  population.  Hospital  completely 
staffed  and  equipped.  Only  physician  in  county 
now  retired.  Good  location  and  financial  oppor- 
tunity. PW-159 


Physician  in  middle  Tennessee  community  of 
over  15,000  desires  physician  for  practice  in  ob- 
gyn,  either  good  salary  plus  percentage  graduat- 
ing into  full  partnership,  or  will  consider  associ- 
ate practice  with  qualified  physician.  PW-160 


relieves  the  symptoms  of  grass-pollen  allergy 

An  ordinary  lawn  can  be  as  menacing  as  a jungle  when  its  beholder  is 
sensitive  to  grass  pollen.  For  such  patients,  benadryl  provides  a twofold 
therapeutic  approach  to  the  management  of  distressing  symptoms. 


antihtstaminic-antispasmodic 


antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 

antispasmodic  action  Because  of  its 

inherent  atropme-ljfce  properties,  benadryl 
affords  concurrent  relief  of  bronchial  and 


gastrointestinal  spasm. 
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The  authors  review  the  increasing  attention  given  to  this  syndrome.  Its  recognition  for  what  it  is 
is  essential  for  proper  management  and  evaluation  of  prognosis. 

The  Post-Myocardial  Infarction  Syndrome* 

HERMAN  J.  KAPLAN,  M.D.,  DANILO  I.  MAGTIRA,  M.D.,  LAURENCE  A. 
GROSSMAN,  M.D.,  MILTON  GROSSMAN,  M.D.,  and  FRED  D.  OWNBY,  M.D., 

Nashville,  Tenn. 


In  1956,  Dressier1  observed  that  3 to  4% 
of  patients  having  had  an  acute  myocardial 
infarction  developed  a complication  char- 
acterized by  a particular  clinical  picture 
which  he  termed  the  post-myocardial  in- 
farction syndrome.  In  1959,  he  reported  53 
cases.  This  entity  consists  of  pericarditis, 
pleurisy  and  pneumonia,  occurring  singly 
or  in  any  combination  thereof,  some  time  in 
the  post-infarction  period.  It  resembles  idi- 
opathic pericarditis  and  the  post-cardiotomy 
syndrome.  Two  patients  with  this  compli- 
cation of  myocardial  infarction  were  seen 
by  us  within  a period  of  seven  months. 

Case  Reports 

Case  1.  A 30  year  old  white  man  entered  St. 
Thomas  Hospital  on  November  5,  1959,  with  sud- 
den, severe,  squeezing  substernal  pain  of  one 
hour’s  duration.  The  history  was  remarkable  in 
that  he  had  recurrent  “indigestion”  for  a year. 
His  father  and  a paternal  uncle  had  coronary 
artery  insufficiency. 

The  physical  examination,  aside  from  marked 
apprehension,  disclosed  normal  findings.  He  was 
afebrile.  The  blood  pressure  was  124/70,  and 
the  pulse  rate  was  68. 

Laboratory  findings  revealed  the  WBC.  count 
to  be  11,100  per  cu.  mm.,  the  Hgb.  13.4  Gm.  per 
100  ml.,  the  serum  glutamic  oxaloacetic  trans- 
aminase 106  units,  the  cholesterol  332  mg.,  and 
the  fasting  blood  sugar  105  mg.  per  100  ml.  There 
were  no  albuminuria,  glycosuria  or  cellular  ele- 
ments in  the  urine.  The  electrocardiogram  showed 
an  acute  myocardial  infarction  of  the  posterior 
wall. 

The  patient  was  treated  with  oxygen,  meperi- 
dine hydrochloride  (Demerol),  phenobarbital  and 
aluminum  hydroxide.  Anticoagulant  therapy  was 
not  employed  because  of  symptoms  suggestive  of 


*From  the  Medical  Service,  St.  Thomas  Hospi- 
tal, Nashville,  Tennessee. 


peptic  ulcer.  On  the  second  day  a loud,  transient 
pericardial  friction  rub  was  heard.  A portable 
chest  X-ray  disclosed  a normal  cardiac  silhouette 
(Fig.  1).  A maximum  temperature  rise  to  101.4° 


Fig.  1.  (Case  1)  Portable  chest  X-ray  on  the 
3rd  hospital  day  showing  a normal  cardiac  sil- 
houette and  clear  lung  fields. 


Fahrenheit  occurred  on  the  second  day.  There- 
after, his  fever  decreased  by  defervescence  and 
he  became  afebrile  on  the  6th  day.  Until  this 
time  he  had  mild  recurrent  pleuritic  anterior 
chest  pain,  radiating  to  either  shoulder,  and  a 
nonproductive  cough. 

On  the  12th  day  he  again  developed  severe 
substernal  pain,  sweating  and  hypotension.  The 
electrocardiogram  revealed  changes  of  an  evolv- 
ing posterior  wall  myocardial  infarction  with 
anterolateral  extension.  The  WBC.  count  was 
9,300  per  cu.  mm.  Treatment  with  bishydroxy- 
coumarin  (Dicumarol)  was  started.  For  3 days 
he  had  low  grade  fever  and  mild  pleuritic  chest 
pain.  Subsequently,  his  course  was  not  remark- 
able until  the  25th  hospital  day  ( 13  days  follow- 
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ing  extension  of  the  infarct).  A rise  in  tempera- 
ture to  101.4°  Fahrenheit  ensued,  and  he  again 
had  severe  pleuritic  anterior  chest  pain  which 
radiated  to  both  shoulders  and  was  intensified  on 
swallowing  and  change  of  position.  At  no  time 
was  there  any  evidence  of  peripheral  thrombo- 
phlebitis, paradoxical  pulse  or  distention  of  the 
neck  veins.  There  were  tachycardia,  distant  heart 
sounds  and  moist  rales  at  the  lung  bases.  Elec- 
trocardiograms disclosed  only  the  evolutionary 
changes  of  the  myocardial  infarction.  Chest  X- 
ray  studies  showed  enlargement  of  the  cardiac 
silhouette  (Fig.  2)  and  minimal  pleural  effusion 


Fig.  2.  (Case  1)  Portable  chest  X-ray  on  the  28th 
hospital  day  showing  marked  enlargement  of  the 
cardiac  silhouette. 


on  the  left.  The  prothrombin  time  was  74%  (15 
seconds),  the  Hgb.  10  Gm.,  the  PCV.  31%,  the 
serum  glutamic  oxaloacetic  transaminase  36  units. 
Febrile  agglutinins  showed  no  elevation  in  titer. 
Cultures  of  the  urine  and  blood  were  sterile.  By 
the  29th  day  there  was  no  improvement  despite 
treatment  with  salicylates,  narcotics,  digitalis  and 
chloramphenicol.  The  bishydroxycoumarin  (Di- 
cumarol)  was  stopped,  and  prednisone  was  started 
(40  mg.  daily).  Overnight  he  became  free  of 
symptoms.  A gradual  reduction  in  heart  size  fol- 
lowed (Fig.  3).  Prednisone  was  gradually  de- 
creased in  dosage  and  discontinued  after  2 weeks. 
He  was  discharged  on  the  37th  hospital  day. 

One  month  after  discharge,  he  again  developed 
similar  symptoms  which  responded  to  short-term 
prednisone  therapy. 

Case  2.  A 44  year  old  white  man  was  hospi- 
talized on  June  8,  1960.  Two  days  prior  to  ad- 
mission he  had  had  sudden,  severe  anterior  chest 
pain  radiating  to  both  arms.  The  pain  subsided 
after  30  minutes,  but  he  continued  to  feel  poorly. 
He  had  had  evidence  of  coronary  artery  insuf- 
ficiency several  years  previously. 

The  physical  examination  revealed  a tall,  mus- 
cular man  in  no  acute  distress.  The  blood  pres- 


Fig.  3.  (Case  1)  Routine  chest  X-ray  on  the  36th 
hospital  day  showing  a normal  cardiac  silhouette 
and  clear  lung  fields. 


sure  was  140/80,  the  pulse  rate  72,  the  tempera- 
ture 98.4°  Fahrenheit.  No  abnormal  findings  were 
noted. 

Laboratory  data  revealed  the  WBC.  count  to 
be  17,250  per  cu.  mm.,  the  Hgb.  16.2  Gm.,  the 
PCV.  48%,  the  blood  sugar  80  mg.  per  100  ml., 
and  the  serum  glutamic  oxaloacetic  transaminase 
61  units,  rising  to  130  units  the  next  day.  The 
urinalysis  was  negative.  The  electrocardiogram 
showed  an  acute  infarction  involving  the  inferior 
apical  wall. 

The  patient  was  started  on  warfarin  sodium 
(Coumadin).  On  the  2nd  day  (3  days  following 
the  onset  of  symptoms),  he  developed  severe  pain 
in  the  anterior  chest,  intensified  by  inspiration, 
swallowing  and  change  of  position.  The  pro- 
thrombin time  was  26%  (19.5  seconds).  On  the 
3rd  hospital  day  a transient  pericardial  friction 
rub  was  heard,  and  the  warfarin  sodium  (Cou- 
madin) was  stopped.  The  temperature  rose  to 
101.6°  Fahrenheit.  The  WBC.  count  was  23,900 
per  cu.  mm.  Electrocardiograms  disclosed  evo- 
lutionary changes  of  the  infarction.  The  chest 
x-ray  film  showed  the  heart  to  be  of  normal  size. 
There  was  no  evidence  of  peripheral  thrombo- 
phlebitis. The  administration  of  salicylates,  nar- 
cotics, sedatives  and  oxygen  was  ineffective  in 
control  of  symptoms.  After  2 days  of  severe  pain, 
prednisone  was  started  (40  mg.  daily).  Prompt 
relief  of  symptoms  followed,  and  the  prednisone 
was  discontinued  after  9 days.  He  was  discharged 
on  the  31st  hospital  day.  There  has  been  no  re- 
currence of  pain. 

Comment.  The  first  patient  developed  se- 
vere pleuropericardial  pain  and  fever 
twelve  days  after  the  extension  of  his  myo- 
cardial infarction.  There  was  marked 
enlargement  of  the  cardiac  silhouette,  sug- 
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gesting  pericardial  effusion.  Signs  of  pe- 
ripheral thrombophlebitis  were  not  demon- 
strable. No  electrocardiographic  (Fig.  4)  or 


Fig.  4.  (Case  (1)  Serial  electrocardiographic 
tracings  showing  an  acute  myocardial  infarction 
of  the  posterior  wall,  its  evolutionary  changes, 
extension  of  the  infarction  to  the  anterolateral 
wall  on  the  13th  hospital  day  and  further  evolu- 
tionary changes. 

laboratory  evidence  for  further  extension  of 
the  myocardial  infarction  was  noted.  The 
prothrombin  time  was  not  significantly  pro- 
longed. A distinct  drop  in  the  hemoglobin 
occurred.  Bacteriologic  studies  were  nega- 
tive. There  was  no  favorable  response  to 
the  administration  of  antibiotics.  With  pred- 
nisone, he  recovered,  but  then  had  a recur- 
rence of  symptoms.  Again  he  responded 
well  to  prednisone.  The  second  patient  de- 
veloped similar  symptoms  three  days  after 
acute  myocardial  infarction.  Supportive 
measures  were  ineffective,  but  there  was 


prompt  disappearance  of  symptoms  with  the 
initiation  of  steroid  therapy. 

Discussion 

The  course  of  these  patients  depicts  the 
post-myocardial  infarction  syndrome  de- 
scribed by  Dressier  (Table  1).  Pericarditis 

Table  I 

Major  Manifestations  of  the  Post-Myocardial 
Infarction  Syndrome 

1.  Pleuropericardial  pain — most  impressive  symp- 
tom. 

2.  Fever  (up  to  102°) — often  present. 

3.  Evidence  of  pericarditis — 78%. 

a)  Pericardial  friction  rub — often  heard. 

b)  Pericardial  effusion  (serous  or  hemorrhagic) 
—62%. 

c)  Electrocardiographic  evidence  of  pericarditis 
50%. 

4.  Pleurisy  with  effusion  (serous  or  hemorrhagic) 
—62%. 

5.  Pneumonia — 28%. 

6.  Anemia — may  be  present. 

7.  White  blood  cell  count — 10, 000-20, 000/cu.  mm. 

8.  Serum  transaminase — usually  normal. 

in  acute  myocardial  infarction  is  a rela- 
tively insignificant  event.  In  the  post- 
myocardial  infarction  syndrome  it  is  a ma- 
jor and  impressive  complication  and  the 
most  common  manifestation  of  the  triad 
(78%  in  Dressler’s  experience).  It  has  cer- 
tain characteristic  features.  The  pericardial 
friction  rub  is  present  usually  in  the  second 
to  eleventh  week  of  illness  and  may  last 
from  three  days  to  eleven  weeks.  It  occurs 
more  frequently  in  this  syndrome  than  in 
acute  myocardial  infarction,  where  it  is 
heard  on  the  second  to  fourth  day.  There 
is  frequently  a pericardial  effusion  (62%), 
which  may  be  serous  or  hemorrhagic.  It 
has  no  relationship  to  anticoagulant  ther- 
apy, but  the  use  of  anticoagulants  is  contra- 
indicated. Serial  x-ray  studies  are  of  prime 
importance  in  making  this  diagnosis.  The 
electrocardiogram  shows  evidence  of  peri- 
carditis in  about  one-half  of  the  cases. 

Pleurisy  with  effusion  is  also  commonly 
found  in  this  clinical  entity  (68%).  It  may 
be  unilateral  or  bilateral,  serous  or  hemor- 
rhagic. It  occurs  in  the  absence  of  conges- 
tive heart  failure  or  pulmonary  infarction. 

Pneumonia  is  less  frequent  than  pericar- 
ditis or  pleurisy  (28%).  The  pulmonary 
infiltrates  are  located  predominantly  in  the 
lower  lobes.  There  may  be  hemoptysis. 
Bacteriologic  studies  are  nonrevealing,  and 
the  use  of  antibiotics  is  not  beneficial.  The 
pathologic  findings  are  nonspecific.  Weiser, 
Kantor  and  Russell-  reported  a patient  with 
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the  post-myocardial  infarction  syndrome 
who  had  substernal  pain,  a pericardial  fric- 
tion rub,  profuse  persistent  hemoptysis  and 
progressive  massive  consolidation  of  both 
lungs.  The  clinical  diagnosis  was  that  of 
pulmonary  infarction  and  he  was  treated 
with  anticoagulants,  but  expired.  Autopsy 
revealed  fibrinous  adhesions  between  the 
visceral  and  parietal  pericardium  (this  was 
four  days  after  the  friction  rub  was  heard). 
In  the  lungs,  the  “microscopic  picture  re- 
sembled that  seen  in  atypical  viral  pneu- 
monia.” An  alveolar  hyaline  membrane, 
fibrinoid  necrosis  of  the  alveolar  walls  and 
an  accumulation  of  mononuclear  cellular 
exudate  in  the  alveoli  were  noted.  There 
were  no  pulmonary  emboli  and  no  source 
for  them  was  demonstrable.  (The  cardiac 
findings  revealed  thrombi  in  the  right  cor- 
onary and  left  circumflex  coronary  arteries, 
necrosis  and  fibrosis  of  the  myocardium,  and 
aneurysmal  dilatation  at  the  apex  of  the 
left  ventricle.) 

Clinically  the  most  impressive  symptom 
of  the  complicating  pleuropericarditis  is 
pain,  which  often  precedes  the  onset  of 
fever.  The  pain  may  be  variable  in  its 
characteristics.  It  may  resemble  that  of 
myocardial  or  pulmonary  infarction.  It  has 
been  described  as  pressing,  squeezing,  tight- 
ening, sharp,  stabbing,  radiating  to  the 
shoulders,  neck,  jaws,  and  epigastrium.  It 
is  worse  on  breathing,  yawning  and  swal- 
lowing. The  fever  does  not  exceed  102  de- 
grees Fahrenheit  and  may  be  prolonged. 

The  laboratory  data  reveal  a white  blood 
cell  count  of  between  10,000  and  20,000  per 
cubic  millimeter.  The  serum  transaminase 
is  often  normal.  Bacteriologic  studies  are 
negative.  There  may  be  anemia. 

Symptoms  usually  last  one  to  two  weeks, 
though  the  disease  is  self-limited,  recur- 
rences are  common.  In  the  milder  forms 
treatment  with  salicylates  and  narcotics  suf- 
fices. In  more  severe  cases  steroids  are  al- 
most specific,  bringing  about  immediate  im- 
provement. The  incidence  of  recurrence  is 


greater  when  steroids  are  employed.  Anti- 
coagulant drugs  are  contraindicated. 

The  etiology  is  unknown.  There  is  no  re- 
lationship to  the  size  or  the  location  of  the 
infarct.  Dressier  postulates  a hypersensi- 
tivity reaction  to  antibodies  as  a result  of 
trauma  of  the  infarct.  Davies  and  Gery:t 
state  they  demonstrated  the  presence  of  cir- 
culating auto-antibodies  to  heart  antigen. 

Important  points  to  remember  are: 

1.  The  post-myocardial  infarction  syn- 
drome should  not  be  confused  with  pulmo- 
nary infarction  or  extension  of  the  myo- 
cardial infarction. 

2.  Anticoagulants  are  dangerous  and  their 
use  is  contraindicated. 

3.  Although  deaths  have  been  reported,4 
in  general,  the  post-myocardial  infarction 
syndrome  is  a benign  process  and  entails  a 
good  prognosis. 

Summary 

Two  patients  who  developed  the  post- 
myocardial  infarction  syndrome  are  de- 
cribed.  This  complication  of  myocardial 
infarction  consists  of  pericarditis,  pleurisy 
and  pneumonia,  occurring  singly  or  in  any 
combination,  some  time  in  the  post-infarc- 
tion period.  It  resembles  idiopathic  peri- 
carditis and  the  post-cardiotomy  syndrome. 
It  should  not  be  confused  with  pulmonry 
infarction  or  extension  of  the  myocardial 
infarction.  Anticoagulant  therapy  is  contra- 
indicated. 
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The  congenital  anomalies  in  this  category  are  amenable  to  open  heart  surgery  at  a small  risk  in  mor- 
tality. Cases  must  be  chosen  after  study  by  cardiac  catheterization.  The  authors  recommend  that  the 
operation  be  undertaken,  even  on  a prophylactic  basis,  in  the  absence  of  symptoms  and  signs  and  the 
known  fact  that  some  patients  may  remain  asymptomatic  during  a long  life. 

Surgical  Closure  of  Atrial  Septal  Defects* 

HAROLD  A.  COLLINS,  M.D.,  J.  KENNETH  JACOBS,  M.D.,  and  H.  WILLIAM  SCOTT, 

JR.,  M.D.,  Nashville,  Tenn. 


Defects  of  the  atrial  septum  are  among 
the  most  common  congenital  cardiac  anoma- 
lies and  represent  the  most  frequently  en- 
countered congenital  malformations  of  the 
heart  in  adults.  In  many  infants  and  chil- 
dren with  large  atrial  septal  defects,  normal 
development  and  growth  occur  and  few 
symptoms  are  apparent.  A smaller  number 
of  infants,  usually  during  the  first  year  of 
life,  succumb  from  the  effects  of  pneumonia, 
cardiac  arrhythmia  or  congestive  heart  fail- 
ure. This  wide  discrepancy  in  clinical  mani- 
festations is  probably  due  in  part  to  the 
presence  of  associated  defects,  size  and  loca- 
tion of  the  atrial  septal  defect,  and  the  oc- 
currence of  anomalous  pulmonary  veins. 
Of  particular  importance  are  occasional  ab- 
normalities or  defects  of  the  mitral  and  tri- 
cuspid valves  encountered  in  association 
with  defects  of  the  atrial  septum. 

Classification 

Although  wide  variation  exists  in  clinical 
manifestations,  atrial  defects  can  be  classi- 
fied into  broad  general  categories  based 
upon  anatomic  and  embryologic  considera- 
tions. Such  a classification  is  important  to 
an  understanding  of  the  problems  involved 
in  diagnosis,  prognosis  and  surgical  treat- 
ment. In  general,  four  types  of  interatrial 
communication  are  recognized:  a slit-like 
patency  of  the  foramen  ovale,  a persistent 
ostium  secundum,  a persistent  ostium  pri- 
mum  and  the  complete  atrioventricularis 
communis  defect. 

In  the  human  embryo  the  first  septum  to 
form,  or  septum  primum,  usually  develops 
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during  the  fifth  week  of  intrauterine  life 
from  the  cephalic  portion  of  the  primitive 
atrium.  Growth  proceeds  caudally  toward 
the  simultaneously  developing  interventri- 
cular septum.  The  passage  below  the  free 
margin  of  the  septum  primum  forms  the  os- 
tium primum  of  the  interatrial  septum.  Dur- 
ing the  sixth  week  the  cephalic  portion  of 
the  septum  primum  breaks  down  to  form  the 
ostium  secundum  and  the  lower  margin  of 
the  septum  primum  unites  with  the  superior 
margin  of  the  interventricular  septum,  thus 
obliterating  the  ostium  primum.  The  sec- 
ond septum,  septum  secundum,  appears  dur- 
ing the  sixth  week  as  a fold  on  the  cephalic 
wall  of  the  atrium  and  grows  caudally, 
gradually  overlapping  the  ostium  secundum 
of  the  septum  primum.  The  central  portion 
of  the  septum  secundum  ceases  to  grow 
after  overlapping  the  ostium  secundum 
leaving  an  oval  aperture  (foramen  ovale) 
opposite  the  opening  of  the  inferior  vena 
cava  into  the  right  atrium. 

The  rather  complex  development  of  the 
interatrial  septum  can  obviously  give  rise 
to  varied  types  of  communications  between 
the  two  atria  if  an  embryologic  mishap  oc- 
curs. In  many  instances  a persistent  fora- 
men ovale  may  persist  throughout  life  with- 
out producing  significant  symptoms  and  is  a 
frequent  incidental  finding  at  postmortem 
examination.  In  contrast  to  this  true  defects 
of  the  atrial  septum  are  produced  by  an 
actual  failure  of  growth  of  the  atrial  sep- 
tum. It  is  thus  possible  to  have  a persistent 
ostium  secundum  defect  usually  located  in 
the  mid  portion  of  the  septum  or  an  ostium 
primum  defect  in  which  the  lower  edge  of 
the  defect  is  formed  by  the  annulus  of  the 
atrioventricular  valves.  The  more  complex 
atrioventricularis  communis  defect  includes 
any  low  atrial  defect  in  which  evidence  of 
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maldevelopment  of  the  endocardial  cushions 
is  present,  such  as  a cleft  in  the  mitral  or 
tricuspid  valves  with  or  without  a ventricu- 
lar septal  defect.  The  most  common  true 
defect  of  the  atrial  septum  is  the  ostium 
secundum  and  is  the  type  of  defect  to  which 
the  following  discussion  will  be  devoted. 

The  ostium  secundum  defect  usually  oc- 
curs in  the  midportion  of  the  atrial  septum 
and  varies  from  one  to  four  centimeters  in 
diameter.  Occasionally  the  opening  may  be 
located  superiorly  near  the  entrance  of  the 
superior  vena  cava.  When  this  is  the  case, 
anomalous  drainage  of  one  or  both  right 
pulmonary  veins  into  the  right  atrium  or 
superior  vena  cava  is  common.  At  opera- 
tion or  postmortem  examination  the  heart 
with  a persistent  ostium  secundum  defect 
generally  appears  large.  The  right  atrium 
and  great  veins  are  distended  and  the  right 
ventricle  appears  hypertrophied  due  to  the 
large  volume  of  the  left  to  right  shunt.  The 
pulmonary  artery  is  almost  invariably 
larger  than  the  aorta,  sometimes  to  a strik- 
ing degree. 

In  its  characteristic  form  the  ostium  sec- 
undum type  of  atrial  defect  is  readily  di- 
agnosed clinically.  Typically,  cyanosis  is 
not  evident  since  the  shunt  is  from  left  to 
right.  Because  of  the  variable  and  some- 
times unimpressive  auscultatory  phenom- 
ena, the  abnormality  frequently  is  not  rec- 
ognized. While  the  murmur  is  rarely  absent, 
it  occasionally  does  not  appear  until  the 
third  or  fourth  year  of  life.  The  character- 
istic systolic  murmur,  due  to  a relative  pul- 
monary stenosis,  is  grade  II  to  III  and 
sharply  localized  along  the  left  sternal  bor- 
der in  the  first  three  interspaces.  A mid- 
diastolic murmur  is  occasionally  audible 
near  the  tricuspid  area.  Although  apical 
diastolic  murmurs  in  association  with  an 
atrial  septal  defect  are  frequently  ascribed 
to  rheumatic  mitral  stenosis,  Lutembacher’s 
syndrome,  the  murmur  is  probably  due  to 
rapid  inflow  from  the  right  atrium  to  the 
right  ventricle  during  diastole.8  The  second 
sound  in  the  pulmonic  area  is  usually  ac- 
centuated and  widely  split. 

Right  atrial,  right  ventricular  and  pulmo- 
nary arterial  enlargement  can  be  demon- 
strated roentgenographically.  The  aortic 
knob  is  small  and  unimpressive.  The  pul- 
monary vascular  markings  are  accentuated 


resulting  in  the  appearance  of  hypervascu- 
lar  lung  fields  (pulmonary  plethora).  Fluro- 
scopically  the  so-called  “hilar  dance”  may 
be  evident.  Angiocardiography  is  rarely 
necessary  but  the  shunt  may  be  visualized  if 
injection  of  contrast  material  into  the  pul- 
monary artery  or  left  atrium  is  accom- 
plished. 

The  electrocardiogram  reveals  right  axis 
deviation  in  the  standard  leads,  evidence  of 
right  ventricular  hypertrophy  in  the  pre- 
cordial leads,  a lengthened  P-R  interval,  and 
incomplete  bundle  branch  block.  Left  axis 
deviation  is  almost  never  seen  and  its  pres- 
ence is  suggestive  of  a coexistent  anomaly. 

Surgical  Procedures  for  Repair 

Within  the  past  15  years  many  technics 
have  been  proposed  for  the  surgical  closure 
of  defects  of  the  atrial  septum.  The  pro- 
posed technics  included  closure  of  defects 
by,  (1)  the  closed  and  (2)  the  open  methods. 
Numerous  extremely  ingenious  adaptations 
of  the  closed  method  of  approach  were 
used  with  success,1, 4>  5- 10  but  most  investi- 
gators now  consider  exposure  of  the  atrial 
septum  to  direct  vision  essential  for  satis- 
factory closure  of  the  defects.  This  may 
be  accomplished  clinically  by  the  artificial 
induction  of  general  body  hypothermia,  pri- 
marily to  prevent  damage  to  the  central 
nervous  system  during  the  brief  period  of 
temporary  circulatory  arrest  necessary  to 
expose  and  close  the  septal  defect.  The 
rather  severe  time  restriction  inherent  with 
this  method  and  inability  to  cope  with  asso- 
ciated complex  cardiac  anomalies  during 
hypothermia  are  stringent  limitations.  The 
most  expedient  method  of  closing  defects  of 
the  atrial  septum  under  direct  vision  in- 
volves temporary  interruption  of  the  caval 
inflow  and  provision  of  circulation  by  an  ar- 
tificial heart  lung  machine.  This  technic 
of  direct  vision  closure  has  obvious  advan- 
tages over  closed  methods  and  provides  time 
for  unhurried  anatomical  closure  of  defects. 
In  addition  unexpected  more  complex  intra- 
cardiac anomalies  may  be  corrected  at  the 
same  operation.  This  report  details  the  ex- 
perience at  Vanderbilt  University  Medical 
Center  with  the  closure  of  atrial  septal  de- 
fects in  20  patients  using  the  artificial  heart 
lung  machine  for  temporary  cardiopulmo- 
nary bypass. 
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Materials  and  Methods 

During  the  past  three  years  20  patients 
with  ostium  secundum  defects  of  the  atrial 
septum  have  been  submitted  to  operation. 
Six  of  this  group  were  males  and  14  were 
females.  The  patient  with  a defect  of  the 
atrial  septum  frequently  has  a rather  thin 
gracile  body  habitus  and  this  observation 
was  confirmed  in  this  series.  Ages  of  the 
patients  at  the  time  of  operative  closure  of 
the  defect  varied  from  17  months  to  48  years 
with  an  average  age  of  15  years. 

Seven  patients  required  digitalis  therapy 
for  mild  to  severe  cardiac  failure.  Other 
clinical  manifestations  included  tachycardia, 
palpitation  and  mild  exertional  dyspnea  in 
3 patients  and  poor  growth  with  frequent 
upper  respiratory  infections  in  3 children. 
Six  patients  were  essentially  asymptomatic 
and  presented  only  objective  evidence  of  an 
atrial  septal  defect.  The  roentgenograms  of 
most  patients  demonstrated  hypervascular- 
ity of  the  lungs  with  some  enlargement  of 
the  pulmonary  artery  (Fig.  1-A).  Cardiac 


A. 


tients  the  right  ventricular  pressure  was 
significantly  higher  than  the  pulmonary  ar- 
terial pressure,  probably  reflecting  hyper- 
trophy of  the  right  ventricular  outflow  in 
each  patient.  No  patient  in  whom  the  shunt 
was  predominantly  right  to  left  was  sub- 
jected to  operation.  The  ratio  of  pulmonary 
blood  flow  to  systemic  blood  flow  varied 
from  2:1  to  6:1. 

The  details  of  operative  technic  have  be- 
come fairly  well  standardized  in  recent 
cases  (Fig.  3).  In  initial  operations  thora- 
cotomy was  performed  through  a transverse 
incision  with  division  of  the  sterum  and 
entry  into  both  pleural  spaces.  In  more 
recent  experience  a vertical  sternum  split- 
ting incision  has  been  used  for  all  patients. 
Exposure  with  this  incision  has  always  been 
adequate  and  postoperative  respiratory  com- 
plications appear  to  be  fewer.  We  have  had 
no  difficulty  in  the  management  of  other 
associated  cardiac  anomalies  with  the  use 
of  this  incision. 


The  initial  operations  in  this  series  were 


B. 


Fig.  1.  A.  Roentgenogram  of  chest  in  a patient  with  an  ostium  secundum  type  of  atrial  septal  defect. 

Slight  cardiac  enlargement,  prominence  of  the  main  pulmonary  arterial  segment,  and  hyper- 
vascular  lung  fields  are  apparent. 

B.  Chest  roentgenogram  of  same  patient  following  closure  of  atrial  septal  defect.  Reduction 
in  size  of  cardiac  silhouette  and  decrease  in  pulmonary  vascular  markings  have  occurred. 


enlargement  was  a more  variable  finding. 
In  all  but  2 patients  the  electrocardiogram 
manifested  evidence  of  right  ventricular 
hypertrophy  and  strain. 

Preoperative  cardiac  catheterization  was 
performed  in  each  patient.  Typical  findings 
from  a patient  with  an  ostium  secundum  de- 
fect are  illustrated  in  Fig.  2.  In  several  pa- 


performed  with  the  aid  of  a vertical  screen 
type  of  pump  oxygenator;  in  later  cases  a 
disc  oxygenator  has  been  used.  The  disc 
oxygenator  has  the  advantages  of  greater 
simplicity  and  lesser  demands  for  blood. 
Extracorporeal  circulation  has  been  accom- 
plished in  standardized  fashion  throughout 
the  series.  Caval  inflow  was  diverted  by 
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Fig.  2.  Diagram  of  typical  findings  by  cardiac  catheterization  in  a patient  with  an  atrial  septal  de- 
fect. Figures  within  the  stippled  ovals  indicate  oxygen  saturation  and  other  figures  are  pressures  in 
mm.  Hg.  The  most  notable  findings  are  the  striking  increase  in  oxygen  saturation  in  the  right  atrium 
due  to  the  left  to  right  shunt  and  slight  right  ventricular  hypertension. 


gravity  drainage  into  the  oxygenator 
through  separate  catheters  in  the  superior 
and  inferior  venae  cavae.  Oxygenated  blood 
was  returned  to  the  arterial  system  through 
the  right  common  femoral  artery  at  flow 
rates  approximately  2200  to  2400  milliliters 
per  minute  per  square  meter  of  body  sur- 
face area.  Flow  rates  of  this  magnitude 
usually  maintained  a relatively  normal  sys- 
temic arterial  pressure  and  prevented  the 
development  of  significant  metabolic  acido- 
sis. The  duration  of  extracorporeal  circu- 
lation varied  from  7 to  47  minutes  with  an 
average  of  15  minutes. 

Although  some  variation  existed  in  the 


location  of  the  ostium  secundum  defect, 
most  were  located  in  the  midportion  of  the 
atrial  septum.  In  5 patients  the  atrial  septal 
defect  was  complicated  by  the  presence  of 
one  or  more  of  the  right  pulmonary  veins 
draining  into  the  right  atrium.  The  size  of 
the  defect  usually  varied  from  3 to  4 centi- 
meters in  diameter.  Closure  of  the  defect 
was  accomplished  by  two  continuous  fine 
silk  sutures.  On  three  occasions,  either  be- 
cause of  the  large  size  of  the  defect  or  de- 
ficient surrounding  tissue,  a prosthetic  patch 
was  used  for  closure  of  the  defect.  In  in- 
stances of  pulmonary  veins  draining  anoma- 
lously into  the  right  atrium,  the  septal 
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Fig.  3.  Steps  in  the  closure  of  an  ostium  secun- 
dum atrial  septal  defect.  In  the  left  upper  illus- 
tration individual  catheters  have  been  inserted 
into  the  superior  and  inferior  venae  cavae  for 
gravity  drainage  of  the  venous  return.  In  the 
right  upper  illustration  tape  tourniquets  have 
been  tightened  about  the  caval  catheters  and  the 
right  atrium  opened.  During  closure  of  the  defect, 
intermittant  occlusion  of  the  ascending  aorta  is 
performed  to  diminish  coronary  blood  flow.  Lower 
illustrations  depict  rather  typical  ostium  secun- 
dum defect  being  closed  with  two  continuous  non- 
absorbable sutures.  Following  closure  of  the  de- 
fect the  clamp  is  removed  from  the  aorta  and  the 
right  atrial  incision  is  closed. 

closure  was  advanced  anterior  to  the  pulmo- 
nary veins  thus  facilitating  pulmonary  ve- 
nous inflow  directly  into  the  left  atrium. 

The  postoperative  course  in  most  patients 
was  relatively  uneventful.  The  most  sig- 
nificant complications  were  the  develop- 
ment of  persistent  atrioventricular  block  in 
an  infant  and  the  recurrence  of  the  septal 
defect  in  a 24  year  old  woman.  The  recur- 
rent defect  was  confirmed  by  cardiac  cathe- 
terization. Closure  of  the  defect  was  accom- 
plished at  a second  operation  a year  later 
and  the  patient  has  continued  to  do  well. 
The  only  death  occurred  in  a 29  year  old 
woman  as  a result  of  unrecognized  postop- 
erative bleeding  and  should  have  been  pre- 
ventable. 

Discussion 

Selection  of  patients  for  closure  of  atrial 
septal  defects  requires  an  understanding  of 
the  basic  hymodynamic  derangement— a left 
to  right  shunt.  Normally  the  pulmonary 


and  systemic  blood  flows  are  equal  in  the 
absence  of  a communication  between  the 
two  systems.  The  pulmonary  arterial  pres- 
sure is  roughly  one-fourth  the  systemic 
blood  pressure  and  the  pulmonary  vascular 
resistance  is  likewise  lower  than  the  sys- 
temic resistance.  In  the  presence  of  a com- 
munication between  the  two  systems  it  is 
obvious  that  blood  flows  from  left  to  right — 
from  the  systemic  to  the  pulmonary  system. 

The  pulmonary  arterial  pressure  may  or 
may  not  be  elevated  in  the  presence  of  a left 
to  right  shunt.  Since  the  pulmonary  arterial 
pressure  is  related  to  the  product  of  flow 
and  resistance,  elevation  of  the  pulmonary 
arterial  pressure  may  be  due  to  increased 
pulmonary  resistance  or  a large  pulmonary 
flow.  Initially,  pulmonary  hypertension  is 
a reflection  of  increased  pulmonary  blood 
flow  in  association  with  a large  left  to  right 
shunt.  In  time  changes  may  develop  in  the 
smaller  pulmonary  vessels  causing  an  ele- 
vation of  pulmonary  resistance  and  a reduc- 
tion in  pulmonary  flow.  If  these  changes  in 
the  pulmonary  vessels  continue,  eventually 
the  pulmonary  resistance  may  equal  or  ex- 
ceed the  systemic  resistance  resulting  in  a 
decreased  pulmonary  flow.  This  is  then  ac- 
companied by  a right  to  left  shunt  and  pe- 
ripheral cyanosis  may  become  evident.  Such 
serial  changes  have  been  documented  by 
Dexter  3 in  several  patients  with  defects  of 
the  atrial  septum. 

When  the  pulmonary  resistance  equals  or 
exceeds  the  systemic  resistance,  operative 
closure  of  the  communication  places  a larger 
burden  on  the  pulmonary  circulation  and 
death  from  right  side  heart  failure  usually 
supervenes.  Obviously  it  is  of  paramount 
importance  to  close  the  communication  be- 
fore irreversible  changes  occur  in  the  pul- 
monary vasculature.  The  importance  of  this 
concept  was  recently  emphasized  by  Liddle 
and  associates'5  in  a series  of  15  patients 
with  pulmonary  hypertension  secondary  to 
an  atrial  septal  defect.  Five  of  the  patients 
died  and  only  6 derived  significant  benefit 
from  the  operation. 

While  defects  of  the  atrial  septum  may  be 
well  tolerated  in  childhood  and  early  adult- 
hood right  side  heart  failure  becomes  in- 
creasingly frequent  after  the  third  decade. 
Roesler  n found  the  average  age  at  death  to 
be  34  years  in  a series  of  patients  with  atrial 
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septal  defects,  most  succumbing  to  cardiac 
failure.  Although  cardiac  failure  under 
these  circumstances  may  be  controlled  by 
medical  measures,  it  is  of  ominous  portent 
insofar  as  surgical  closure  is  contemplated. 
A mortality  rate  of  20%  has  been  reported 
for  patients  over  the  age  of  25  in  whom  clo- 
sure of  an  atrial  septal  defect  was  per- 
formed.2 

In  our  opinion  the  possible  complications 
resulting  from  an  atrial  septal  defect  may 
be  so  severe  or  frequent  that  “prophylactic” 
operation  is  justified  in  the  absence  of  symp- 
toms or  signs  of  cardiac  decompensation.7 
To  justify  such  a viewpoint  it  is  of  impor- 
tance that  the  surgical  morbidity  and  mor- 
tality be  appropriately  low.  This  situation 
is  analogous  to  the  surgical  management  of 
patent  ductus  arteriosus.  While  closure  of 
an  atrial  septal  defect  is  somewhat  more 
complex  than  closure  of  a patent  ductus  the 
incidence  of  surgical  complications  is  simi- 
lar. In  view  of  this  fact  we  have  not  hesi- 
tated to  recommend  closure  of  atrial  septal 
defects  accompanied  by  significant  left  to 
right  shunts  in  asymptomatic  patients. 

Summary 

The  most  common  type  of  atrial  septal 
defect,  the  persistent  ostium  secundum,  is 
the  most  frequently  encountered  congenital 
cardiac  lesion  in  adults.  While  the  lesion 
may  be  well  tolerated  during  infancy  and 
childhood  significant  disability  and  death 
may  occur  in  adulthood.  Many  ingenious 
technics  have  been  introduced  for  the  clo- 
sure of  atrial  septal  defects  but  the  most 
satisfactory  has  been  closure  under  direct 
vision  utilizing  a pump  oxygenator  for  tem- 


porary cardiopulmonary  bypass.  This  sur- 
gical technic  was  utilized  in  a series  of  20 
patients  with  few  major  complications  and 
only  one  death.  The  low  surgical  morbidity 
and  mortality  justify  the  “prophylactic”  clo- 
sure of  atrial  septal  defects  to  prevent  the 
development  of  frequent  and  severe  com- 
plications. 
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Symptoms  and  Signs  in  Prognosis  of  Gastrodu- 
odenal Ulcers — D.  D.  Kozoll  and  K.  A.  Meyer, 
Arch.  Surg.— Vol.  82-528  (April)  1961. 

In  cases  of  gastroduodenal  ulcer  the  following 
symptoms  and  signs  offered  a favorable  prognosis: 
a history  of  perforation  of  less  than  6 hours  with- 
out antecedent  ulcer  complications,  normal  nu- 
tritional state,  a scaphoid  abdomen,  generalized 
tenderness  with  rigidity  and  rebound  phenomena, 
and  absent  or  hypoactive  bowel  sounds.  These 
patients  had  the  lowest  morbidity  and  mortality. 
The  symptoms  and  signs  offering  an  adverse 


prognosis  were:  perforation  of  more  than  12 
hours,  elevated  or  subnormal  temperature,  per- 
spiration, poor  oral  hygiene,  or  repeated  emesis. 
These  patients  were  salvageable,  although  there 
was  a greater  than  average  mortality.  These 
symptoms  and  signs  offered  a grave  prognosis: 
hemorrhage  with  perforation,  temperature  in  ex- 
cess of  102°  F.  (39°  C.),  pulse  in  excess  of  120, 
respiration  in  excess  of  40  per  minute,  blood 
pressure  below  80  mm.  Hg,  pallor,  malnutrition, 
obesity,  distention,  rales,  cardiac  enlargment,  and 
severe  pulmonary  emphysema. 
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Here  is  a description  of  the  results  with  a new  form  of  oral  penicillin.  More  observations  will  be 

needed  to  give  it  a firm  place  in  therapeutics. 

Phenethicillin  (Oral  Penicillin)  in  Post- 
Surgical  and  General  Infections 

EDWARD  D.  SNYDER,  M.D.,*  Memphis,  Tenn. 


After  the  advent  of  penicillin  for  wide 
medical  use  following  the  years  of  World 
War  II,  the  remarkable  effectiveness  of  this 
antibiotic  became  as  familiar  to  the  school 
child  as  to  the  medical  profession.  Not  al- 
ways known  to  the  laity,  however,  was  the 
growing  incidence  of  serious  and  some- 
times life-threatening  sensitivity  reactions 
to  the  intramuscularly-administered  com- 
pound. Nonetheless,  because  the  drug  con- 
tinued to  be,  from  various  vantage  points, 
the  best  antibiotic  of  all,  persistent  efforts 
continued  among  pharmaceutical  research- 
ers to  develop  effective  oral  penicillins.  The 
magnitude  and  incidence  of  toxic  reactions 
were  expected  to  be  appreciably  reduced 
via  the  oral  route. 

Oral  penicillins  were  available  before  the 
introduction  of  potassium  phenethicillin,! 
the  drug  reported  here.  But  early  oral 
forms,  though  unquestionably  useful,  failed 
to  win  full  confidence  of  the  medical  profes- 
sion, because  of  inconsistent  results  due  to 
undependable  blood  levels.  Parenteral 
penicillin  continued  in  wide  use  because 
prompt,  dependable,  and  high  levels  in 
blood  and  tissue  could  be  consistently 
counted  upon.  This  still  holds  true,  but 
oral  phenethicillin  likewise  produces  excep- 
tionally high  peak  serum  levels,  superior  to 
those  produced  by  penicillin  V.  In  conjunc- 
tion with  intramuscular  penicillin  G,  or 
without  it,  the  physician  giving  phenethi- 
cillin orally  is  therefore  assured  of  achiev- 
ing penicillin  blood  levels  equal  to  or  better 
than  those  obtained  with  intramuscular 
penicillin  G.  Thus,  the  practitioner  may 
today  choose  to  eliminate  parenteral  peni- 
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Hospial,  Memphis,  Tenn. 

fMAXIPEN.  Product  of  J.  B.  Roerig  and  Com- 
pany, Div.,  Chas.  Pfizer  & Co.,  Inc. 


cillin  from  his  regimens  without  denying 
his  patients  the  benefits  of  this  antibiotic. 

Serum  levels  reported  with  oral  phen- 
ethicillin are  directly  proportional  to  the 
dosage  given  (Fig.  1).  This  control  over 


Fig.  1. 

Adapted  from  Unpublished  Data.  (Report  from  Research 
Division,  Chas.  Pfizer  & Co.,  Inc.,  to  Medical  Depart- 
ment, J.  B.  Roerig  and  Company.) 

blood  levels  with  oral  penicillin  by  giving 
“tailored  dosages”  is  of  considerable  advan- 
tage. In  everyday  use,  in  other  words,  this 
means  the  doctor  may  provide  a “loading 
dose”  of  penicillin  intramuscularly  if  he 
elects  to,  and  then  sustain  these  same  high 
serum  and  tissue  levels  throughout  the 
course  of  therapy  by  giving  dosages  of  oral 
phenethicillin  designed  to  meet  the  individ- 
ual situation.  Or,  depending  on  the  particu- 
lar patient,  the  physician  may  omit  the  in- 
tramuscular penicillin  and  both  start  out 
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and  continue  with  oral  phenethicillin.  Both 
courses  were  tried  in  the  present  study. 

As  with  all  new  drugs,  or  improved  forms 
of  old  drugs,  clinical  reports  have  served 
the  purpose  of  familiarizing  other  practi- 
tioners with  procedures  and  expectations. 
In  addition  to  its  successful  use  in  general 
and  mixed  infections,  phenethicillin  has 
been  shown  effective  in  gonococcal  urethri- 
tis,1 gonorrhea,2  primary  and  secondary 
syphilis,3  subacute  bacterial  endocarditis, 
bronchial  pneumonia,4  skin,5  and  otorhino- 
laryngologic c"8  infections.  I began  by  treat- 
ing postoperative  wound  infections  with 
phenethicillin,  and  then  extended  the  study 
to  include  urinary  tract  and  other  infec- 
tions. 

Methods  and  Materials 

There  were  88  patients,  50  males  and  28 
females,  treated  with  oral  penicillin  (Phen- 
ethicillin) in  this  series.  The  ages  repre- 
sented spanned  from  1 to  81  years.  Some 
persons  were  seen  on  the  surgical  service  of 
an  urban  hospital,  while  others  were  treated 
in  a private  practice  temporarily  assumed 
during  a colleague’s  absence. 

Generally,  five  categories  of  infection 
were  encountered  (Table  1):  (1)  postopera- 


Table  I 

Effectiveness  of  Maxipen  in  Various  Kinds 
of  Infection 


Postoperative 

Effective  8 

Wound  Infections 

12 

Skin  and  Soft 

Effective  32 

Tissue  Infections 

34 

Respiratory 

Effective  25 

Infections 

26 

Urinary  Tract 

Effective  8 

Infections 

10 

Miscellaneous 

6 

Effective  6 

Totals 

88 

Effective  79  (81  per  cent) 

tive  wounds,  (2)  skin  and  soft  tissue,  (3) 
respiratory  tract,  (4)  urinary  tract,  and  (5) 
of  miscellaneous  nature.  Within  each  gen- 
eral category  were  a variety  of  diseases. 
The  typical  lesion  in  category  (1)  was  a 
wound  infection  following  a radical  mastec- 
tomy; in  (2),  an  axillary  folliculitis;  in  (3), 
bronchial  pneumonia;  in  (4),  pyelonephri- 
tis; and,  in  (5),  prophylaxis  following  a dog- 
bite. 

In  all  but  19  infections,  cultures  were  pre- 
pared and  testing  by  the  disc-method  was 
done  to  determine  whether  or  not  the  or- 
ganism was  resistant  or  susceptible  to  vari- 


ous antimicrobial  substances.  Testing  for 
susceptibility  was  done  with  penicillin, 
streptomycin,  tetracycline,  erythromycin, 
triacetyloleandomycin,  novobiocin,  chlor- 
amphenicol, and  sulfonamides. 

Pathogens  isolated  included  hemolytic 
Staph,  aureus,  coagulase  positive,  Str.  pyo- 
genes, E.  coli,  Vincent’s  organisms,  pneumo- 
cocci, gram-negative  intracellular  diplo- 
cocci,  Str.  vididans,  Str.  jaecalis,  Staph, 
albus,  and  mixed  pathogens. 

Dosages  of  oral  penicillin  were  individ- 
ualized in  conformance  with  the  age  of  the 
patient  and  the  severity  of  the  infection. 
Forty-eight  patients  were  given  phenethicil- 
lin 500  mg.  q.i.d.  Medication  for  the  balance 
of  the  patients  varied  between  250  mg. 
q.i.d.  to  125  mg.  b.i.d.  to  500  mg.  q.  6 h.  to 
250  mg.  q.  6 h.  Duration  of  treatment  with 
oral  phenethicillin  ranged  from  3 up  to  17 
days,  but  most  patients  were  given  the  med- 
ication for  from  4 to  6 days. 

In  26  instances,  a loading  dose  of  600,000 
units  of  intramuscular  penicillin  was  given 
at  the  outset,  and  in  one  case,  300,000  units. 
In  other  instances,  patients  had  failed  to  re- 
spond to  prior  antibiotic  treatment  with 
chloramphenicol,  V penicillin,  or  sulfame- 
thoxypyridazine.  Concurrently,  depending 
on  the  nature  and  site  of  infection,  some 
patients  were  given,  as  needed,  morphine, 
hot  soaks,  saline  gargles,  an  expectorant, 
an  antitussive,  a vinegar  douche,  inhalation 
therapy,  rinses  to  restore  the  pH  of  the  skin, 
or  an  antibiotic  ointment.  It  will  be  recalled 
that  some  of  these  patients  were  hospital- 
ized, but  most  were  ambulatory  outpatients. 

The  course  of  all  persons  was  carefully 
followed.  Frequent  temperature  readings 
were  made.  In  7 patients,  hematologic 
studies  (white  blood  cell  counts)  were  done 
before  and  after  penicillin  therapy.  As  with 
all  patients  receiving  penicillin  or  any  other 
antibiotic,  precautions  against  side  effects 
and  sensitivity  reactions  were  taken. 

Results 

Results  in  clear  cut  infections  are  not  dif- 
ficult to  evaluate.  Remission  of  usual  signs 
of  infections,  including  return  of  tempera- 
ture to  normal,  were  the  criteria  used. 

Therapy  given,  of  which  oral  dosage  of 
penicillin  (phenethicillin)  was  the  corner- 
stone, successfully  controlled  the  variety  of 
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infections  in  79  of  the  88  patients  (81%). 
Clinical  failures  occurred  in  9 cases. 

In  the  69  disc-susceptibility  studies  per- 
formed, the  pathogens  proved  sensitive  to 
penicillin  in  all  but  7 instances.  Five  of  the 
therapeutic  failures  occurred  in  the  7 pa- 
tients whose  cultures  were  resistant  to  peni- 
cillin. Contrariwise,  clinical  success  was 
obtained  in  2 cases  in  which  the  cultures 
were  found  to  be  resistant  in  vitro  to  peni- 
cillin. 

No  serious  side  reactions  to  orally  admin- 
istered penicillin  occurred  in  this  particular 
test  series  of  patients.  None  had  been 
known  to  be  sensitive  to  intramuscular  pen- 
icillin on  prior  occasions.  Mild  to  moderate 
side  effects  were  seen  in  11  patients,  neces- 
sitating cessation  of  this  treatment  in  2 per- 
sons whose  infections  were  nonetheless  con- 
trolled. Four  patients  experienced  nausea, 
with  mild  vomiting  in  2 of  these  instances; 
either  headache  or  flatulence  was  seen  in  2 
others;  diarrhea  and  proctitis  occurred  in  1 
patient;  prickling,  burning  sensations  about 
the  mouth  or  face  and  ears  were  reported 
by  2 other  patients.  A mild  rash  with  ery- 
thema and  itching  was  experienced  in  yet 
another  patient.  One  patient  was  success- 
fully treated  for  a cellulitis,  but  she  then 
developed  a staphylococcic  infection  which 
proved  to  be  penicillin-resistant.  Only  3 
among  these  11  patients  had  also  received 
the  initial  intramuscularly-administered 
dose  of  600,000  units  of  penicillin. 

Where  this  oral  therapy  was  used  in  hos- 
pitalized patients,  nursing  personnel  ex- 
pressed great  satisfaction  with  the  time- 
saving factor.  Then,  too,  risks  of  sepsis  at 
the  site  of  injection,  or  sensitization  of  hos- 
pital personnel,  were  eliminated  by  the  oral 
form.  Patients  recovering  from  operation 
were  also  pleased  not  to  be  injected  repeat- 
edly. Office  and  home-patients  were  equally 
satisfied  with  the  oral  medication  and,  judg- 
ing from  the  excellent  results  obtained,  took 
it  faithfully. 


Conclusion 

Oral  penicillin  in  the  form  of  potassium 
phenethicillin  has  great  practical,  clinical 
value.  The  compound  permits  the  physician 
to  gain  the  full  advantages  of  penicillin 
therapy  while  appreciably  reducing  some  of 
its  possible  hazards.  This  is  not  to  suggest, 
however,  that  cautions  be  abandoned  or 
that  the  drug  be  used  indiscriminately.  In- 
troduction of  oral  phenethicillin  into  prac- 
tice, though,  has  done  much  to  extend,  en- 
large, and  prolong  the  usefulness  of  penicil- 
lin. Physicians  who  have  failed  to  try  oral 
phenethicillin  because  of  their  dependence 
upon  intramuscular  penicillin  have  denied 
themselves  and  their  patients  the  use  of  a 
choice  new  pharmaceutical  product. 
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Gailor  Psychiatric  Hospital* 

A Medico-Legal  Case 

DR.  JAMES  A.  TAYLOR:  We  are  pre- 
senting a woman  who  has  admitted  com- 
mitting murder.  The  problem:  She  was 
found  by  Dr.  Aivazian  in  1958  to  be  “in- 
sane” and  on  the  basis  of  his  report  she 
underwent  a Lunacy  Hearing.  From  there 
she  was  sent  to  the  Hospital  for  the  Crim- 
inally Insane.  After  a period  of  time  the 
prisoner  was  considered  recovered  and  re- 
turned to  the  Shelby  County  Criminal 
Court.  In  view  of  the  seriousness  of  the 
crime,  the  Court  wants  an  evaluation  of 
her  present  mental  status  and  her  status  at 
the  time  the  crime  was  committed,  (that  is, 
was  she  “insane”?).  This  is  a good  example 
of  a case  wherein  a serious  court  decision 
depends  upon  our  judgment  and  our  care- 
fully considered  recommendations.  Mr. 
Eades  will  present  the  social  history. 

MR.  JOE  EADES  (Psychiatric  Social 
Worker):  The  informant  for  the  social  his- 
tory was  the  patient’s  estranged  husband, 
a 54  year  old,  neatly  dressed,  light-skinned 
negro  man  who  appeared  to  be  quite  anx- 
ious and  defensive  throughout  the  inter- 
view. He  regarded  the  patient  as  always 
having  been  a “mental  case.”  When  asked 
to  clarify  this  statement,  he  mentioned  only 
that  she  had  always  had  a bad  temper  and 
had  threatened  him  on  numerous  occasions. 
The  informant  was  quite  vague  and  had  lit- 
tle knowledge  of  the  details  of  the  early 
history  of  the  patient.  He  did  know  that 
she  was  born  in  Mississippi,  and  he  knew  a 
little  about  her  immediate  family.  The  pa- 
tient and  her  husband  were  married  in 
1945,  and  according  to  the  informant  their 
relationship  was  satisfactory  at  first  but  be- 
came progressively  worse  after  the  first 
two  years.  According  to  the  informant  the 
patient  was  very  temperamental  and  jeal- 
ous, frequently  accusing  him  of  “running 
around.”  The  patient  also  was  supposedly 
quite  critical  of  her  husband’s  drinking  and 


*From  the  Department  of  Psychiatry,  Univer- 
sity of  Tennessee  College  of  Medicine  and  Gailor 
Psychiatric  Hospital,  Memphis,  Tennessee. 


threatened  to  harm  him  when  he  had  been 
drinking.  According  to  the  informant  the 
patient  slept  with  a hammer  and  ice-pick 
under  her  pillow  almost  every  night  after 
they  had  been  married  for  two  or  three 
years. 

The  husband  stated  that  the  patient  had 
eight  children,  seven  of  whom  were  his.  He 
states  that  the  patient  stabbed  him  in  1947 
and  he  had  to  be  hospitalized,  and  she 
stabbed  him  again  with  an  ice-pick  in  1954 
which  led  to  an  injury  to  the  lung  and  re- 
hospitalization. 

According  to  the  informant,  he  and  his 
wife  were  separated  in  December,  1957  be- 
cause of  the  patient’s  threat  to  harm  him  as 
she  did  not  think  he  was  bringing  all  of  his 
money  home  and  because  he  was  drinking 
heavily.  Informant  stated  that  he  did  not 
see  his  wife  again  until  after  she  had  been 
accused  of  murder  in  March,  1958. 

I made  a telephone  call  to  an  uncle  of  the 
patient  recently  and  he  pointed  out  that  the 
patient  was  “very  temperamental  and  hard 
to  get  along  with.”  He  also  indicated  that 
the  patient’s  husband  was  quite  a heavy 
drinker.  This  second  informant  pointed 
out  that  on  the  Sunday  prior  to  the  alleged 
murder  the  patient  called  him,  begging  him 
to  come  over  to  her  house.  He  said  that  she 
was  quite  vague  over  the  telephone  and 
sounded  upset.  When  he  arrived  at  her 
house  she  was  crying  because  she  had  no 
money  to  feed  the  children  and  the  water 
had  been  cut  off.  He  went  to  his  church 
and  collected  some  money  and  brought  it 
back  to  the  patient.  When  he  returned  she 
seemed  to  be  ungrateful  and  told  him  that 
everybody  was  against  her,  and  according 
to  this  informant,  the  patient  threatened  to 
hurt  him.  He  stated  that  he  had  been  quite 
concerned  about  the  patient  as  a result  of 
this  contact  with  her  but  did  not  know  what 
to  do.  He  did  point  out  that  she  acted  like 
a very  “strange  and  dangerous  person”  at 
the  time  he  saw  her. 

DR.  TAYLOR:  Dr.  DeMinico  will  present 
the  patient’s  mental  status. 

DR.  CHARLES  P.  DeMINICO:  This  pris- 
oner, a 41  year  old  married  colored  female, 
was  committed  to  Gailor  Psychiatric  Hos- 
pital for  thirty  day  observation  and  diag- 
nosis. On  April  17,  1958  it  was  determined 
at  a Lunacy  Hearing  that  she  was  suffering 
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from  a mental  illness  and  she  was  sent  to 
a hospital  for  the  criminally  insane  for 
treatment.  The  prisoner  was  indicted  for 
stabbing  a man  to  death  with  an  ice-pick  on 
March  11,  1958,  and  the  post-mortem  exam- 
ination revealed  67  stab  wounds.  She  al- 
legedly thought  that  the  victim  was  her 
husband  but  he  turned  out  to  be  a total 
stranger.  The  patient  states  that  this  man 
grabbed  her  from  behind  as  she  was  walk- 
ing along  the  street,  and  she,  thinking  that 
it  was  her  husband  who  had  previously 
threatened  to  harm  her,  stabbed  the  man 
with  the  ice-pick  which  she  was  carrying 
for  self-protection  because  of  these  threats. 
The  patient,  having  improved  or  recovered 
after  V-k  years  hospitalization,  and  being 
considered  competent  was  returned  from 
the  hospital  to  the  Shelby  County  Criminal 
Court  for  disposition.  The  court  referred 
her  here  with  directions  to  report  findings 
regarding  her  present  mental  status,  includ- 
ing the  diagnosis  and  prognosis. 

The  patient  appears  to  be  comfortably 
adjusted  to  her  situation  in  the  isolation 
ward  and  exhibited  no  unusual  behavior 
while  under  observation.  She  passes  time 
by  doing  jigsaw  puzzles  and  reading  the 
Bible.  On  questioning,  the  patient  is  cir- 
cumstantial in  her  answers.  Progression  of 
speech  is  normal,  but  at  times  she  rambles 
on  about  apparently  unrelated  subjects  in 
the  course  of  her  conversation.  She  pre- 
sents a generally  shallow  affect,  and  smiles 
more  than  appears  appropriate.  No  great 
emotional  changes  are  noted  when  discuss- 
ing details  of  the  stabbing  incident  with 
which  she  is  charged.  There  is  no  present 
overt  evidence  of  delusions,  ideas  of  refer- 
ence or  hallucinations  on  repeated  inter- 
views, but  the  patient  admits  to  having  ex- 
perienced some  delusions  and  auditory  hal- 
lucinations in  the  past  before  the  incident. 
The  patient  is  oriented  as  to  time,  place  and 
person.  Her  memory  is  intact  except  for 
some  cloudiness  involving  a period  of  time 
preceding  and  following  the  incident  when 
events  are  hazy.  Insight  into  her  mental 
illness  is  lacking  and  judgment  is  impaired. 

The  patient  is  an  obese  woman  who  ap- 
pears about  her  stated  age.  She  is  coopera- 
tive and  smiles  benignly.  Her  general  phys- 
ical condition  is  good.  All  laboratory  tests 
including  blood  serology  are  within  normal 


limits.  X-ray  studies  are  negative.  EEG 
reveals  some  abnormally  fast  activity  of  a 
non-specific  type.  Psychological  tests  have 
been  completed. 

DR.  TAYLOR:  Dr.  Battle  would  you  pre- 
sent a summary  of  the  Psychological  tests? 

DR.  ALLEN  BATTLE  (Clinical  Psychol- 
ogist): I examined  this  patient  on  25  Janu- 
ary 1961  by  means  of  the  Rorschach, 
Bender-Gestalt,  and  vocabulary  scale  of  the 
revised  Stanford-Binet  (Form  L).  The  pa- 
tient was  cooperative  and  cordial.  The  find- 
ings on  both  the  Rorschach  and  Binet  vo- 
cabulary scale  suggest  that  the  patient  is 
well  able  to  make  an  adequate  intellectual 
adjustment  in  her  own  cultural  milieu.  She 
does  not  have  difficulty  in  defining  words 
common  to  her  own  experience  but  is  un- 
able to  proceed  beyond  the  more  concrete 
verbal  symbols  usual  to  members  of  her 
class.  Specifically,  she  obtains  on  the  Binet 
a mental  age  of  10  years  9 months,  giving 
her  an  intelligence  quotient  of  72.  While 
this  estimate  of  intellectual  functioning 
places  her  in  the  category  of  mental  defi- 
ciency, mild,  it  should  be  considered  as  arti- 
factual  to  cultural  factors.  She  seems  to 
have  a rather  strong  need  for  affectional 
satisfactions,  relative  certitude  before  com- 
mitting herself  to  a position,  and  support 
from  those  around  her.  Although  she  has 
high  goals  for  herself,  she  feels  incapable 
of  fulfilling  them.  At  the  time  of  this  ex- 
amination there  is  not  a sufficient  amount 
of  evidence  to  warrant  the  conclusion  that 
she  is  psychotic.  One  can  see  quite  readily, 
however,  that  when  the  patient  is  experi- 
encing intense  emotion  that  she  would  have 
great  difficulty  in  controlling  herself,  a type 
of  situation  which  is  very  frequently  asso- 
ciated with  Brain  Syndrome.  In  this  case, 
it  would  seem  that  the  damage  is  of  a more 
pervasive  type. 

[The  patient  is  presented  and  inter- 
viewed by  Dr.  Taylor.] 

DR.  TAYLOR:  As  I mentioned  above,  in 
view  of  the  seriousness  of  this  case,  I would 
appreciate  the  considered  opinions  of  the 
staff  relative  to  this  woman’s  mental  status 
at  the  time  the  crime  was  committed.  Dr. 
Godsey  would  you  express  your  opinion? 

DR.  WILLIAM  C.  GODSEY:  I feel  the 
patient  was  psychotic  in  view  of  the  fact 
that  her  ability  to  test  reality  was  affected 
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and  she  was  interpreting  things  in  a strange 
way  so  that  she  appeared  definitely  out  of 
contact  with  her  environment. 

DR.  LUISE  GEYER:  Moreover,  she  was 
“seeing  strange  people  and  hearing  funny 
talk,”  and  feeling  apprehensive  that  some- 
thing bad  was  going  to  happen.  Her  re- 
action to  this  was  unrealistic  in  view  of  her 
having  gone  out  with  a weapon  to  protect 
herself  against  “threats.”  I feel  that  the 
average  person  would  have  looked  for  help 
in  some  other  way. 

DR.  MARION  R.  MOORE:  It  appears  to 
me,  from  her  answers  to  the  questions 
asked  today,  that  she  knew  what  she  did 
and  knew  that  it  was  wrong.  I am  refer- 
ring in  particular  to  the  question:  “If  a 
policeman  had  been  there  at  the  time  would 
you  have  done  what  you  did?”  Here  she 
answered  in  the  negative  and  stated  that 
she  would  have  gone  to  him  for  protection. 

DR.  TAYLOR:  Do  you  think  she  could 
have  conferred  with  counsel  and  defend 
herself  in  court  if  she  had  been  brought  to 
trial? 

DR.  MOORE:  I feel  that  she  was  in  a psy- 
chotic state  at  that  time  and  could  not  have 
conferred  with  counsel. 

DR.  G.  H.  AIVAZIAN  (Clinical  Director): 
I’d  like  to  make  a remark  here;  Dr.  Moore 
has  raised  two  important  questions:  (1) 
Did  she  know  the  difference  between  right 
and  wrong?  and  (2)  If  a policeman  were 
there  would  she  have  attacked  the  man? 
However,  the  important  points  are:  did  she 
know  the  difference  between  right  and 
wrong  (pertaining  to  this  particular  act) 
rather  than  the  difference  between  right 
and  wrong  in  the  abstract  sense  of  the  con- 
cept? Secondly,  if  a policeman  had  been 
there  she  said  she  would  not  have  done 
what  she  did,  not  because  she  was  afraid  of 
being  arrested  or  because  it  was  the  wrong 
thing  to  do,  but  because  she  would  have 
had  the  choice  of  going  to  the  police  for  pro- 
tection against  the  “aggressor.”  It  is  quite 
evident  that  she  did  not  know  the  differ- 
ence between  right  and  wrong  and  believed 
firmly  that  she  was  in  danger. 

DR.  GEORGE  W.  WRIGHT:  I think  in 
view  of  the  history  which  contains  delu- 
sions, ideas  of  reference,  hallucinations  and 
paranoid  ideation  she  was  psychotic  at  the 
time  of  the  act  with  which  she  was  charged. 


DR.  JAMES  E.  MORRIS:  This  woman 
has  manifested  both  withdrawal  and  sus- 
piciousness in  the  past.  She  has  been  sub- 
jected to  severe  emotional  stresses  such  as 
being  deserted  by  her  husband,  financial 
worries,  and  other  factors.  With  her  per- 
sonality predisposition  these  stresses  could 
very  well  have  led  to  a psychotic  break. 
Therefore  I feel  that  she  was  definitely  psy- 
chotic at  the  time  of  the  incident. 

DR.  SIDNEY  SHANKMAN:  In  view  of 
her  cultural  background  we  must  consider 
how  much  of  her  ideation  is  paranoid  and 
how  much  is  a reflection  of  her  culture. 
However,  I feel  that  her  marked  projection 
and  distortion  of  reality,  together  with 
vagueness  in  thinking,  ambivalence  and  de- 
lusions and  hallucinations,  is  indicative  of 
a schizophrenic  disorder,  paranoid  type. 

MR.  EADES:  I have  some  further  infor- 
mation that  the  patient’s  husband’s  father 
was  killed  in  a homicidal  act  which  indi- 
cates to  me  that  this  type  of  behavior  was 
common  in  the  patient’s  environment,  and 
therefore  I would  consider  her  carrying  an 
ice-pick  as  “normal”  behavior. 

DR.  ALLEN  BATTLE:  My  psychological 
findings  cannot  indicate  what  this  patient’s 
mental  status  was  at  the  time  she  com- 
mitted the  murder  nor,  indeed,  is  there  any 
other  available  means  besides  the  history 
of  accomplishing  this  end.  If,  however,  one 
must  forward  an  hypothesis,  then  on  the 
basis  of  the  data  available  I would  say  that 
the  patient  was  psychotic.  Such  a condi- 
tion would  be  consonant  with  her  present 
personality  structure  and  functioning. 

DR.  DAVID  F.  MOORE:  The  history  in- 
dicates a paranoid  personality  with  marked 
suspiciousness.  She  has  in  the  past  com- 
mitted numerous  acts  of  violence,  felt  per- 
secuted and  threatened  not  only  by  her 
husband  but  also  by  her  uncle.  She  mis- 
identified  a stranger  and  stabbed  him  67 
times.  Today  she  was  not  perturbed  in  the 
least  while  telling  her  story.  I feel  that 
she  is  psychotic  and  dangerous  to  others. 

DR.  AIVAZIAN:  In  April,  1958,  I com- 
mitted my  opinion  in  two  respects:  that  at 
the  time  of  examination  she  was  psychotic 
and  unable  to  confer  with  counsel,  and  that 
her  condition  was  chronic.  There  was  a 
time  interval  of  three  weeks  between  the 
incident  and  my  examination.  The  opinion 
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expressed  regarding  the  chronicity  of  her 
condition  must  be  supported.  With  the  ma- 
terial presented  today  we  have  a clear  in- 
dication of  a process  which  has  been  going 
on  for  a long  time,  not  only  for  weeks  or 
months  but  probably  much  longer.  There 
were  insidious  symptoms  of  disturbed  be- 
havior in  the  past  several  years.  Moreover, 
the  clinical  picture  seen  in  April,  1958  is 
unlikely  to  appear  suddenly  out  of  a clear 
sky.  Schizophrenia  as  a rule  has  an  in- 
sidious onset,  although  an  acute  onset  is  not 
very  uncommon.  This  patient’s  history  in- 
dicates that  certain  symptoms  were  noted 
prior  to  her  committing  the  crime.  There- 
fore, the  question  of  whether  the  patient 
was  psychotic  at  the  time  of  the  crime  or 
not,  I have  no  doubts.  Also,  I have  no 
doubt  that  she  had  been  sick  for  a consid- 
erable time  prior  to  that  date.  Another  im- 
portant question  to  consider  is  the  prison- 
er’s present  mental  condition.  On  the  basis 
of  observations  made  during  her  current 
hospitalization,  and  on  the  basis  of  today’s 
interview,  it  appears  to  me  that  there  is 
presently  very  definite  evidence  of  thought 
disturbance,  poor  contact  with  the  environ- 
ment, diminished  and  inappropriate  emo- 
tional response,  and  poor  judgment.  Al- 
though delusions  and  hallucinations  do  not 
seem  to  be  overtly  manifest  now,  I feel 
that  this  is  a case  of  chronic  schizophrenic 
reaction  in  partial  remission  rather  than 
recovered  or  markedly  improved. 

DR.  TAYLOR:  The  patient  is  still  psy- 
chotic and  experiencing  a chronic  case  of 
recurrent  illness.  We  know  from  experience 
that  the  patient  is  in  a state  of  partial  remis- 
sion probably  as  a result  of  being  in  a pro- 
tective environment.  How  will  she  act  in 
the  future,  out  of  this  environment,  and  fac- 
ing the  stresses  of  everyday  life?  The  impor- 
tant question  is:  What  can  we  recommend 
to  be  done  for  her?  Under  law  not  much  can 
be  done.  She  will  return  to  her  home  if  re- 
leased and  possibly  continue  under  no  su- 
pervision. Therefore,  how  can  we  deter- 
mine her  probable  response  to  stress?  I am 
concerned  about  this! 


MRS.  JEAN  C.  CHAMBERS  (Director  of 
Social  Service) : Actually  it  is  the  court 
which  makes  the  decision  relative  to  crimi- 
nals being  released. 

DR.  TAYLOR:  Still  it  is  our  duty  to  give 
the  Court  all  the  information  that  is  possi- 
ble. Therefore,  although  she  is  in  a state  of 
remission  today  we  have  a moral  obligation 
to  be  concerned  about  her  future  adjust- 
ment. 

DR.  AIVAZIAN:  We  should  make  recom- 
mendations concerning  further  hospitaliza- 
tion and  treatment.  She  has  received  treat- 
ment and  improved  from  it.  Treatment  was 
discontinued  several  months  ago.  I feel  that 
there  has  been  some  regression  in  her 
mental  state  lately  as  compared  with  her 
status  several  months  ago  when  treatment 
was  discontinued.  In  similar  cases  the  re- 
lapse rate  is  far  greater  with  discontinuance 
of  therapy  than  with  continued  medication. 

DR.  TAYLOR:  I agree.  Let’s  also  con- 
sider the  profound  absence  of  any  sense  of 
guilt  and  how  this  can  affect  her  future  ac- 
tions. This  was  an  “accident”  as  far  as  the 
patient  was,  and  still  is,  concerned  and  she 
feels  justified.  She  shows  no  regret  or  re- 
morse on  taking  a human  life.  This  worries 
me. 

DR.  AIVAZIAN:  Your  remarks  further 
support  the  view  that  she  was  psychotic 
then,  is  psychotic  now,  and  requires  con- 
tinued supervision. 

In  conclusion,  the  consensus  is  that  the 
prisoner  was  psychotic  at  the  time  she  com- 
mitted the  crime.  If  this  opinion  is  ac- 
cepted by  the  court,  she  will  not  be  consid- 
ered responsible  for  her  act,  and  she  will 
be  free  to  return  to  the  community.  In  our 
opinion  she  has  regressed  since  the  time  of 
her  discharge  from  the  hospital,  is  presently 
psychotic  and  is  potentially  dangerous  to 
others.  We  would  feel  uneasy  to  recom- 
mend freedom  in  society  without  effective 
control  over  this  woman,  or  even  having  her 
followed  as  an  out-patient.  Our  recom- 
mendation would  be  continued  supervision 
and  treatment  within  a hospital. 
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City  of  Memphis  Hospital* 

Dissecting  Aortic  Aneurysm 

C.  I.,  a 56  year  old  colored  man,  was  admitted 
on  January  25,  1960.  Twenty  hours  prior  to  ad- 
mission, the  patient  began  suffering  from  severe, 
sharp  substernal  pain.  The  pain  radiated  both 
up  and  down  the  sternum  and  also  parasternally 
bilaterally.  The  pain  was  persistent  and  described 
as  being  a “feeling  of  tightness”  in  the  chest;  this 
was  accompanied  by  shortness  of  breath  especially 
in  the  supine  position,  which  was  slightly  relieved 
by  sitting  up.  The  pain  persisted  during  the  night 
accompanied  by  shortness  of  breath,  which  was 
aggravated  by  exertion  (walked  to  the  bathroom 
several  times  during  the  night).  The  pain  occa- 
sionally radiated  into  the  anterior  neck.  The  next 
morning  (day  of  admission)  while  still  having 
chest  pain  he  walked  to  the  bus  stop  and  pro- 
ceeded to  work.  While  lifting  a 10-pound  sledge- 
hammer at  work,  the  pain  became  unbearable  and 
was  accompanied  by  severe  shortness  of  breath. 
He  was  subsequently  brought  by  ambulance  to 
John  Gaston  Hospital. 

Review  o/  Systems.  He  had  had  occasional 
headaches,  shortness  of  breath  on  moderate  exer- 
tion for  the  past  two  to  three  years,  and  shortness 
of  breath  on  slight  exertion  for  the  past  five  and 
six  weeks.  Frequent  episodes  of  nonradiating, 
substernal  pain,  lasting  one  to  three  minutes,  oc- 
casionally precipitated  by  exertion  and  also  oc- 
curring at  rest  had  been  present  since  November 
1959.  No  orthopnea,  palpitations  or  paroxysmal 
nocturnal  dyspnea  or  edema  had  occurred. 

Past  History.  He  had  had  a stab  wound  of  ab- 
domen in  1949  which  was  explored.  Kidney  in- 
fection occurred  in  1940. 

On  physical  examination  the  temperature  was 
98.2°,  pulse  96,  respirations  28  and  blood  pressure 
80/60.  The  patient  was  a well-developed,  well 
nournished  colored  male,  sweating  profusely  and 
complaining  of  severe  substernal  pain.  The  trachea 
was  in  midline,  slight  neck  vein  distention.  Lungs 
were  clear  to  auscultation  and  percussion.  Car- 
diac PMI.  was  in  the  5th  left  intercostal  space  at 
the  anterior  axillary  line  and  without  murmurs, 
thrills  or  arrythmias.  The  liver  was  palpated  2 
finger  breaths  below  right  costal  margin  and  ten- 
der; spleen  was  not  palpable  and  there  were  no 
masses,  distention  or  ascites.  The  blood  vessels 
were  normal  and  had  equal  pulsations.  The  skin 
was  cold  and  wet.  There  was  no  ankle  or  pretibial 
edema.  The  right  testicle  was  twice  as  large  as 
the  left;  a whitish  thick  discharge  was  present  at 
urethral  meatus.  Rectal  examination  was  nega- 
tive. Neurologic  examination  was  normal. 

Laboratory  Studies.  Hematocrit  was  39,  WBC. 
12,700  with  a normal  differential  picture;  thrombo- 
cytes were  adequate,  sed.  rate  was  30  mm. /hr. 

*From  The  City  of  Memphis  Hospital  and  The 
University  of  Tennessee,  Memphis,  Tenn. 


Urine  (with  Foley  catheter  in  place)  showed  a 
pH  of  5.0,  sp.  gr.  1.015,  sugar  1+,  protein  1 + , 
RBC.  30-40/HPF,  WBC.  75-100/HPF,  occasional 
coarsely  granular  cast. 

An  electrocardiogram  on  admission  revealed 
sinus  tachycardia,  nonspecific  ST-T  changes.  Por- 
table chest  film  revealed  rather  tremendous  en- 
largement of  the  heart  in  a generalized  manner, 
though  predominantly  left  ventricular.  Mild  con- 
gestive changes  in  the  pulmonary  vessels;  ques- 
tionable presence  of  pleural  fluid  in  the  left  base. 

The  patient  was  given  morphine,  oxygen,  and 
Aramine,  and  was  started  on  anticoagulants.  He 
responded  fairly  well  to  emergency  therapy  and 
seemed  to  become  stabilized.  SGOT  determination 
on  four  successive  days  were  29,  106,  111,  58  units 
respectively.  On  January  29,  1960,  the  patient 
suddenly  went  into  shock  accompanied  by  severe 
dyspnea.  Electrocardiogram  at  this  time  revealed 
sinus  tachycardia,  left  bundle  branch  block,  patho- 
logic LAD,  and  tall  peaked  T waves.  The  patient 
was  digitalized,  given  Thiomerin,  and  started  on 
a Levophed  drip.  Prothrombin  time  on  this  day 
was  54  seconds.  The  response  to  CHF  and  shock 
therapy  was  fair.  Pulse  slowed  to  100  and  re- 
mained regular,  and  blood  pressure  stabilized  at 
110  systolic.  Later  that  evening,  8 p.m.,  examina- 
tion revealed  a grade  III-IV  systolic  murmur  at 
the  apex  which  radiated  into  the  axilla.  The  pa- 
tient’s condition  remained  essentially  unchanged 
until  4:30  a.m.  on  January  30  when  he  suddenly 
became  dyspneic.  One  minute  after  its  onset  there 
was  no  obtainable  blood  pressure  and  breathing 
suddenly  stopped.  He  was  pronounced  dead  at 
4:35  a.m. 

DR.  CHARLES  DEERE:  We  do  not  have 
the  benefit  of  observations  of  this  patient 
prior  to  his  final  illness.  In  approaching 
sick  patients  we  should  try  to  picture  what 
their  state  was  immediately  preceding  the 
dramatic  change.  We  have  the  history  that 
this  man  had  exertional  dyspnea  for  2 or  3 
years,  appreciably  worse  in  the  last  few 
weeks.  This  suggests  impairment  of  myo- 
cardial reserve.  Also  for  two  months,  he 
had  had  substernal  pain,  lasting  for  1 to  3 
minutes,  upon  exertion  and  also  at  rest. 
This  suggests  coronary  insufficiency  which 
most  often  would  be  due  to  serious  sclerosis 
of  his  vessels.  We  do  not  really  have  sub- 
stantial evidence  that  this  man  had  an  old 
infarct,  but  it  is  possible  that  he  may  have 
experienced  occlusion  of  coronary  vessels. 
May  we  see  the  chest  film  now,  Dr.  Carroll? 

DR.  DAVID  S.  CARROLL:  The  x-ray  ex- 
amination of  the  chest  reveals  a rather 
marked  enlargement  of  the  heart,  the  con- 
tour is  that  of  left  ventricular  enlargement. 
There  is  some  widening  of  the  superior 
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mediastinum  which  could  easily  be  ex- 
plained by  a somewhat  elongated  aorta.  The 
lungs  show  definite  congestive  changes. 
(Fig.  1.) 


Fig.  1. 


DR.  DEERE:  This  man’s  cardiac  enlarge- 
ment certainly  is  in  keeping  with  the  his- 
tory concerning  his  myocardial  reserve.  In 
summary,  I think  the  history  gives  us  very 
good  evidence  for  the  presence  of  arterio- 
sclerotic heart  disease.  It  is  possible  from 
the  findings  given  us  to  the  present  that 
this  man  also  was  hypertensive  in  the  past. 
The  onset  experienced  20  hours  prior  to  ad- 
mission is  a perfectly  good  history  of  myo- 
cardial infarction,  the  location,  quality  and 
radiation  of  pain  all  being  compatible.  His 
attempt  to  work  earlier  on  the  day  of  ad- 
mission is  not  unheard  of  in  patients  with 
myocardial  infarction.  We  have  seen  peo- 
ple who  continued  with  farming  activities 
for  days  following  infarction. 

The  initial  physical  examination  records 
some  tachypnea  moderately  severe  hypo- 
tension and  marked  sweating,  all  of  which 
tend  to  confirm  the  clinical  impression  of 
myocardial  infarction.  The  protocol  does 
mention  the  possibility  of  fluid  in  the  left 
chest.  Dr.  Carroll  did  not  say  anything 
about  that  in  his  discussion.  Of  course,  a 
dissecting  aneurysm  of  the  aorta  may  bleed 
into  the  left  pleura  space,  but  I am  not  im- 
pressed that  we  have  very  strong  evidence 


for  that  condition.  There  does  not  seem  to 
be  anything  to  suggest  intra-abdominal  dis- 
ease. There  is  a history  of  a kidney  infec- 
tion in  1940.  This  is  quite  uninformative 
and  could  mean  anything  from  urethritis  to 
pyelonephritis.  The  physical  examination 
and  urinalysis  suggest  that  possibility  of  in- 
volvement of  both  the  kidney  and  the  lower 
urinary  tract.  I doubt  that  these  have  any- 
thing important  to  do  with  the  man’s  illness. 
I do  not  believe  that  we  would  have  to  call 
upon  a vascular  accident  involving  the  kid- 
neys to  account  for  these  urinary  findings. 
The  glycosuria  is  of  interest,  if  it  is  not  due 
to  the  administration  of  glucose.  This  has 
been  described  occasionally  in  patients  with 
myocardial  infarction.  It  has  been  suggested 
that  the  illness  may  exaggerate  a diabetic 
tendency  or  that  it  may  be  an  epinephrin 
response  to  shock. 

The  laboratory  findings  seem  to  confirm 
strongly  the  clinical  impression  of  myocar- 
dial infarction.  He  had  leukocytosis  and  the 
more  specific  SGOT  reaction  was  normal, 
reached  a peak  on  the  third  determination 
and  then  fell.  It  seems  obvious  that  the 
clinical  impression  of  those  attending  the 
patient  was  myocardial  infarction  and  ap- 
propriate therapy  was  started.  Prothrombin 
time  had  become  excessive  by  the  fourth 
day  and  this  would  favor  intramural  or  epi- 
cardial  bleeding.  I doubt  that  we  have 
enough  information  to  conclude  that  either 
of  these  complications  occurred. 

The  cardiogram  on  admission  revealed 
nonspecific  ST-T  changes.  These  changes 
are  not  the  characteristic  ST  segment  shifts 
which  are  often  the  first  electrocardio- 
graphic evidences  of  infarction.  These  char- 
acteristic changes  occasionally  are  not 
prompt  in  making  their  appearance.  This 
initial  cardiogram  fails  to  give  evidence  of 
an  old  infarct  in  the  form  of  significant  Q 
waves.  We  should  recall  that  classical  Q 
waves  changes  are  dependent  upon  trans- 
mural infarction,  so  that  intracavitary  nega- 
tivity is  transmitted  to  the  exploring  elec- 
trode. We  should  recall  also  that  the 
subendocardium  is  the  most  vulnerable  of 
the  myocardium  to  acute  damage,  being 
farthest  from  its  blood  supply  and  also  sub- 
jected to  higher  pressure  than  more  periph- 
erally situated  muscle.  Serial  tracings  are 
particularly  indicated  when  the  initial  trac- 
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ing  fails  to  confirm  the  clinical  impression. 
There  was  a second  cardiogram  at  a time 
when  the  condition  of  the  patient  deteri- 
orated some  4 days  after  admission.  This 
could  well  represent  the  natural  course  of 
myocardial  infarction  in  the  patient  who 
already  has  poor  myocardial  reserve.  The 
second  cardiogram  revealed  left  bundle 
branch  block,  suggesting  the  possibility  that 
the  septum  may  have  been  more  poorly 
nourished  at  that  time  than  it  had  been 
earlier.  This  could  be  accounted  by  scle- 
rotic changes  in  the  coronary  vessels  along 
with  shock  to  which  the  patient  was  sub- 
jected repeatedly,  or  it  could  represent  ac- 
tual infarction  involving  the  septum  rather 
than  the  free  ventricular  wall. 

Later  in  the  day  the  patient’s  condition 
deteriorated,  and  he  developed  a fairly  loud 
apical  systolic  murmur  which  was  trans- 
mitted to  the  axilla.  Certainly  the  most 
common  cause  of  this  murmur  would  be 
mitral  insufficiency,  possibly  secondary  to 
ventricular  dilatation  from  damaged  myo- 
cardium. I think  one  other  thing  that  would 
have  to  be  considered  as  giving  a possible 
explanation  for  this  finding  would  be  rup- 
ture of  the  left  ventricle.  Often  that  is  so 
suddenly  fatal  that  there  is  not  time  for 
very  much  observation,  but  not  always.  The 
most  common  site  of  ventricular  rupture  is 
near  the  apex.  Ventricular  rupture  has 
been  observed  to  produce  either  a systolic  or 
a continuous  murmur.  Factors  that  are  said 
to  predispose  to  rupture  of  the  ventricle  as 
a complication  of  myocardial  infarction  are 
pre-existing  hypertension  and  the  overly 
vigorous  use  of  pressor  agents.  I do  not 
think  we  can  be  critical  of  the  use  of  pressor 
agents  in  this  patient.  Certainly  they  were 
justified  by  the  findings.  I would  be  more 
seriously  inclined  to  consider  rupture  of  the 
wall  of  the  left  ventricle  if  this  patient  had 
electrocardiographic  changes  indicating 
apical  or  anterior  wall  infarction. 

Another  possible  explanation  of  sudden 
deterioration  would  be  rupture  of  a papil- 
lary muscle,  secondary  to  infarction.  This 
has  also  been  described  as  producing  varied 
auscultatory  findings.  It  has  been  described 
as  producing  a loud  apical  systolic  murmur, 
a pseudofriction  rub,  or  both  diastolic  and 
systolic  murmurs.  Also  it  has  been  said  to 
occur  without  production  of  any  ausculta- 


tory abnormality.  This  is  a rare  complica- 
tion of  infarction  in  proportion  to  others 
mentioned.  There  is  no  reason  why  rupture 
of  a papillary  muscle  should  cause  bundle 
branch  block.  Rupture  of  the  interventricu- 
lar septum  tends  to  produce  a loud  systolic 
murmur,  but  this  murmur  is  usually  loudest 
in  the  parasternal  area  and  not  at  the  apex. 
Often  it  is  accompanied  by  a thrill.  Rupture 
of  the  intraventricular  septum,  certainly 
would  be  more  likely  to  be  associated  with 
the  conduction  defect  as  was  found  in  this 
patient.  I do  not  know  really  what  signifi- 
cance to  attach  to  the  tall  peaked  T waves 
mentioned  in  the  second  cardiogram.  At 
times,  T waves  bearing  this  description  have 
been  described  as  the  very  earliest  change 
in  myocardial  infarction,  occurring  even  be- 
fore the  ST  segment  deviations.  This  has 
been  attributed  to  local  electrolyte  changes 
with  potassium  leaving  the  injured  cells. 
This  type  of  T wave,  I presume,  might  also 
be  seen  with  systemic  hyperkalemia.  We 
have  no  real  evidence  which  will  enable  us 
to  conclude  that  such  was  present.  I had 
decided  that  this  was  a case  of  arterioscle- 
rotic and  possibly  hypertensive  heart  dis- 
ease also;  that  the  patient  had  myocardial 
infarction;  that  the  myocardial  infarction 
probably  involved  the  septum  out  of  pro- 
portion to  the  free  ventricular  walls;  and 
that  a few  hours  prior  to  his  death,  he  had 
a catastrophe  involving  a papillary  muscle 
or  possibly  the  interventricular  septum.  I 
am  unhappy  with  the  suggestion  of  septal 
rupture  in  the  face  of  a good  house  staff  and 
the  statement  that  the  murmur  was  apical 
and  transmitted  to  the  axilla.  I would  feel 
much  safer  in  suggesting  the  possibility  of 
septal  rupture  had  the  murmur  been  in  a 
different  location.  Speculating  that  this  may 
not  be  myocardial  infarction  as  I have  been 
forced  to  conclude,  could  this  be  a dissecting 
aneurysm?  A dissecting  aneurysm  could 
have  compromised  the  coronary  circulation 
initially  and  may  have  terminally  produced 
tamponade.  I do  not  think  that  is  the  best 
explanation  of  the  findings  that  have  been 
described.  This  man  had  no  inequality  of 
pulses,  and  no  neurologic  abnormalities.  It 
seems  that  several  of  the  features  that  tend 
to  direct  our  attention  to  dissecting  aneu- 
rysm actually  are  absent  in  this  case. 

DR.  FRANK  TULLIS:  Thank  you  Dr. 
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Deere.  Dr.  Francisco,  would  you  please  tell 
us  your  findings? 

DR.  J.  T.  FRANCISCO:  This  individual 

weighed  202  pounds,  was  well-developed 
and  about  6 ft.  1 inches  in  height.  His  cor- 
onaries were  clear.  There  was  a dissecting 
aneurysm  of  the  aorta  with  a rupture  into 
the  pericardial  sac  with  approximately  100 
cc.  of  blood  present.  This  is  more  than  one 
would  expect  in  an  acute  rupture  of  the 
heart  or  aorta.  Therefore,  in  this  particular 
case,  I believe  the  rupture  probably  oc- 
curred at  the  time  of  this  man’s  admission, 
certainly  some  time  before  his  last  cata- 
stropic  episode.  The  lesion  in  the  aorta  was 
a laceration  of  intima,  approximately  one- 
half  inch  above  the  aortic  valve  with  a tear 
in  the  adventitia  of  the  aorta  on  the  medial 
aspect  of  the  aorta  where  the  blood  escaped 
into  the  pericardial  cavity.  A 2 cm.  hema- 
toma was  also  present  about  2 cm.  superior 
to  these  two  ruptures  and  within  the  aortic 
wall.  Arteriolonephrosclerosis  was  present 
in  the  kidneys.  In  relation  to  the  serum 
SGOT  changes,  the  liver  had  microscopic 
paracentral  areas  of  necrosis  and  this  may 
explain  the  elevation  of  this  transaminase 
value.  (Fig  2.)  These  areas  of  necrosis  are 


presumably  on  an  anoxic  basis  secondary 
to  the  acute  passive  congestion.  Alveolar 
emphysema  was  also  present.  The  heart 
weighed  680  Gm.  with  both  a right  and  a 
left  ventricular  wall  hypertrophy.  The  right 
ventricular  enlargement  was  approximately 
2 to  3 times  normal  size,  the  left  ventricular 
was  also  2 to  3 times  normal  size.  Emphy- 
sema in  all  probability  contributed  to  the 
right  ventricular  enlargement.  Mucus  was 


present  in  the  small  bronchi  and  bronchi- 
oles, which  represents  the  man’s  terminal 
hour  in  which  he  was  not  able  to  remove 
this  mucus.  Other  urinary  findings  were 
benign  prostatic  hyperplasia  with  some  ob- 
struction to  the  urinary  outflow.  There  was 
chronic  cystitis  and  chronic  nonspecific 
urethritis  was  present.  Testicular  atrophy 
was  present.  The  islets  of  the  pancreas  are 
fibrotic.  Although  this  is  not  a specific  le- 
sion for  diabetes  mellitus,  it  is  certainly 
seen  rather  prominently  in  patients  with 
diabetes  mellitus.  The  etiology  of  this  par- 
ticular dissection  is  medionecrosis  of  the 
aorta.  (Fig.  3.)  This  change  is  most  marked 


Fig.  3. 


at  the  junction  between  the  outer  third  and 
inner  two-thirds  of  the  aorta,  where  dissec- 
tions commonly  occur.  This  is  one  reason 
why  the  theory  that  arteriosclerosis  of  the 
vasa  vasorum  is  considered  a cause  for  the 
cystic  change  within  the  aorta.  It  is  known 
that  toxic  factors  such  as  certain  species  of 
sweet  peas,  when  fed  to  an  animal  will  pro- 
duce this  change  and  necrosis.  We  cannot 
eliminate  some  toxic  factor  operating  to  pro- 
duce this  change.  One  interesting  factor  on 
this  line  is  the  the  blue-stained  material 
that  we  see  in  the  aorta  is  chondroitin  sul- 
fate. Chondroitin  sulfate  is  a material 
which  binds  polyvalent  ions  more  strongly 
than  it  does  univalent  ions  such  as  sodium 
or  potassium.  Arsenic,  which  is  an  en- 
dothelial poison,  could  very  well  be  bound 
more  strongly  by  this  material  and  thus  pro- 
duce endothelial  damage,  edema  and  cystic 
change  in  this  area.  I have  nothing  to  sup- 
port this  theory,  but  I just  put  it  forth  for 
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comment.  I think  that  this  particular 
change  is  in  all  probability  edema  in  a focal 
area  of  necrosis.  The  renal  arteries  show 
this  degenerative  type  change  in  the  outer 
portion  of  the  renal  vessel,  but  not  as  strik- 
ing as  one  can  see  in  the  aorta. 

In  summary,  we  have  a patient  who  had 
cystic  medionecrosis  of  the  aorta,  dissection 
of  the  aorta  with  rupture  into  the  pericar- 
dial sac  at  the  time  of  admission  or  shortly 
thereafter.  This  is  much  more  blood  than 
one  would  see  in  an  acute  rupture.  It  is 
usually  the  older  slowly  progressive  case  of 
hydropericardium  in  which  the  amount  of 
fluid  is  up  around  1000  or  1500  cc.  Secondly, 
that  this  particular  man  had  no  evidence  of 
coronary  atherosclerosis.  The  coronaries 
were  clear.  In  relation  to  that,  the  aorta 
showed  very  little  evidence  of  atheroscle- 
rosis. 

DR.  TULLIS:  Was  there  any  interference 
with  the  origin  of  the  coronary  arteries  by 
the  dissection,  Dr.  Francisco? 

DR.  FRANCISCO:  No,  this  was  a very 

short  dissection,  extending  proximally  from 
the  hematoma  to  the  area  of  original  break- 
through. 

DR.  TULLIS:  I might  comment  that  as  I 
go  back  and  try  to  piece  together  this  story 
from  the  very  beginning  retrospectively,  I 
still  find  it  difficult  to  arrive  at  the  conclu- 
sion that  this  patient  had  dissecting  aneu- 
rysm. If  we  were  confronted  with  this  pa- 
tient again  today,  could  we  reach  the  con- 
clusion that  he  had  dissecting  aneurysm  of 
the  aorta?  Admittedly  one  of  the  first  things 
we  must  do  is  arouse  our  suspicion  that  a 
given  chest  pain  picture  might  be  dissecting 
aneurysm,  and  we  can  do  this  best  by  re- 
membering disorders  in  which  dissecting 
aneurysm  has  a greater  incidence.  First  of 
all,  people  with  Marfan’s  syndrome  are 
more  apt  to  suffer  dissecting  aneurysm,  but 
I cannot  see  that  there  is  anything  here  to 
make  us  feel  that  this  patient  has  the  dis- 
order, although  we  must  remember  that  the 
relatives  of  patients  with  Marfan’s  disease 
may  be  only  long-limbed  individuals.  A 
second  disorder  with  increased  incidence  of 
dissecting  aneurysm  is  hypertension,  and 
we  had  this  clinically  to  arouse  our  atten- 
tion here.  Pregnancy,  obviously,  we  can 
exclude,  because  this  is  a man,  although  we 
might  remember  that  in  young  people,  the 


most  common  situation  for  dissecting  aneu- 
rysm is  the  young  pregnant  woman.  Co- 
arctation of  the  aorta,  calcific  aortic  ste- 
nosis and  other  isolated  lesions  have  been 
known  to  have  associated  with  them  a 
greater  incidence  of  dissecting  aneurysm. 

The  second  alerting  sign  would  be  the 
presence  of  murmurs  (I  am  assuming  that 
we  have  an  individual  with  chest  pain),  yet 
we  did  not  have  a single  murmur  come  into 
the  picture  until  the  change  of  events.  At 
that  time  a murmur  was  present,  but  before 
that  there  had  been  no  murmur.  I doubt 
that  the  last  word  has  been  written  on  the 
problem  of  serum  transaminase  in  dissecting 
aneurysm.  We  all  can  see  readily  where  a 
dissection  in  the  aorta  interfering  with  a 
coronary  take-off,  can  cause  myocardial  ne- 
crosis to  produce  a rise  in  transaminase.  I 
am  impressed  that  we  are  seeing  more  pa- 
tients in  whom  we  are  not  completely  cer- 
tain that  there  was  any  interference  with 
the  coronary  artery,  and  yet  the  transami- 
nase has  been  elevated  in  some  people  in 
dissecting  aneurysm.  Perhaps  there  is  a 
cause  for  this  that  has  not  yet  been  demon- 
strated. I would  be  willing  to  accept  your 
explanation  here  that  it  is  hypoxic  necrosis 
of  the  central  vein  in  the  liver.  Dr.  Car- 
roll,  now  that  you  have  heard  the  rest  of  the 
story,  can  you  retrospectively  diagnose  this 
and,  if  not,  how  can  you  diagnose  it  the  next 
time? 

DR.  CARROLL:  When  I discussed  the 

films  previously,  I knew  the  diagnosis.  I 
certainly  could  not  make  a diagnosis  in  this 
case  with  this  film.  Aortic  dissection  com- 
monly causes  some  widening  of  the  superior 
mediastinum.  However,  the  mediastinum 
in  this  case  was  no  more  widened  than  one 
would  normally  expect  with  a rather  elon- 
gated, dilated  tortuous  aorta.  Occasionally 
in  cases  of  aortic  dissection  there  is  indis- 
tinctness of  outline  of  the  aortic  knob  or  an 
alteration  in  the  smooth  aortic  arch  contour. 
However,  the  aortic  knob  in  this  case  looked 
perfectly  normal  on  x-ray.  In  many  in- 
stances there  is  hemorrhage  into  the  peri- 
cardium. However,  a sudden  accumulation 
of  pericardial  blood  does  not  usually  lead  to 
significant  increase  in  apparent  heart  size 
since  the  pericardium  does  not  have  the 
time  necessary  to  stretching.  Therefore,  the 
accumulation  of  fluid  in  the  pericardium  is 
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at  the  expense  of  intracardiac  volume  and 
does  not  result  in  an  increase  in  size  of  the 
apparent  heart  shadow  on  x-ray.  With  the 
accumulation  of  pericardial  fluid,  however, 
there  should  be  rather  marked  reduction  in 
the  amplitude  of  cardiac  excursions  as  seen 
fluroscopically.  Fluroscopy  would  have  been 
of  value  in  this  case  but  apparently  it  was 
not  done.  Finally,  when  there  is  some  rea- 
son to  suspect  aortic  dissection,  the  di- 
agnosis can  be  made  with  a great  deal  of 
accuracy  with  angiocardiography.  This  pro- 
cedure can  be  done  by  either  of  three  meth- 
ods. Firstly,  it  could  be  done  in  a retrograde 
manner  by  injecting  media  through  a cathe- 
ter directly  into  the  aorta.  This  would 
probably  be  quite  dangerous.  The  second 
method  would  be  that  of  injecting  the  me- 
dium into  the  left  ventricle  by  means  of  a 
subcutaneous  left  ventricular  puncture. 
However,  this  would  also  be  rather  danger- 
ous unless  one  can  rather  confidently  ex- 
clude the  possibility  of  myocardial  infarc- 
tion. The  third  method  would  be  to  put  a 
catheter  into  the  superior  vena  cava  and 
inject  the  medium  through  the  catheter,  tak- 
ing x-ray  films  rapidly  enough  to  follow  the 
dye  through  the  heart  and  into  the  aorta. 
This  should  be  the  least  dangerous  proce- 
dure and  should  show  the  aortic  dissection 
without  any  difficulty. 

DR.  TULLIS:  Thank  you,  Dr.  Carroll.  I 
think  it  is  well  to  know  these  points.  The 
clinician  must  reach  a point  at  which  his 
index  of  suspicion  is  sufficiently  high  to  take 
this  next  step,  and  this  is  a real  problem.  It 
is  hard  to  know  when  to  go  ahead.  None  of 
us  welcomes  putting  a needle  through  an 
infarcted  area  of  the  left  ventricle.  Dr. 
Deere,  do  you  have  additional  thoughts  on 
the  subject? 

DR.  DEERE:  Looking  back  on  it,  the  fail- 


ure of  development  of  characteristic  electro- 
cardiographic findings  was  the  strongest 
point  against  infarction.  We  are  all  aware 
that  the  liver  is  rich  in  transaminase.  This, 
to  my  knowledge,  is  the  first  time  I have 
seen  the  liver  account  for  values  that  fit 
myocardial  infarction  so  perfectly,  even  fall- 
ing on  the  fourth  day.  I am  still  puzzled  as 
to  the  mechanics  of  the  loud  murmur  heard 
in  the  last  few  hours  of  life. 

DR.  TULLIS:  Thank  you,  Dr.  Deere.  Dr. 
Francisco,  do  you  have  another  point? 

DR.  FRANCISCO:  I have  two  comments 
to  make.  One,  to  explain  the  left  bundle 
branch  block  that  was  present  in  this  indi- 
vidual, there  was  subendocardial  hemor- 
rhage within  the  left  ventricle,  presumably 
on  an  anoxic  basis.  Second,  I think,  the 
murmur  was  probably  a functional  change, 
secondary  to  the  cardiac  failure  of  this  par- 
ticular patient.  There  was  some  left  ven- 
tricular dilatation  present. 

DR.  DEERE:  I am  still  puzzled  about  the 
murmur,  or  was  it  a friction  rub?  Tampon- 
ade compresses  the  heart.  How  can  this  be 
used  to  account  for  mitral  insufficiency? 
The  electrocardiographic  changes  were  not 
those  one  might  expect  from  hemopericar- 
dium. 

DR.  TULLIS:  I might  comment,  along 

the  line  of  Dr.  Francisco’s  point  of  the 
hemorrhage  having  occurred  early  into  the 
pericardium,  that  seepage  into  the  pericar- 
dium can  occur.  There  does  not  have  to  be 
frank,  violent  rupture  and  bleeding  into  the 
pericardial  sac.  Seepage  can  occur  in  which 
this  blood  accumulates  over  a period  of 
days.  I do  not  know  that  that  particularly 
happened  here. 

I would  like  to  thank  Dr.  Deere,  Dr.  Car- 
roll,  and  Dr.  Francisco  for  excellent  discus- 
sions. 


Extended  Operations  for  Treatment  of  Cancer — 
C.  Eckert,  Arch.  Surg. — Vol.  82:562  (April) 
1961. 

Those  operations  used  in  the  treatment  of  can- 
cer which,  by  virtue  of  their  scope,  are  called 
extended  operations  are  attended  by  potential  in- 
creases in  mortality  and  morbidity,  and  their 
ability  to  increase  survival  is  not  fully  proved. 
Before  deciding  that  a given  operation  is  justi- 
fied, evidence  should  be  obtained  that  the  be- 
havior of  the  tumor  is  such  that  radical  operation 


may  increase  curability.  The  impact  of  disabling 
sequellae  and  the  increased  operative  mortality 
can  best  be  estimated  by  the  construction  of  use- 
ful life  expectancy  tables  and  comparing  them 
with  useful  life  expectancy  following  other  forms 
of  treatment.  By  using  these  criteria  it  is  shown 
that  in  selected  cases  composite  operations  for 
oropharyngeal  cancer,  pelvic  exenteration  for 
uterine  and  rectal  cancer,  and  en  bloc  resection 
of  the  internal  mammary  lymph  nodes  for  breast 
cancer  are  justified. 
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President  's  Page 

SOME  OBSERVATIONS  FROM  OUR  ANNUAL  MEETING 

Our  experience  with  the  annual  meeting  of  the  Association  de- 
serves further  consideration  to  some  changes  in  the  annual  meeting 
program.  Our  annual  meeting  registrations  are  fairly  satisfactory, 
but  there  is  increasingly  poor  attendance  at  the  General  Scientific 
meetings.  In  practically  every  instance,  so  few  are  in  attendance 
at  the  scientific  lectures  that  it  is  a source  of  embarrassment  to  the 
essayist.  This  is  particularly  true  when  we  have  an  out-of-state 
guest  speaker.  I attended  some  of  the  scientific  lectures  at  our 
meeting  in  Chattanooga,  and  on  two  occasions  by  actual  count, 
there  were  fifteen  doctors  in  the  audience  for  one  of  the  papers 
and  twenty-two  for  another. 

Practically  all  of  the  organized  specialty  societies  conduct  their  meetings  concurrently 
with  the  Tennessee  State  Medical  Association  during  the  three-day  session. 

A solution  to  our  attendance  problem  might  be  to  do  away  with  the  General  Scien- 
tific Sessions,  provided  these  specialty  groups  were  agreeable  to  making  their  scientific 
meetings  available  to  any  member  of  TSMA.  Your  State  Medical  Association  makes 
an  honorarium  to  our  out-of-state  guest  speakers  on  a rotating  basis  among  the  specialty 
groups  that  meet  concurrently  with  the  Association.  If  the  General  Scientific  meetings 
are  eliminated,  it  would  take  early  and  detailed  planning  to  conduct  a sectional  meet- 
ing. Schedules  must  be  arranged  and  planned  far  in  advance.  Our  deadlines  would 
have  to  be  moved  forward  in  order  to  meet  such  a schedule. 

Another  major  problem  confronting  the  Association  at  the  State  Meeting  is  the  Pres- 
ident’s Banquet.  Arrangements  for  this  affair  are  largely  the  problems  of  the  headquar- 
ters staff  and  they  must  make  these  arrangements  in  keeping  with  the  facilities  available 
at  the  hotel  where  the  meeting  is  conducted.  A superb  job  has  been  done  to  date.  At 
times,  however,  there  are  dissatisfied  members  of  TSMA  due  to  the  fact  that  they  are 
unable  to  obtain  banquet  tickets  although  the  opportunity  to  secure  tickets  by  mail  is 
made  months  in  advance.  I am  sure  that  such  problems  that  present  themselves  in  ar- 
rangements for  such  an  occasion  are  obvious  to  most  of  us.  There  is  always  a limit  to 
seating  capacity,  food  must  be  ordered  and  prepared  for  a given  number  for  which  your 
Association  has  to  make  a guarantee  of  payment.  It  is  my  belief,  too,  that  this  should 
be  an  evening  of  entertainment  and  pleasure,  certainly  with  only  a limited  amount  of 
time  devoted  to  the  more  serious  aspects  of  the  Association. 

As  your  President,  I recommend  that  thought  be  given  to  sponsoring  a buffet  type 
of  dinner  and  conduct  the  formal  President’s  Night  program  in  some  other  location.  This 
will  permit  a greater  number  being  accommodated  and  should  minimize  the  number  of 
complaints  received  by  the  officers  and  staff  relative  to  members  not  being  able  to  ob- 
tain tickets. 

The  Annual  Meeting  is  your  meeting  and  your  officers  and  staff  are  only  interested 
in  improving  where  possible,  the  meeting  as  a whole.  As  your  President,  I will  be  in- 
terested in  your  reactions  to  these  suggestions  or  others  that  any  TSMA  member  might 
constructively  make  for  the  improvement  of  our  annual  meeting. 


William  O.  Vaughan, 
M.D. 


President, 
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SURGICAL  TREATMENT  OF  PARKINSONISM 

During  the  past  eight  years  there  have 
been  tremendous  advances  in  the  develop- 
ment of  surgical  technics  useful  in  the  treat- 
ment of  parkinsonism.  Medical  manage- 
ment of  this  progressively,  incapacitating 
disorder  has  been  unsatisfactory.  The  con- 
servative approach  with  drug  therapy  pro- 
vides 15  to  20%  functional  improvement  of 
a transitory  nature  in  the  60  to  80%.  of  cases 
where  drug  therapy  is  intelligently  applied. 
In  addition  to  drugs,  which  should  be  given 
a trial  in  every  case  of  parkinsonism,  the 
physician  must  supply  a high  degree  of 
compassionate  interest  and  should  consider, 
as  adjunctive  therapies,  psychotherapy, 
physiotherapy  and  speech  therapy.  All  of 
these  measures  are  at  best  temporizing,  and 
none  will  halt  the  inexorable  progress  of 
the  disease  which,  in  the  majority  of  cases, 
unless  reversed,  will  lead  to  incapacitation 
and  helplessness.  As  can  be  seen,  the  pres- 


ent type  of  medical  management  is  not  sat- 
isfactory for  this  disorder  and  because  of 
this  has  come  the  surgeon  with  a destruc- 
tive approach  to  a specific  area  of  the  brain 
providing  cure  instead  of  palliation. 

One  of  the  foremost  advocates  of  surgi- 
cal management  of  parkinsonism  is  Irving 
Cooper,’  who  has  recently  reported  on  the 
results  of  1,000  consecutive  basal  ganglia 
operations  for  this  disease.  Although  his 
original  operation  was  anterior  choroidal 
artery  occlusion  and  later  chemopallidec- 
tomy,  the  most  common  procedure  em- 
ployed by  Cooper  and  his  associates  now  is 
the  chemothalamectomy.  These  procedures 
are  especially  useful  when  rigidity,  deform- 
ity and  tremor  and  attendant  symptoms 
such  as  bradykinesia  and  gait  and  postural 
abnormalities  are  dominant.  Eighty  per 
cent  of  those  subjected  to  chemopallidec- 
tomy  or  chemothalamectomy  will  obtain 
relief  from  these  symptoms.  The  mortality 
rate  for  Cooper’s  first  1,000  operations  was 
2.4%,  and  the  incidence  of  hemiparesis  or 
hemiplegia  was  slightly  less  than  3%.  Com- 
plete freedom  from  the  rigidity  and  tremor 
can  be  effected  by  surgery,  and  many  five 
year  cures  have  been  reported. 

Correct  localization  of  the  lesion  so  as  to 
afford  maximum  relief  with  a low  inci- 
dence of  risk  necessitates  not  only  correct 
roentgeno-anatomic  localization  of  lesion 
placement  but  also  clinical  physiological 
testing  of  a reversible  lesion  placed  in  the 
thalamus  or  other  site  within  the  basal 
ganglia.  The  lesion  of  choice  for  relief  of 
parkinsonian  tremor  and  rigidity  is  placed 
in  the  ventrolateral  nucleus  of  the  thala- 
mus. Physiologic  age  is  no  contraindica- 
tion to  operation  provided  the  patient’s 
major  complaints  are  tremor  and  rigidity. 
Although  in  younger  people  other  symptoms 
have  been  helped,  by  and  large,  weakness 
and  monotony  of  the  spoken  voice,  diffi- 
culty in  swallowing  and  excessive  saliva- 
tion have  not  been  benefited  by  surgery. 

In  previous  years,  surgical  treatment  has 
been  reserved  for  those  who  were  terminal. 
Cooper  and  his  associates  feel  that  such 
treatment  should  be  given  relatively  early 


'Cooper,  I.  S.:  Results  of  1,000  Consecutive  Basal 
Ganglia  Operations  for  Parkinsonism,  Ann.  Int. 
Med.  52:43,  1960. 


166 


SPECIAL  ITEM 


May,  1961 


in  the  course  of  the  disease.  They  believe 
that  male  patients  should  be  operated  upon 
before  it  is  necessary  for  them  to  give  up 
gainful  employment;  female  patients  should 
be  operated  upon  before  they  become  un- 
able to  carry  out  their  activities  of  daily 
living  independently. 

Certainly  in  the  patient  with  very  mild 
parkinsonism,  medical  management  may 
suffice.  However,  it  is  well  to  know  that 
the  trained  neurosurgeon  can  offer  relief 
to  about  80%  of  all  patients  who  might 
otherwise  progress  inexorably  to  helpless- 
ness and  despair,  with  a mortality  rate  low 
enough  so  this  factor  will  not  deter  us  from 
advising  such  help  for  parkinsonian  pa- 
tients. 

If  these  results  hold  in  other  series,  it  is 
pleasant  to  speculate  about  the  number  of 
such  doomed  patients  with  parkinsonism 
who  will  be  cured  by  a dime-sized  destruc- 
tive process  in  the  basal  ganglia.  This,  is 
truly  a magnificent  achievement  of  which 
medicine  can  justifiably  be  proud. 

A.  B.  S. 

* 

IMMUNIZATION  AGAINST  TETANUS 

At  the  last  annual  session,  the  House  of 
Delegates  of  the  Tennessee  State  Medical 
Association  unanimously  passed  a resolution 
that  publicity  be  given,  as  an  act  of  public 
service,  to  active  immunization  against  tet- 
anus. It  furthermore,  was  resolved  that  the 
delegates  from  the  T.S.M.A.  introduce  a sim- 
ilar resolution  at  the  next  meeting  of  the 
A.M.A.  House  of  Delegates. 

The  resolution  followed  statements  call- 
ing attention  to  the  hazards  of  clinical  tet- 
anus, the  short-lived  and  at  times  dangerous 
results  of  passive  immunization  and  the 
great  effectiveness  of  active  immunization. 
Attention  was  called  to  the  injuries  of  civil 
life  and  the  great  casualties  of  military  con- 
flict. 

This  page  endorses  whole  heartedly  this 
resolution  and  wishes  it  might  be  imple- 
mented in  the  doctor’s  office,  by  the  indus- 
trial physician  and  by  public  health  author- 
ities. 

Ten  years  ago,1  on  this  page,  at  about  the 
time  the  concept  of  Civil  Defense,  was 
growing,  we  pointed  out  that  an  ideal  goal 
of  universal  immunization  against  tetanus 


should  be  part  of  the  Civil  Defense  plan. 
We  pointed  to  the  mass  of  casualties  which 
would  result  from  atomic  warfare. 

Again,  five  years  later,-  on  this  page,  at- 
tention was  given  to  the  clinical  course  of 
tetanus,  the  proven  efficacy  of  active  immu- 
nization, and  the  world-wide  tensions  which 
might  lead  to  war  with  the  inevitable  inci- 
dence of  tetanus. 

Thus,  at  five-year  intervals  the  efficacy 
and  desirability  of  active  immunization 
against  tetanus  has  been  stressed  and  urged 
upon  Tennessee  physicians.  Only  they, 
through  education  of  their  patients  in  the 
office,  the  clinic,  in  industry,  and  the  public 
departments,  will  be  able  to  initiate  an  ap- 
proach to  almost  universal  immunization. 

* R.  H.  K. 

RESOLUTION  COMMITTEES 

At  the  suggestion  of  one  of  our  delegates 
to  the  A.M.A.  House  of  Delegates,  attention 
is  being  called  to  the  democratic  processes 
invoked  by  the  American  Medical  Associa- 
tion. All  resolutions  introduced  to  the 
House  are  referred  to  Reference  Commit- 
tees. They  hold  public  hearings  on  the 
resolutions  open  to  all  who  come.  Here  the 
pros  and  cons  of  any  resolution  are  aired. 
Any  member  of  the  A.M.A.  may  call  for  the 
floor  at  these  committee  hearings  and  voice 
his  opinions  or  ask  questions.  This  pre- 
rogative is  not  known  to  many  members 
and  thus  attention  is  directed  to  it  on  this 
page. 

Thus,  if  any  Tennessee  member  of  the 
A.M.A.  wishes  to  “have  his  say”  before  a 
resolution,  changed  or  unchanged,  is  re- 
turned to  the  House,  he  should  make  note 
of  this  and  appear  at  the  proper  resolutions 
committee. 

This  is  an  interesting  and  democratic 
process.  R.  H.  K. 


^Editorial:  Immunization  Against  Tetanus  and 
Civilian  Defense,  J.  Tenn.  M.A.  44:438,  1951. 

'Editorial:  Tetanus  Immunization,  J.  Tenn.  M.A. 
49:24,  1956. 

* 

Special  Item 

The  medical  profession  as  well  as  those  in  med- 
ical education  have  realized  for  some  years  the 
losing  battle  of  enticing  qualified  students  into 
the  medical  schools.  The  lean  years  of  an  ex- 
pensive undergraduate  medical  education  and 
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graduate  training,  the  promise  of  an  immediate 
“good”  future  in  nonmedical  scientific  fields,  the 
loss  of  the  doctor’s  status  and  respect  in  the  com- 
munity due  to  vituperative  press  and  certain  pres- 
sure groups,  plus  the  uncertainties  of  possible 
governmental  interference  with  medical  practice 
as  we  know  it  now,  all  conspire  to  make  the 
young  man  think  twice  before  casting  his  lot  with 
the  followers  of  Aesculapius. 

The  Editor  bows  to,  and  compliments  the  acti- 
vators of  the  Future  Physicians’  Club  and  recom- 
mends this  move  for  all  good  citizens  of  this 
country. 

The  Future  Physicians'  Club 
Lawrence  L.  Cohen,  M.D.,  Memphis,  Tenn. 

Medicine  today  stands  at  the  crossroads  in 
the  mind  of  the  talented  high  school  stu- 
dent. He  is  torn  between  a desire  to  enter 
medicine  as  his  life’s  work  or  to  follow  the 
shining  bids  he  will  receive  from  other  sci- 
entific fields  and  from  big  business.  On  the 
one  hand  he  will  face  twelve  to  sixteen 
years  of  hard  work  and  sacrifice,  and  on  the 
other  the  promise  of  a scholarship  and  a se- 
cure position  when  his  education  is  com- 
pleted. 

The  Association  of  American  Medical 
Colleges  and  the  U.S.  Bureau  of  the  Cen- 
sus have  just  revealed  these  startling  fig- 
ures. In  1949,  with  the  population  of  the 
United  States  at  149.2  million,  24.4  students 
per  thousand  were  applying  to  medical 
schools  across  the  country.  In  1959,  with 
the  population  at  177.1  million,  only  15  stu- 
dents per  thousand  applied  to  medical 
school. 

One  does  not  have  to  be  a statistician  to 
realize  that  if  the  trend  continues,  we  shall 
face  a severe  physician  shortage  in  the  com- 
ing years.  This  is  the  basic  reason  the  “Fu- 
ture Physicians’  Club”  was  founded.  To 
put  it  in  the  words  of  the  vernacular,  I feel 
that  we  must  recruit  and  “sell”  medicine  as 
a career  to  these  talented  high  school  stu- 
dents in  direct  competition  to  other,  on  the 
surface,  more  promising  careers.  I believe 
that  every  dedicated  doctor  who  loves  his 
work  and  mankind,  should  be  a walking  one 
man  “Future  Physicians’  Club.” 

I would  like  to  tell  you  about  a program 
we  organized  in  Memphis,  in  the  early  fall 
of  1960.  I hope  other  clubs  of  this  type  will 
soon  follow  suit. 

As  an  active  member  of  the  Memphis 


Downtown  Kiwanis  Club,  my  first  step  was 
to  organize  a committee  which  became  a 
part  of  the  youth  vocational  guidance  pro- 
gram. The  local  medical  society,  the  Dean 
of  the  University  of  Tennessee  College  of 
Medicine,  and  the  superintendent  of  the  city 
schools,  heartily  endorsed  the  program.  My 
next  step  was  to  approach  the  students  in 
the  high  schools.  As  the  school  principals 
and  their  guidance  directors  approved  the 
program,  they  were  most  helpful  in  setting 
up  meetings  for  me.  At  the  present  time 
six  of  the  major  high  schools  are  repre- 
sented in  the  club,  with  an  enrollment  of 
approximately  one  hundred  students.  Fif- 
teen percent  of  the  group  are  girls.  The 
students  are  in  the  tenth,  eleventh,  and 
twelfth  grades.  The  members  have  been 
issued  membership  cards  and  at  each  meet- 
ing we  display  our  club  poster,  designed 
and  donated  by  a local  citizen. 

Our  meetings  are  held  on  the  first  and 
third  Wednesday  of  each  month  between 
four  and  six  o’clock  in  the  conference  room 
of  the  Baptist  Memorial  Hospital.  Lectures 
are  given  the  first  hour  and  demonstrations 
the  second  hour.  We  have  tried  to  make 
the  programs  similar  to  the  teaching  pro- 
grams of  a medical  school.  The  guest 
speaker  uses  slides,  motion  pictures,  or  pa- 
tients to  illustrate  his  topic.  Thus  far,  we 
have  had  all  of  the  surgical  and  medical 
specialties  represented  as  lecturers.  For  the 
second  hour,  the  group  is  divided  into  four 
sections.  They  are  then  taken  on  tours 
through  the  blood  bank,  the  x-ray  depart- 
ment, the  laboratory,  the  orthopedic  cast 
rooms,  ward  rounds,  and  into  the  operating 
rooms  to  see  actual  operations.  The  tours 
are  led  by  surgical  and  medical  residents. 

The  group  recently  saw  a film  produced 
by  the  American  Medical  Association  “I 
Am  a Doctor,”  which,  I might  add,  is  an  ex- 
cellent film.  It  may  be  ordered  by  writing 
directly  to  the  American  Medical  Associa- 
tion. They  will  also  send  other  career  ma- 
terial to  you.  Other  films  that  have  been 
shown  to  the  group  are  the  following — 
“Esophageal  Resection  and  Reconstruction,” 
“Aortic  Artery  Grafts,”  “Vein  Graft  Oper- 
ations for  Deafness  of  Otosclerosis,”  “Su- 
perior Maxillary  Sinus  Resection,”  and  the 
prominent  operations  in  plastic  surgery.  The 
medical  demonstrations  have  included  elec- 
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trocardiograms,  Drinker-Collins  (iron- 
lung),  a trip  through  the  cardiopulmonary 
laboratory  and  class  demonstrations  of  a 
child  suffering  from  muscular  dystrophy. 

The  response  of  the  students  has  been 
amazing.  This  summer  we  have  arranged 
jobs  for  the  senior  students  at  the  local  hos- 
pitals to  help  finance  their  medical  educa- 
tion and  we  hope  in  the  future  to  arrange  a 
scholarship  fund  for  deserving  students. 
From  the  interest  shown  thus  far,  I believe 
“Future  Physicians’  Clubs”  throughout  the 
United  States  might  well  be  the  stimulus  to 
improve  the  quality  and  quantity  of  Amer- 
ican Medicine. 


Dr.  William  Wesley  Wilkerson,  Jr.,  63,  Nash- 
ville, died  March  14th  at  his  home.  He  had  been 
ill  for  nine  months.  Dr.  Wilkerson  was  founder 
of  the  Bill  Wilkerson  Hearing  and  Speech  Center 
in  Nashville.  In  1948  he  was  President  of  the 
Nashville  Academy  of  Medicine. 

Dr.  Halbert  Robinson,  74,  Loudon,  died  March 
24th  at  Bacon  Hospital  after  a long  illness. 

Dr.  George  Gartly,  85,  formerly  of  Memphis, 
died  on  March  23rd  in  Orlando,  Florida.  He  was 
co-founder  of  the  Gartly-Ramsay  Hospital. 

Dr.  Randolph  Armistead  Cate,  44,  Gallatin,  died 
March  12th  at  his  home.  He  was  medical  direc- 
tor of  the  Sumner  County  Health  Department. 

Dr.  Robert  Griffin  Latimer,  Sr.,  70,  Union  City, 
died  March  23rd  at  Obion  County  General  Hos- 
pital. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Chattanooga-Hamilton  County 
Medical  Society 

The  Society  conducted  its  regular 
monthly  meeting  on  April  4th  in  the  Inter- 
state Building.  The  scientific  program  con- 
sisted of  papers  delivered  by  three  mem- 
bers. “Advances  in  the  Surgical  Treatment 
of  Deafness”  was  presented  by  Dr.  Charles 
H.  Alper.  “Medical  Management  of  Occlu- 
sive Diseases  of  the  Arteries”  was  the  title 
of  the  paper  given  by  Dr.  E.  Wayne  Gilley. 

A case  report  “Benadryl  Intoxication  Se- 
vere— Poison  Prevention  Aspects  Plus  Re- 
view Benadryl  Pharmacology”  was  pre- 
sented by  Dr.  James  H.  Spaulding. 


Greene  County  Medical  Society 

The  Society  conducted  its  monthly  meet- 
ing at  the  Elks  Club  on  April  4,  1961.  In 
the  business  portion  of  the  meeting,  Dr. 
Gibson,  Legislative  Chairman,  gave  a re- 
port on  the  final  phase  of  the  medical  ex- 
aminer bill,  passed  by  the  General  Assem- 
bly. A report  was  rendered  by  Dr.  Fox, 
President,  on  the  current  functions  of  the 
local  cancer  society. 

Dr.  Fox  reviewed  a news  story  by  the 
Tennessee  State  Medical  Association  which 
constituted  a rebuttal  against  the  charges 
made  in  a national  broadcast  by  Abraham 
Ribicoff,  Secretary  of  Health,  Education, 
and  Welfare,  in  which  he  accused  the  na- 
tion’s doctors  of  misleading  the  American 
public  when  they  labeled  the  Kennedy  ad- 
ministration medical  care  program  as  so- 
cialized medicine. 

The  scientific  session  of  the  meeting  con- 
sisted of  the  showing  of  a film  entitled  “In- 
filtration Anesthesia  in  Obstetrics.” 

Memphis-Shelby  County  Medical  Society 

The  society  met  for  its  monthly  meeting 
in  the  auditorium  of  the  Institute  of  Pa- 
thology Building  on  February  7,  1961.  After 
a brief  business  session  and  announcements, 
the  scientific  program  was  introduced  by 
Dr.  Robert  McBurney.  Dr.  McBurney  pre- 
sented Dr.  Burt  Friedman  who  then  intro- 
duced the  speaker  of  the  evening,  Dr. 
Carleton  B.  Chapman,  Professor  of  Medicine 
at  the  University  of  Texas  Southwestern 
Medical  School,  who  spoke  on  “Diseases  of 
the  Mitral  Valve  with  Demonstration  of 
Valvular  Disease  by  Cinefluorographic 
Technique.”  Dr.  Chapman  gave  a most  in- 
spiring report  on  his  work  in  this  field  and 
showed  impressive  slides  and  films  of  his 
studies. 

White  County  Medical  Society 

Dr.  and  Mrs.  Charles  Mitchell  entertained 
members  of  the  White  County  Medical  So- 
ciety and  their  wives  at  a covered  dish  sup- 
per at  their  home  in  Sparta  on  March  27th. 

Northwest  Tennessee  Academy 
of  Medicine 

More  than  55  doctors,  members  of  the  So- 
ciety attended  with  their  wives  and  guests, 
a dinner  given  recently  in  their  honor  by 


May,  1961 


NATIONAL  NEWS 


169 


the  Society  Auxiliary  on  the  25th  anniver- 
sary of  the  establishment  of  Doctor’s  Day. 

Marshall  County  Medical  Society 

The  Society  held  its  regular  monthly 
meeting  at  the  Southland  on  March  21st. 
Dr.  Hoyt  Harris  gave  a paper  on  “The  Sur- 
gical Treatment  of  the  Rupture  of  Peptic 
Ulcers,”  reviewing  the  history  of  surgical 
treatment  of  this  condition  from  1881  to 
the  present  time. 

John  Sevier  Chapter 

Tennessee  Academy  of  General  Practice 

The  John  Sevier  Chapter  of  the  Tennes- 
see Academy  of  General  Practice  heard  Dr. 
John  Armstrong,  Somerville,  state  presi- 
dent, at  a meeting  in  Greeneville  on  March 
18th.  Dr.  Armstrong’s  subject  was  “New 
Frontier  in  Medicine.” 


NATIONAL  NEW 


Relationships  with  Institutions 

Guides  Adopted  by  AMA  in  1951  Are 
Reaffirmed  and  Declaration  Made  That 
Actions  Taken  Subsequently  Are  Not 
Inconsistent  with  Principles 

“Guides  for  the  Conduct  of  Physicians  Re- 
lationships with  Institutions”  adopted  by 
the  American  Medical  Association  in  1951 
were  reaffirmed  by  the  House  of  Delegates 
at  the  recent  AMA  meeting  at  Miami 
Beach  and  it  was  agreed  by  the  House  that 
all  actions  on  this  subject  which  have  taken 
place  since  the  1951  action  “are  not  incon- 
sistent with  these  guides  but  instead  repre- 
sent interpretation  or  efforts  to  clarify  the 
guides  for  practical  application.” 

In  the  course  of  taking  this  action,  the 
House  of  Delegates  adopted  a report  on  the 
subject  submitted  by  the  Council  on  Medi- 
cal Service,  reading  in  part  as  follows: 

(Text  of  Report) 

“At  the  1959  Clinical  Session  of  the 
AMA  House  of  Delegates  in  Dallas  last 
December,  twelve  resolutions  concerning 
physician-hospital  relations  were  intro- 
duced. These  resolutions  in  the  main  called 
for  a reaffirmation  of  the  Guides  for  the 
Conduct  of  Physicians  in  Relationships  with 


Institutions  adopted  by  the  House  of  Dele- 
gates in  December,  1951  and  since  re- 
affirmed on  several  occasions. 

“The  1951  Guides  suggested  the  following 
general  principles  to  individual  physicians, 
component  medical  societies  and  constituent 
medical  associations  as  a basis  for  adjusting 
controversies,  pointing  out,  however,  that 
they  were  to  be  qualified  to  the  extent  re- 
quired by  the  applicability  of  one  or  more 
of  the  many  factors  mentioned  in  the  body 
of  the  Guides: 

“1.  A physician  should  not  dispose  of  his 
professional  attainments  or  services  to 
any  hospital,  corporation  or  lay  body  by 
whatever  name  called  or  however  organ- 
ized under  terms  or  conditions  which  per- 
mit the  sale  of  the  services  of  that  physi- 
cian by  such  agency  for  a fee. 

“2.  Where  a hospital  is  not  selling  the 
services  of  a physician,  the  financial  ar- 
rangements if  any  between  the  hospital 
and  the  physician  properly  may  be  placed 
on  any  mutually  satisfactory  basis.  This 
refers  to  the  remuneration  of  a physician 
for  teaching  or  research  or  charitable 
services  or  the  like.  Corporations  or 
other  lay  bodies  properly  may  provide 
such  services  and  employ  or  otherwise 
engage  doctors  for  these  purposes. 

“3.  The  practice  of  anesthesiology,  pathol- 
ogy, physical  medicine  and  radiology  are 
an  integral  part  of  the  practice  of  medi- 
cine in  the  same  category  as  the  practice 
of  surgery,  internal  medicine  or  any  other 
designated  field  of  medicine. 

(Study  Authorized) 

“These  twelve  resolutions  as  noted  in  the 
first  paragraph,  were  referred  to  the  Refer- 
ence Committee  on  Insurance  and  Medical 
Service.  It  recommended  that  none  of  the 
resolutions  be  adopted  but  that  the  House 
of  Delegates  reaffirm  the  1951  Guides  as  its 
policy  on  hospital-physician  relations  and 
that  ‘all  subsequent  or  inconsistent  actions 
be  considered  superseded.’  The  Reference 
Committee  further  recommended  that  the 
Council  on  Medical  Service  review  this 
matter  to  ascertain  if  there  have  been  ac- 
tions inconsistent  with  the  1951  Guides  and 
that  the  Council  report  its  findings  to  the 
House  at  the  earliest  practical  time.  The 


170 


NATIONAL  NEWS 


May,  1961 


report  to  the  Reference  Committee  was 
adopted. 

(Report  of  1953) 

“The  Committee  on  Medical  Facilities  of 
the  Council  on  Medical  Service  has  re- 
viewed in  detail  the  subject  of  physician- 
hospital  relations  with  particular  reference 
to  official  Association  pronouncements  in 
this  field.  It  finds  that  in  June,  1953,  the 
House  approved  the  Report  of  the  Joint 
Committee  on  Hospital-Physician  Relation- 
ships of  the  Boards  of  Trustees  of  the  Amer- 
ican Medical  Association  and  the  American 
Hospital  Association.  This  report  stated 
‘the  right  of  an  individual  to  develop  the 
terms  of  his  service  on  the  basis  of  local 
conditions  and  needs  is  recognized,  but  such 
contractual  arrangements  should  in  all 
cases  ensure  (a)  the  operation  of  profes- 
sional incentive  for  the  physician,  and  (b) 
progressive  development  of  the  hospital  de- 
partments involved,  in  order  that  increas- 
ingly improved  services  to  patients  may  be 
rendered.  Moreover,  a physician  shall  not 
dispose  of  his  professional  attainments  or 
services  to  any  hospital,  lay  body,  organiza- 
tion, group  or  individual  by  whatever  name 
called  or  however  organized,  under  terms 
of  conditions  which  permit  exploitation  of 
the  patient,  the  hospital  or  the  physician. 

(Letter  from  Judicial  Council) 

“In  September,  1953  the  Chairman  of  the 
Association’s  Judicial  Council  answered  an 
inquiry  regarding  physician-hospital  rela- 
tions. The  answer,  based  principally  on  an 
interpretation  of  the  Principles  of  Medical 
Ethics,  stated  that  it  was  not  the  sense  or 
intent  of  the  Principles  ‘to  establish  as  eth- 
ical or  to  proscribe  as  unethical  any  partic- 
ular financial  arrangement — any  term  or 
condition — by  which  a physician  disposes 
of  his  professional  attainments  or  services.’ 
. . . The  letter  also  stated  that  the  Principles 
of  Medical  Ethics  ‘proscribe  not  one,  not  the 
most  flagrant  but  every  act  which  permits 
the  professional  attainments  and  services  of 
a physician  to  be  exploited  for  the  financial 
profit  of  any  agency — for  all  such  acts  are 
detrimental  to  the  welfare  of  the  patient 
and  the  good  of  the  profession. 

(Reference  in  New  Code  of  Ethics) 

“In  June  1957  the  House  of  Delegates 


adopted  a revised  edition  of  the  Principles 
of  Medical  Ethics.  The  Reference  Commit- 
tee on  Amendments  to  the  Constitution  and 
Bylaws,  which  considered  the  revised  edi- 
tion and  recommended  their  adoption  to 
the  House,  took  special  notice  of  the  1951 
Guides  and  quoted  at  length  from  them  in 
its  report.  It  was  recommended  in  the  Ref- 
erence Committee’s  report  that  the  House 
accept  and  approve  the  1957  edition  of  the 
principles  and  at  the  same  time  reaffirm  the 
1951  Guides.  The  1957  edition  of  the  Prin- 
ciples of  Medical  Ethics  was  adopted  and 
the  1951  Guides  were  reaffirmed  simultane- 
ously.” 

The  Month  in  Washington 
(From  the  AMA  Washington  Office) 

The  seriousness  of  the  national  problem 
of  mental  illness  was  emphasized  on  three 
fronts  recently  in  the  nation’s  capital.  First, 
the  Joint  Commission  on  Mental  Illness  and 
Health  reported  on  a comprehensive  five- 
year  study  of  the  overall  problem.  Second, 
another  special  government  advisory  com- 
mittee recommended  smaller  community- 
sized mental  institutions  after  a two-year 
study  of  facilities  for  care  of  the  mentally 
ill.  Third,  a Senate  subcommittee  held 
hearings  on  the  constitutional  rights  of 
mental  patients. 

The  Joint  Commission  recommended 
sweeping  reforms  in  the  treatment  of  men- 
tal illness  as  well  as  expanded  and  im- 
proved facilities.  It  said  some  gains  had 
been  made  in  the  past  10  years  but  that  the 
need  for  adequate  facilities  for  humane, 
healing  treatment  of  the  mentally  ill  is  still 
largely  unmet. 

More  than  half  of  the  patients  in  state 
mental  hospitals  do  not  receive  any  treat- 
ment, largely  because  of  inadequate  facili- 
ties, the  commission  said.  The  Commission 
recommended  that  government  spending  at 
all  levels — federal,  state  and  local — for  pub- 
lic mental  patient  services  be  stepped-up  in 
the  next  decade  from  the  present  $1  billion 
a year  to  $3  billion  a year.  Another  recom- 
mendation was  that  there  be  a fully-staffed, 
full-time  mental  health  clinic  for  each 
50,000  of  population. 

The  commission,  which  was  created  in 
1955  by  a special  act  of  Congress,  had  45 
members  representing  every  national  asso- 
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ciation  and  non-government  agency  con- 
cerned with  mental  health.  The  American 
Psychiatric  Association  and  the  American 
Medical  Association  had  the  leadership  in 
setting  up  the  commission. 

The  government  advisory  committee, 
composed  of  12  state  Hill-Burton  and  men- 
tal health  authorities,  recommended  that 
states  concentrate  on  smaller  community  or 
regional  facilities  “offering  a wide  spectrum 
of  services.” 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  Public  Health  Service,  urged  state  gov- 
ernors to  use  the  advisory  committee’s  rec- 
ommendations as  guide-lines  for  improving 
mental  health  facilities. 

The  Senate  Constitutional  Rights  Sub- 
committee heard  from  Dr.  Winfred  Over- 
holser  that  there  is  no  foundation  to  charges 
that  many  Americans  are  “railroaded”  into 
mental  hospitals.  Dr.  Overholser  is  super- 
intendent of  St.  Elizabeths  Hospital,  large 
federal  mental  institution  in  Washington, 
D.  C. 

Dr.  Lauren  H.  Smith,  vice  chairman  of 
the  AMA’s  Council  on  Mental  Health,  told 
the  subcommittee  that  the  AMA’s  future 
program  in  the  field  will  include  emphasis 
on  more  use  of  psychiatry  in  geriatrics,  pe- 
diatrics and  medical  education,  both  at  stu- 
dent and  postgraduate  levels. 

Other  activities  planned  for  the  AMA 
program  include  closer  coordination  of  ac- 
tivities of  the  AMA  council  and  correspond- 
ing committees  of  state  medical  societies. 

* 

The  Food  and  Drug  Administration,  after 
the  government  filed  suit  against  two  drug 
firms  for  counterfeiting,  reported  that  an 
extensive  investigation  showed  that  there 
is  still  relatively  little  counterfeiting  of 
drugs. 

Of  2,700  samples  of  drugs  collected  from 
900  drugstores  in  the  first  three  months  of 
this  year,  only  nine  were  found  to  be  coun- 
terfeit. 

FDA  Commissioner  George  P.  Larrick 
said  he  expected  the  problem  of  counterfeit 
drugs  to  continue  because  of  the  lure  of 
easy  profits.  But  he  said  results  of  the  in- 
vestigation supported  the  FDA  view  that 
“the  facts  to  date  do  not  warrant  disturbing 


sick  people  about  the  quality  of  medications 
that  they  have  been  taking.” 

In  the  counterfeiting  suit,  General  Phar- 
macal  Co.,  Hoboken,  N.  J.,  and  Lowell  Pack- 
ing Co.,  Long  Island,  N.  Y.,  and  eight  offi- 
cials of  the  two  firms  were  charged  with 
manufacturing  counterfeit  tranquilizers,  di- 
uretics, weight  reducers  and  other  drugs 
and  selling  them  to  drugstores  in  six  states. 
The  Justice  Department  charged  that  the 
companies  put  markings  on  pills  making 
them  appear  like  other  trade-marked 
brands. 

* 

FDA  ordered  manufacturers,  effective 
May  27,  to  supply  samples  of  new  drugs  for 
testing  by  the  government  agency  prior  to 
clearance  for  sale.  In  the  past,  the  FDA 
has  relied  largely  on  scientific  data  supplied 
by  the  manufacturers  themselves  in  clear- 
ing a new  drug  as  being  safe  for  sale.  The 
FDA  tested  the  drugs  only  on  a limited  and 
occasional  basis  and  after  they  had  been 
put  on  the  market. 

* 

The  government  is  spending  $4.1  billion  a 
year  in  the  health  field,  a Senate  Govern- 
ment Operations  Subcommittee  reported. 
In  the  most  detailed  report  of  its  kind  ever 
published  by  a governmental  group,  the 
Subcommittee,  headed  by  Sen.  Hubert  H. 
Humphrey  (D.,  Minn.),  noted  that  $1.1  bil- 
lion of  the  total  cares  for  sick  members  of 
the  armed  forces  and  their  dependents  in 
hospitals.  The  tab  for  Civil  Service  work- 
ers’ sick  leave  totals  $315  million  a year. 
About  $650  million  a year  is  spent  on  medi- 
cal research,  with  most  of  this  carried  out 
by  the  National  Institutes  of  Health  and 
the  Veterans  Administration. 

* 

The  government  ordered  250  physicians 
drafted  this  year  due  to  the  failure  of 
enough  interns  to  sign  up  for  military  serv- 
ice. It  is  the  first  physicians  draft  in  four 
years.  All  of  the  draftees  will  be  assigned 
to  the  Air,Force.  A department  spokesman 
said  the  draft  call  would  not  prevent  indi- 
vidual physicians  finishing  internship  this 
year  from  volunteering  for  Air  Force  med- 
ical duty. 
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Hill-Burton  Projects  in  Tennessee 

The  Department  of  HEW  reports  that  as 
of  January  31,  1961,  the  status  of  all  Hill- 
Burton  grants  for  Tennessee  are  as  follows: 
Parkview  Hospital,  Dyersburg — 34  addi- 
tional beds  to  be  added  at  an  estimated  cost 
of  $388,400. 

Warren  County  Hospital  at  McMinnville, 
54  additional  beds  at  an  estimated  cost  of 
$1,000,000. 

Projects  completed  and  in  operation  num- 
ber 123  at  a total  cost  of  $85,785,598.00  in- 
cluding federal  contribution  of  $32,928,- 
925.00  and  supplying  4,403  additional  beds. 

Under  construction  are  32  projects  at  a 
total  cost  of  $30,810,233.00  including  a fed- 
eral contribution  of  $14,127,280.00  and  de- 
signed to  supply  1,417  additional  beds. 

Approved,  but  not  yet  under  construction 
(including  above),  are  9 projects  at  a total 
cost  of  $5,081,039.00  including  $2,084,541.00 
federal  contribution  and  designed  to  supply 
205  additional  beds. 

Medical  World  News  Editor  Speaks 
In  Memphis 

Dr.  Morris  Fishbein,  editor  of  Medical 
World  News,  spoke  on  the  subject  “Fifty 
Years  of  Medical  Progress”  before  the 
Memphis  Executives  Club  at  the  Peabody 
Hotel  on  March  30th. 

Cardiac  Nursing  Parley  Conducted 
In  Nashville 

An  all-day  cardiac  nursing  conference 
was  conducted  at  the  Baptist  Hospital  in 
Nashville,  with  Dr.  F.  Tremaine  Billings 
giving  the  principal  address.  The  meeting 
was  sponsored  by  the  Middle  Tennessee 
Heart  Association  in  cooperation  with  the 
North  Central  Tennessee  League  for  Nurs- 
ing. Dr.  Billings  discussed  “Medical  As- 
pects of  Coronary  Artery  Disease.”  The 
meeting  was  held  on  March  30th. 

Oak  Ridge  Medical  Seminar 

Eighteen  medical  doctors  have  completed 
the  Seventh  preclinical  seminar  at  ORINS 
Medical  Division.  The  seminar  was  held 
during  the  week  of  March  27th.  Physicians 


from  throughout  the  nation  attended  the 
seminar. 

State  Has  Trouble  Hiring  Pathologist 

State  Health  Commissioner,  Dr.  R.  H. 
Hutcheson,  states  that  he  is  having  trouble 
finding  a physician  to  head  the  Health  De- 
partment’s newly  authorized  postmortem 
examination  division  as  chief  medical  ex- 
aminer. 

He  said  he  wishes  a pathologist  for  the 
position,  which  will  pay  $13,740  a year  at 
the  beginning. 

The  postmortem  examination  division 
was  authorized  by  a 1961  legislative  act 
which  also  set  up  procedures  for  naming 
medical  examiners  in  all  but  two  Tennes- 
see counties.  Davidson  and  Marion  Coun- 
ties were  exempted. 

Dr.  Hutcheson  stated  that  the  new  divi- 
sion will  begin  operation  July  1 regardless 
of  whether  a staff  has  been  hired  by  that 
date. 

Health  Center  Dedication 

Dr.  R.  H.  Hutcheson,  State  Health  Com- 
missioner, was  the  principal  speaker  at 
ceremonies  dedicating  the  new  city-county 
health  center  in  Chattanooga.  The  dedica- 
tion occurred  on  April  16th. 

University  of  Tennessee  College 
of  Medicine 

Dr.  Guy  T.  Barry,  professor  of  research 
and  bacteriology  at  University  of  Tennessee 
Memorial  Research  Center  in  Knoxville  has 
been  invited  to  present  a seminar  to  the 
staff  of  National  Institutes  of  Health  in 
Bethesda,  Maryland. 

* 

Dr.  Cyrus  C.  Erickson,  professor  of  pa- 
thology, moderated  a joint  session  of  mem- 
ber societies  of  the  Federation  of  American 
Societies  for  Experimental  Biology  recently 
in  Atlantic  City. 

* 

The  University  of  Tennessee  Medical 
Units  observed  “Student  Health  Career 
Day”  on  April  14th  with  selected  students 
from  98  high  schools  from  19  West  Tennes- 
see counties  attending. 

* 

A postgraduate  course  for  doctors  in  an- 
esthesia was  recently  presented  at  the  John 
Gaston  Hospital.  Guest  lecturers  included 
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Dr.  Charles  M.  Barbour  of  Hartford  Hospi- 
tal, Hartford,  Connecticut  and  Dr.  Evan  L. 
Frederickson,  University  of  Kansas  Medical 
Center,  Kansas  City. 

* 

Dr.  Leo  G.  Horan,  New  Orleans,  has 
joined  the  staff  as  an  associate  professor  in 
medicine. 

+ 

The  College  of  Medicine  has  been 
awarded  $10,000  by  the  Rockefeller  Founda- 
tion as  continuing  support  for  a collabora- 
tive program  of  teaching  and  research  in 
physiologic  sciences. 

M 

Dr.  Eleanor  Humphreys  Grandjean,  as- 
sistant professor  of  pathology,  died  on 
March  22nd  at  age  29. 

Vanderbilt  University  School 
of  Medicine 

The  Vanderbilt  University  School  of 
Medicine  has  announced  the  appointment 
of  Dr.  Robert  W.  Noyes  of  the  Stanford 
University  School  of  Medicine,  as  professor 
and  head  of  the  department  of  obstetrics 
and  gynecology.  Dr.  Noyes,  now  associate 
professor  at  Stanford  University,  will  as- 
sume his  new  duties  on  October  1.  He  suc- 
ceeds Dr.  Frank  E.  Whitacre,  who  resigned 
recently  to  become  chief  of  obstetrics  and 
gynecology  at  Nashville  General  Hospital. 
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Dr.  George  E.  Murray,  Knoxville,  has  been 
certified  as  a diplomate  by  the  American  Board 
of  Urology. 

Dr.  Abner  Glover,  Jr.,  Knoxville,  recently  dis- 
cussed the  subject  “Cancer”  at  the  Tennessee 
Nurses  Association  district  meeting. 

Dr.  Clarence  Shaw,  Chattanooga,  spoke  on  the 
subject  “Skin  Deep  Facts  and  Fancies,”  at  a meet- 
ing of  the  B’noth  Sholom  Sisterhood. 

Dr.  Alfred  D.  Mason,  Memphis,  has  been  in- 
stalled as  President  of  the  Southeastern  Section 
of  the  American  Urological  Association. 

Dr.  Matthew  Walker,  Nashville,  recently  ad- 
dressed the  members  of  the  Providence  Elemen- 
tary School  PTA. 

A guest  speaker  before  the  North  Side  Kiwanis 
Club  at  Knoxville,  was  Dr.  John  Burkhart  who 
spoke  on  the  subject  “Your  Heart.” 

Dr.  Maxwell  Ernest  Huff,  Oneida,  is  now  asso- 
ciated with  the  Thompson-Leeds  Clinic  in  Oneida. 

Dr.  C.  W.  Kimsey,  Dr.  John  Paul  Carter  and 


Dr.  W.  R.  Fowler,  all  of  Chattanooga,  recently 
participated  as  speakers  on  a panel  at  the  meet- 
ing of  the  Brainerd  Kiwanis  Club  in  Chattanooga. 

Dr.  McChesney  Goodall,  Knoxville,  has  been 
named  a director  of  the  Knoxville  Chamber  of 
Commerce. 

Dr.  Amos  Christie,  Nashville,  was  the  key 
speaker  at  a recent  meeting  of  the  staffs  of  Er- 
langer  and  Children’s  hospitals  in  Chattanooga. 

Dr.  James  G.  Hughes,  Memphis,  gave  the  first 
Samuel  D.  Edelman  Lecture  at  the  Ohio  State 
University  College  of  Medicine,  Columbus. 

Dr.  Ralph  R.  Braund,  Memphis,  was  the  recent 
speaker  to  the  Chester  County  citizens  in  Hen- 
derson. 

Dr.  Robert  D.  Jones,  Jr.,  Dyersburg,  has  be- 
come associated  with  Dr.  P.  B.  Widdis  in  his 
clinic  at  Newbern. 

Dr.  John  S.  Burell  is  now  associated  with  Dr. 
John  C.  Pryse  in  the  practice  of  medicine  and 
surgery  in  LaFollette. 

Dr.  Harwell  Wilson,  Memphis,  gave  the  Elkin 
Memorial  Lecture  at  Emory  University  in  Atlanta. 

Dr.  Howell  H.  Sherrod,  Johnson  City,  has  been 
elected  president  of  the  Tennessee  State  Ortho- 
pedic Society.  Other  officers  are  Dr.  Merritt  B. 
Shobe,  Kingsport,  vice  president;  and  Dr.  Robert 
Strang,  Kingsport,  secretary-treasurer. 

Dr.  George  K.  Henshall,  Chattanooga,  recently 
was  the  guest  speaker  before  the  Occupational 
Health  Nurses  of  the  Chattanooga  area. 

Dr.  Laurence  Grossman,  Nashville,  recently 
participated  in  discussions  on  “Medical  Care  for 
the  Aged”  before  the  Adult  Cultural  Committee 
of  the  Jewish  Community  Center  in  Nashville, 
and  also  on  a panel  discussing  the  same  subject 
before  the  Senior  Citizens  Center  in  Nashville. 

Dr.  Samuel  Binder,  Chattanooga,  recently  ad- 
dressed the  Chattanooga  Society  of  X-Ray  Tech- 
nicians. 

Dr.  D.  L.  Brint,  Bolivar,  is  the  new  president 
of  the  Rotary  Club  of  Bolivar. 

Dr.  R.  H.  Kampmeier,  Nashville,  gave  the  Syd- 
enstricker  Lecture  at  the  University  of  Georgia 
Medical  School,  Augusta. 

Dr.  E.  Converse  Peirce,  II,  Knoxville,  addressed 
the  Medical  Assistants  Society  on  the  subject 
“Open  Heart  Surgery.” 

Dr.  Alex  Carabia,  formerly  of  Huntington, 
West  Virginia,  has  been  appointed  pathologist 
and  director  of  laboratories  at  the  Oak  Ridge 
Hospital. 

Dr.  Edwin  F.  Chobot,  Jr.,  Chattanooga,  recently 
addressed  the  Chattanooga  Kiwanis  Club. 

Dr.  Joseph  C.  Mobley,  Memphis,  has  been 
elected  to  a high  office  in  the  Masonic  Order.  He 
is  the  most  illustrious  grand  master  of  the  Grand 
Council  of  the  Royal  and  Select  Masters  of  Ten- 
nessee. 

Dr.  Harmon  L.  Monroe,  Erwin,  recently  spoke 
at  the  meeting  of  the  Bristol  Association  of  Life 
Underwriters.  Dr.  Monroe  has  also  addressed  the 
Upper  East  Tennessee  Public  Health  Workers  As- 
sociation, at  Johnson  City. 

Dr.  G.  Daniel  Copeland,  Memphis,  has  been  se- 
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lected  for  an  award  by  the  John  and  Mary  R. 
Markle  Foundation. 

Dr.  Louis  Rosenfeld,  Nashville,  has  been  named 
Chairman  of  the  June  reunions  of  Vanderbilt 
School  of  Medicine  alumni. 

Dr.  Stanley  D.  Wheeler,  Chattanooga,  has  re- 
turned to  that  city  and  is  acting  medical  director 
of  the  Wildwood  Sanitarium  and  Hospital. 

Dr.  Alvin  J.  Ingram,  Memphis,  was  a recent 
guest  speaker  at  the  meeting  of  the  Visiting 
Nurses  Association.  His  subject  was  “Post  Hos- 
pital Care  in  the  Home.” 

Dr.  Dillard  Sholes,  Elizabethton,  has  been 
elected  president  of  the  Carter  County  Unit  of 
the  American  Cancer  Society. 

Dr.  George  Livermore,  Jr.,  Memphis,  was  a re- 
cent guest  speaker  before  the  Woman’s  Auxiliary 
to  the  Memphis  and  Shelby  County  Medical  So- 
ciety. 

Dr.  Bruce  B.  Bellomy,  Knoxville,  has  been  ap- 
pointed director  of  pathology  and  laboratories  at 
Presbyterian  Hospital. 

Dr.  Charles  L.  Suggs  and  Dr.  Gus  J.  Vlasis, 

Chattanooga,  were  recent  participants  on  a radio 
and  TV  program  in  Chattanooga  sponsored  by  the 
Chattanooga-Hamilton  County  Health  Council. 

Dr.  Glenn  E.  Horton,  Memphis,  has  been  re- 
cently elected  to  Associate  Fellowship  of  the 
American  College  of  Allergy. 
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Ophthalmology  and  Otolaryngology 
Section  of  Southern  Medical  Association 

The  section  of  Ophthalmology  and  Otolaryn- 
gology of  the  Southern  Medical  Association  an- 
nounces that  they  are  now  accepting  papers  by 
physicians  of  either  specialty  living  in  the  area 
of  the  Southern  Medical  Association  for  consid- 
eration for  presentation  at  the  next  annual  meet- 
ing to  be  held  in  Dallas,  Texas,  from  November 
6-9,  1961.  The  paper  or  an  abstract  of  the  paper 
may  be  sent  directly  to  the  Secretary,  Dr.  Albert 
C.  Esposito,  Suite  1212,  First  Huntington  National 
Bank  Building,  Huntington,  West  Virginia. 

Postgraduate  Day  in  Radiology  at 
Vanderbilt  University  School  of  Medicine 

The  Department  of  Radiology  is  offering  a one- 
day  course  on  Thursday,  June  8,  to  be  held  at 
Vanderbilt  University  Hospital,  beginning  at  9 
a.m.,  on  the  topic  “Troubleshooting  Your  X-ray 
Problems.”  Subjects  to  be  covered  will  include 
radiation  safety,  film  processing  problems,  prob- 
lems of  specific  interest  to  the  orthopedist,  and 
“troubleshooting”  x-ray  problems  in  neurosurgi- 
cal conditions.  Special  consideration  will  be  given 
x-ray  problems  dealing  with  the  chest  and  gastro- 
intestinal tract  as  well  as  pediatrics. 

The  course  is  approved  for  7 hours  of  Category 
I credit  by  the  American  Academy  of  General 


Practice.  Tuition  is  $15.00,  which  includes  the 
luncheon.  For  further  information  address  the 
Department  of  Postgraduate  Instruction,  Vander- 
bilt University  School  of  Medicine,  Nashville. 

Physicians  Recently  Licensed  in  Tennessee 

McKinney,  Garland  Y.,  Jr.,  Clarksville 
King,  David  G.,  Memphis 
Burrell,  John  S.,  Knoxville 
Beavers,  Aaron  L.,  Jr.,  Memphis 
Forsythe,  John  T.,  Tulsa,  Okla. 

Holman,  Richard  E.,  Richmond,  Va. 

Hunt,  Kenneth  D.,  Nashville 
Morris,  George  A.,  Ill,  Sheffield,  Ala. 

Caffey,  Shed  H.,  Memphis 
Holliday,  Thomas  L.,  Memphis 
Crowder,  Virgil  H.,  Jr.,  Lawrenceburg 
Magee,  James  B.,  Bristol 
Koenig,  Marshall  G.,  Nashville 
Lipsett,  Marie  F.,  Greeneville 
Ratton,  Robert  W.,  Memphis 
Swafford,  Owen,  Jr.,  Memphis 
Dimitri,  Elia  C.,  Johnson  City 

The  AMA's  "World's  Fair"  of 
Medicine — New  York 

The  American  Medical  Association’s  110th  an- 
nual meeting,  the  “world’s  fair  of  medicine,”  will 
bring  an  estimated  50,000  persons,  including 
25,000  physicians,  into  New  York  City,  June  25- 
30. 

The  five-day  convention,  biggest  of  its  kind  in 
the  world,  will  have  as  its  theme:  “Teamwork 
in  Medicine.” 

The  1961  meeting  will  mark  the  eighth  time 
that  the  A.M.A.  has  met  in  New  York.  The  last 
convention  there  was  in  1957  when  23,888  physi- 
cians registered. 

Technical  exhibits,  numbering  827,  and  more 
than  350  scientific  exhibits  largely  developed,  de- 
signed, and  manned  by  physicians  reporting  their 
research,  will  take  up  practically  every  inch  of 
New  York’s  big  Coliseum. 

The  AMA  meeting  will  open  formally  on  Sun- 
day, June  25,  with  a special  preview  luncheon 
and  showing  in  the  Coliseum  for  AMA  officers 
and  committee  chairmen,  members  of  the  Board 
of  Trustees,  representatives  of  the  Pharmaceuti- 
cal Manufacturers’  Association,  and  invited  guests. 
Registration  hours,  Monday  through  Thursday, 
will  be  from  8:30  a.m.  to  5:30  p.m.  and  until  12 
noon  on  Friday,  the  final  day. 

Doctor  Leonard  W.  Larson,  63-year-old  pathol- 
ogist and  clinic  executive  from  Bismarck,  North 
Dakota,  will  be  inaugurated  as  president  of  the 
AMA  at  8:30  p.m.  Tuesday,  in  the  Waldorf- 
Astoria  ballroom.  Doctor  Larson,  who  will  give 
his  inaugural  address  at  that  time,  succeeds  Doc- 
tor E.  Vincent  Askey,  Los  Angeles  surgeon.  A re- 
ception and  ball  will  be  held  afterwards. 

More  than  2,000  physicians  will  take  part  in 
the  AMA  scientific  program,  which  is  designed  to 
keep  doctors  abreast  of  what’s  new  in  medicine. 
Teaching  mediums  will  include  lectures,  sym- 
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posiums,  panel  discussions,  movies,  and  closed- 
circuit  television. 

More  than  300  physicians  will  deliver  lectures 
before  20  different  section  meetings.  Each  sec- 
tion represents  a specialty  in  medicine.  The 
section  meetings,  which  run  simultaneously,  will 
be  held  not  only  in  the  Coliseum,  but  also  in  ho- 
tels nearby;  the  Essex  House,  Barbizon  Plaza,  the 
Plaza,  Henry  Hudson,  and  the  Sheraton-Park. 

A highlight  of  the  scientific  program  will  be  a 
one-day  meeting  on  Monday,  sponsored  jointly 
by  the  AMA  and  the  American  College  of  Chest 
Physicians.  This  program  will  consist  of  sym- 
posiums, panel  discussions,  reading  of  scientific 
papers,  roundtable  luncheon  meetings,  and  “fire- 
side conferences”  where  physicians  gather  to  dis- 
cuss medical  problems  of  the  chest  informally. 

On  Tuesday,  the  AMA  will  sponsor  for  the  first 
time  a Research  Forum.  Participants  will  repre- 
sent a cross-section  of  every  medical  specialty. 
The  Forum  program,  representing  six  different 
sessions  with  more  than  200  participants,  also 
will  be  held  on  Wednesday  and  Thursday. 

The  AMA  Section  on  Otolaryngology  will  spon- 
sor courses  on  surgery  of  the  ear,  the  nose  and 
sinuses,  and  the  throat  for  the  visiting  doctors. 
The  program  will  be  repeated  three  times  on 
Thursday  with  attendance  at  each  session  limited 
to  50. 

High  blood  pressure  due  to  kidney  diseases  will 
be  the  topic  of  a combined  meeting  of  five  AMA 
sections:  general  practice,  urology,  general  sur- 
gery, internal  medicine,  and  pathology  and  phys- 
iology. This  program  will  be  held  in  the  Coliseum 
on  Wednesday  morning,  and  a similar  program 
dealing  with  diseases  of  the  colon  will  be  held 
in  the  afternoon.  This  meeting,  which  is  also 
sponsored  by  five  sections — preventive  medicine, 
gastroenterology  and  proctology,  radiology,  pa- 
thology and  physiology,  and  surgery — will  close 
with  a panel  discussion  by  all  participants. 

The  AMA  Section  on  Surgery  and  the  Section 
on  Physical  Medicine  will  hold  a combined  meet- 
ing with  the  American  Rheumatism  Association 
in  the  Coliseum  on  Thursday  with  an  entirely 


new  program  format.  The  program,  dealing  with 
rheumatoid  arthritis  will  include  a symposium,  a 
lecture,  a motion  picture  film,  and  “live”  color 
television,  sponsored  by  Smith,  Kline  & French 
Laboratories,  Philadelphia.  On  the  same  day,  the 
Section  on  Surgery  will  sponsor  a television  pro- 
gram showing  the  various  new  chemical  treat- 
ments for  cancer  of  the  bowel. 

Visiting  physicians  will  be  able  to  view  and 
study  the  largest  and  most  unusual  collection  of 
fresh  tissues  ever  assembled  at  a medical  meet- 
ing. All  New  York  hospitals  will  contribute  to 
this  educational  exhibit. 

Motion  pictures,  a vital  and  important  medium 
in  the  education  of  physicians,  will  play  a big 
scientific  role  at  the  AMA  meeting. 

Ralph  Creer,  director  of  medical  television  and 
motion  pictures  of  the  AMA,  said  more  than  50 
films  will  be  shown  throughout  the  week.  They 
will  cover  the  newest  developments  in  many 
branches  of  medicine.  The  U.S.  International 
Medical  Exhibit,  a world-wide  collection  of  out- 
standing medical  films,  will  be  featured. 

The  House  of  Delegates,  the  policy-making 
body  of  the  AMA,  will  meet  at  the  Statler-Hilton, 
the  headquarters  hotel,  at  10  o’clock  on  Monday 
morning. 

The  House,  patterned  very  much  like  the  Con- 
gress of  the  United  States,  consists  of  190  physi- 
cians from  constituent  or  state  medical  societies, 
plus  one  delegate  from  each  of  the  five  govern- 
ment services,  including  the  Army  and  Navy,  and 
one  delegate  from  each  of  the  20  scientific  sec- 
tions, a total  of  215  members. 


The  Kentucky  State  Medical  Association  an- 
nounces the  following  postgraduate  courses  to  be 
given: 

June  8,  Pediatrics,  Owensboro,  Kentucky 
June  15,  Chest  Diseases,  Louisville,  Kentucky 
July  13,  Medicine,  Harrodsburg,  Kentucky 
For  further  information  address  the  Postgrad- 
uate Medical  Education  Office,  104  W.  Chestnut 
Street,  Louisville  2,  Kentucky. 


BRAWNER’S  SANITARIUM,  INC. 

(Established  1910) 

2932  South  Atlanta  Road,  SMYRNA,  GEORGIA 

FOR  THE  TREATMENT  OF  PSYCHIATRIC  ILLNESSES 
AND  PROBLEMS  OF  ADDICTION 
Modern  Facilities 

Approved  by  Central  Inspection  Board  of  American  Psychiatric  Association 
and  the  Joint  Committee  on  Accreditation 
Jas.  N.  Brawner,  Jr.,  M.D. 

Medical  Director 

Phone  HEmlock  5-4486 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  to  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 31  year  old  married  physician  desires  clinical 
practice  in  general  surgery  in  Tennessee  commu- 
nity of  25,000  or  over.  Tennessee  license;  resi- 
dency. Catholic.  Graduate  University  of  Ten- 
nessee. Available  immediately.  LW-372 


A 26  year  old  single  general  practitioner  desires 
to  locate  in  middle  or  west  Tennessee  community 
of  5,000-10,000.  Will  consider  clinical  practice. 
Methodist.  Graduate  University  of  Tennessee 
Medical  School.  Available  August  1961. 

LW-386 


A 30  year  old  married  physician  would  like  to 
establish  general  practice,  either  clinical,  assist- 
ant, associate  or  industrial  in  middle  Tennessee 
community.  Tennessee  license.  Church  of  Christ. 
Graduate  University  of  Tennessee  School  of  Med- 
icine. Available  immediately.  LW-391 


training.  Certified  American  Board  of  Surgery. 
Protestant.  Graduate  St.  Louis  University  School 
of  Medicine.  Available  July  1961.  LW-406 


A 37  year  old  married  physician  would  like  to 
establish  clinical,  assistant  or  associate  practice 
in  radiology  in  east  Tennessee  community  40,000- 
100,000.  General  diagnostic  and  therapy  and  iso- 
topes training.  Residency.  Board  certified  Radi- 
ology Approved  Isotopes.  Presbyterian.  Gradu- 
ate University  of  Tennessee  School  of  Medicine. 
Available  July  1961.  LW-407 

Physicians  Wanted 

Physician  in  west  Tennessee  town  500,000  de- 
sires an  associate,  age  28-35,  for  internal  medi- 
cine practice.  Office  space  and  some  equipment 
provided.  PW-126 


Physician  in  east  Tennessee  town  30,000  desires 
associate  in  general  practice  and  some  surgical 
training  desired.  Office  space  and  some  equip- 
ment provided.  PW-127 


Physician  in  east  Tennessee  community  of  6,000 
wishes  an  associate  in  general  practice.  Age  25- 
35,  with  one  year  internship.  New,  private  of- 
fice; examining  rooms  and  equipment  available. 
Hospital  located  in  community.  PW-134 


A 32  year  old  married  physician  wishes  to  es- 
tablish general  practice  in  west  Tennessee  com- 
munity of  7,000-40,000.  Methodist.  Graduate  Uni- 
versity of  Mississippi  School  of  Medicine.  Avail- 
able immediately.  LW-393 

♦ 

A 30  year  old  married  physician  desires  to  es- 
tablish practice  in  internal  medicine  in  west  or 
middle  Tennessee  community  65,000  or  over.  Will 
consider  either  clinical,  assistant  or  associate 
practice.  Catholic.  Graduate  University  of  Cin- 
cinnati School  of  Medicine.  Certificate  Part  I 
American  Board  of  Internal  Medicine.  Available 
July  1961.  LW-394 


A 30  year  old  married  physician  would  like 
clinical  or  associate  general  practice  in  east  or 
middle  Tennessee  community  15,000  or  over.  Ten- 
nessee license;  residency;  surgery  training.  Meth- 
odist. Graduate  University  of  Tennessee  School 
of  Medicine.  Available  July  1,  1961.  LW-398 


A 33  year  old  married  general  practitioner 
wishes  to  enter  clinical,  associate  or  assistant 
practice  with  other  physician,  in  middle  Tennes- 
see community  of  5,000-20,000.  Residency  train- 
ing. Protestant.  Graduate  University  of  Tennes- 
see School  of  Medicine.  Available  immediately. 

LW-400 


A 32  year  old  married  general  practitioner  with 
interest  in  obstetrics,  would  like  industrial,  asso- 
ciate or  assistant  practice  in  middle  Tennessee 
community  of  50,000  or  over.  Baptist.  Graduate 
University  of  Louisville  School  of  Medicine. 
Available  with  few  weeks  notice.  LW-401 


A 32  year  old  married  physician  would  like  to 
be  associated  in  general  surgery  practice  either 
clinical,  assistant  or  associate  in  middle  or  west 
Tennessee  community  10,000  or  over.  Residency 


Southern  Tennessee  community  of  slightly  over 
500  in  need  of  general  practitioner.  (Trade  area 
larger.)  No  other  physician  in  community.  Of- 
fice space  and  some  equipment  available. 

PW-147 


Physician  in  west  Tennessee  town  of  500,000 
desires  an  associate  general  practitioner.  Com- 
pletely furnished  office  available.  PW-148 


East  Tennessee  community  of  1,000  (trade  area 
larger)  would  like  a general  practitioner  to  assist 
one  other  doctor  in  community.  Office  space  and 
equipment  will  be  provided  to  suit  physician. 
Forty  bed  hospital  located  in  community.  Ex- 
cellent location.  PW-149 


Otolaryngologist,  or  ear,  eye,  nose  and  throat 
physician,  to  purchase  practice  of  physician  who 
is  re-entering  government  service.  Minimum 
amount  of  cash  required  of  right  party. 

PW-152 


Large  clinic  in  middle  Tennessee  town  of 
400,000  in  need  of  general  practitioner,  with  resi- 
dency training.  Excellent  location,  good  working 
conditions,  and  congenial  group.  PW-156 


Physician  in  mid-eastern  Tennessee  town  of 
7,000  wishes  to  find  physician  to  assume  on  a 
temporary  basis  (one  or  two  years)  the  handling 
of  his  practice.  Rental  basis  for  office  and  equip- 
ment. Physician  is  entering  residency  training. 
Excellent  opportunity.  PW-157 


A physician  with  experience  in  general  prac- 
tice with  interest  in  OB  and/or  surgery,  needed 
in  middle  Tennessee  town  of  6,000.  Eighteen  bed 
hospital  facilities  available.  Will  furnish  office 
space,  utilities  and  telephone.  Age  30-45.  Either 
associate  or  assistant  status.  PW-158 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
Chattanooga,  April  9-11,  1961 


The  House  of  Delegates  of  the  Tennessee 
State  Medical  Association,  meeting  at  the 
Read  House,  Chattanooga,  Tennessee  on 
April  9 and  11,  1961,  in  conjunction  with  the 
126th  Annual  Meeting  of  the  Association, 
convened  at  1:05  p.m.,  with  Dr.  Joseph  W. 
Johnson,  Jr.,  Speaker  of  the  House  of  Dele- 
gates, presiding. 

The  invocation  was  rendered  by  Dr.  John 
H.  Burkhart,  Knoxville,  delegate  from  the 
Knoxville  Academy  of  Medicine. 

DR.  BURKHART:  “Almighty  God,  Thou 
who  art  the  creator  of  all,  Father  of  all, 
Lord  of  all,  we  acknowledge  our  debt  to 
Thee  and  express  our  gratitude  for  Thy 
love,  patience,  mercy  and  generosity.  We 
who  have  heard  Thy  call  to  extend  also 
these  qualities  of  love,  patience,  mercy  and 
generosity  to  our  fellow  men  through  the 
ministry  of  our  profession,  seek  Thy  bless- 
ing, guidance  and  inspiration.  As  this  House 
of  Delegates  convenes  to  deliberate  the 
ways  and  means  whereby  our  society  can 
best  serve  those  whom  it  exists  to  serve, 
wilt  Thou  impress  our  minds,  clarify  our 
thoughts  and  direct  our  actions  toward  the 
greater  glory  of  God  and  the  greater  devo- 
tion of  medicine  to  the  high  purpose  to 
which  Thou  hast  called  it.  And  when  we 
leave  here,  when  our  meeting  has  been  con- 
cluded, may  we  have  the  feeling  that  we 
have  been  refreshed  by  our  fellowship,  en- 
riched by  new  knowledge  and  renewed  by 
rededication.  Watch  over  those  whom  we 
have  left  at  home,  watch  over  us  who  are 
away  from  home  and  grant  us  the  peace 
that  comes  only  from  the  sure  knowledge 
that  Thou  art  the  only  constant  unchange- 
able and  eternal  force  which  has  always 
been  and  will  always  be  in  command  of  our 
lives,  our  destiny  and  our  universe.  Amen.” 


Dr.  E.  L.  Caudill,  Jr.,  Elizabethton,  Chair- 
man of  the  Credentials  Committee  reported 
a quorum  present. 

The  Speaker  announced  that  the  Minutes 
of  the  last  regular  session  were  reproduced 
in  the  June,  1960,  issue  of  the  Journal  of 
TSMA  and  requested  that  a motion  be  pre- 
sented to  approve  the  proceedings  as  pub- 
lished. A motion  was  made  by  Dr.  William 
A.  Garrott,  Cleveland,  and  duly  seconded 
that  the  minutes  of  the  regular  session  for 
1960  be  approved  as  published  in  the  June, 
1960,  issue  of  the  Journal.  The  motion  was 
put  to  a vote  and  adopted. 

Committee  on  Credentials 

E.  L.  Caudill,  Jr.,  Elizabethton,  Chairman 
Julian  K.  Welch,  Jr.,  Brownsville 
J.  Harvill  Hite,  Pulaski 

Committee  on  Amendments  to  the 

Constitution  and  By-Laws 

Laurence  A.  Grossman,  Nashville,  Chair- 
man 

Wm.  T.  Satterfield,  Memphis 
Carl  A.  Hartung,  Chattanooga 

Committee  on  Resolutions 

Alvin  J.  Ingram,  Memphis,  Chairman 

Harmon  L.  Monroe,  Erwin 

Robert  N.  Buchanan,  Jr.,  Nashville 

Committee  on  Reports  of  Officers 

Jas.  N.  Thomasson,  Nashville,  Chairman 
Jack  Chesney,  Knoxville 
Byron  O.  Garner,  Union  City 

Committee  on  Reports  of  Standing  Committees 

George  K.  Henshall,  Chattanooga,  Chair- 
man 

C.  D.  Hawkes,  Memphis 
George  L.  Smith,  Winchester 
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Committee  on  Reports  of  Special  Committees 

H.  P.  Clemmer,  Milan,  Chairman 

Wm.  A.  Garrott,  Cleveland 

Robert  M.  Foote,  Nashville 

Committee  on  Outstanding  Physician 
of  the  Year  Award 

J.  Paul  Baird,  Dyersburg,  Chairman 

Jas.  C.  Gardner,  Nashville 

Harmon  L.  Monroe,  Erwin 

Petitions  to  Charter  Medical  Societies 

The  Speaker  announced  that  the  House 
would  receive  petitions  from  county  soci- 
eties seeking  charters.  Dr.  Roscoe  C.  Pryse, 
LaFollette,  representing  the  Campbell 
County  Medical  Society  arose  for  the  pur- 
pose of  requesting  the  House  to  charter  a 
new  society. 

The  Anderson-Campbell  County  Medical 
Society’s  Charter  was  relinquished  and  a pe- 
tition presented  to  the  House  by  Dr.  Pryse 
to  form  the  Campbell  County  Medical  So- 
ciety. The  petition  was  found  to  be  in  or- 
der. The  petition  was  approved  by  the 
Councilor  from  the  Second  Councilor  Dis- 
trict. 

Dr.  Pryse  moved  that  the  Campbell 
County  Society  be  chartered,  it  was  sec- 
onded by  Dr.  Raulston  and  approved  by 
the  House  of  Delegates — and  the  Campbell 
County  Medical  Society  was  officially  char- 
tered as  a component  society  of  the  Tennes- 
see State  Medical  Association.  A charter 
was  presented  to  Dr.  Pryse.  The  House  ap- 
proved the  delegates  from  the  Campbell 
County  Medical  Society. 

Introduction  of  Amendments 

Speaker  Johnson  called  for  the  introduc- 
tion of  any  proposed  amendments  to  the 
Constitution.  There  being  none,  he  called 
for  introduction  of  amendments  to  the  By- 
Laws. 

Amendment  No.  1 to  the  By-Laws  which 
would  amend  Chapter  V,  Section  2,  under 
the  general  heading  of  “Election  of  Offi- 
cers,” proposed  to  eliminate  the  language 
contained  in  this  Section  2 and  substitute  a 
new  definition  for  the  method  of  naming  a 
Nominating  Committee.  COMPLETE  CON- 
TENTS OF  AMENDMENT  NO.  1 ARE 
FOUND  ON  PAGE  197  IN  THIS  ISSUE  OF 
THE  JOURNAL. 


Amendment  No.  2 to  the  By-Laws  would 
amend  Chapter  VIII,  Section  3,  by  eliminat- 
ing the  first  sentence  in  Section  3 and  sub- 
stituting language  which  would  re-define 
the  composition  of  the  Committee  on  Public 
Policy  and  Legislation.  CONTENTS  OF 
AMENDMENT  NO.  2 ARE  ON  PAGE  198 
IN  THIS  ISSUE  OF  THE  JOURNAL. 

These  amendments  were  referred  to  the 
Reference  Committee  on  Amendments  to 
the  Constitution  and  By-Laws. 

Introduction  of  Resolutions 

COMPLETE  RESOLUTIONS  AS 
ADOPTED  BY  THE  HOUSE  APPEAR  ON 
PAGE  199. 

The  Speaker  stated  that  the  next  business 
before  the  House  was  the  introduction  of 
Resolutions.  Delegates  were  directed  not  to 
discuss  or  debate  the  resolutions  at  the  time 
of  introduction,  but  read  them  only  in  order 
that  the  Speaker  could  get  the  resolutions 
before  the  proper  reference  committee.  The 
Speaker  pointed  out  that  those  persons  in- 
terested in  resolutions  introduced  should  ap- 
pear before  the  Reference  Committee  on 
Resolutions  to  express  their  views.  It  was 
stated  that  opportunity  would  be  given  for 
debate  and  discussion  when  the  resolutions 
were  reported  to  the  House  by  the  Refer- 
ence Committee  on  Resolutions  on  Tuesday, 
April  11. 

Resolution  No.  1: 

Subject:  Opposition  to  Medical  Legislation 
for  Health  Care  Under  Social  Security. 

This  resolution  was  presented  by  Dr. 
Chas.  C.  Trabue,  Nashville,  and  it  set  forth 
pertinent  reasons  why  the  Tennessee  State 
Medical  Association  should  oppose  the 
“King  Bill”  (HR  4222)  and  the  “Anderson 
Bill”  (S  909)  which  calls  for  health  care  of 
aged  citizens  under  the  social  security  sys- 
tem. 

Resolution  No.  2: 

Subject:  Service  Plan  of  Health  Insurance 
for  Persons  65  Years  of  Age  and  Older  in 
Tennessee. 

The  resolution  presented  by  Dr.  James  A. 
Kirtley,  Jr.,  Nashville,  set  forth  reasons  and 
recommendations  of  the  Prepaid  Health  In- 
surance Committee  to  establish  a Senior 
Citizens  Policy  of  Health  Insurance  for 
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Aged  Persons  in  Tennessee.  The  basic  fee 
schedule  called  for  a 25%  reduction  in  the 
schedule  of  the  existing  Tennessee  Plan. 
The  resolution  requested  permission  of  the 
House  for  the  Prepaid  Insurance  Committee 
to  establish  such  a Senior  Citizens  Plan  of 
Health  Insurance. 

Resolution  No.  3: 

Subject:  Extension  of  the  Tennessee  Plan 
to  Provide  for  a “Plan  B”  of  Service  Bene- 
fits to  Persons  in  Higher  Income  Levels. 

Presented  by  Dr.  James  A.  Kirtley,  the 
resolution  set  forth  the  reasons  and  think- 
ing of  the  Prepaid  Health  Insurance  Com- 
mittee and  proposed  extending  service  ben- 
efits to  persons  in  higher  income  limits.  The 
resolution  called  for  a fee  schedule  with  a 
maximum  of  $450.00  and  proposed  that  the 
plan  offer  service  benefits  to  persons,  un- 
married, and  earning  not  more  than  $4,000 
per  year;  and  to  married  persons  with  fam- 
ilies who  earned  not  more  than  $7,500  per 
year.  The  resolution  requested  the  House 
to  approve  the  recommendation  and  give 
the  Prepaid  Health  Insurance  Committee 
authority  to  proceed  with  the  formation  of 
an  adequate  schedule  of  procedures  and 
fees. 

Resolution  No.  4: 

Subject:  Method  for  Increasing  Physician 
Participation  in  Tennessee  Plan. 

Presented  by  Dr.  Kirtley,  this  resolution 
set  forth  the  fact  that  participation  by  phy- 
sicians in  the  Tennessee  Plan  is  decreasing 
and  that  necessary  steps  should  be  taken 
immediately  to  remedy  this  problem.  The 
resolution  called  for  appropriate  committees 
to  be  appointed  in  each  county  medical  so- 
ciety for  the  purpose  of  obtaining  physicians 
as  participants  in  the  existing  Tennessee 
Plan.  The  resolution  quoted  the  language 
! contained  in  the  “Participating  Physician 
Agreement  Form”  and  the  county  society 
committees  were  urged  to  be  put  into  op- 
eration immediately  for  the  purpose  of 
i building  up  the  participation  of  Tennessee 
} physicians  in  the  plan. 

Resolution  No.  5: 

Subject:  The  Support  by  the  Association  of 
Training  in  Hypnosis  Only  In  Responsible 
Teaching  Institutions. 


The  resolution  introduced  by  Dr.  Frank 
H.  Luton,  Nashville,  went  into  considerable 
detail  concerning  the  significant  place  in 
medical  practice  for  hypnosis  and  hypnotic 
techniques.  It  was  resolved  that  all  mem- 
bers of  the  Association  be  urged  to  refrain 
from  support  of  the  various  special  courses 
being  offered  by  individuals  and  organiza- 
tions not  related  to  responsible  teaching  in- 
stitutions. It  further  resolved  that  the 
membership  support  the  development  of 
adequate  training  programs  at  the  postgrad- 
uate level  for  general  physicians  and  non- 
psychiatric specialists  who  wished  to  de- 
velop competence  in  the  use  of  hypnosis. 

Resolution  No.  6: 

Subject:  AMA  Dues 

Introduced  by  Dr.  Daugh  W.  Smith,  Nash- 
ville, this  resolution  set  forth  all  informa- 
tion concerning  the  proposed  increase  in  the 
annual  dues  of  members  of  the  American 
Medical  Association.  The  resolution  was 
presented  for  the  purpose  of  guiding  AMA 
delegates  from  Tennessee  as  to  the  support 
that  should  be  given  this  proposed  increase 
and  to  instruct  the  delegates  as  to  how  they 
should  vote  on  this  matter. 

Resolution  No.  7: 

Subject:  Request  for  the  AMA  to  Establish 
a Commission  on  the  Relationship  of  Medi- 
cine to  Optometry. 

The  resolution  introduced  by  Dr.  Ralph 
O.  Rychener,  Memphis,  reviewed  action  of 
the  AMA  House  of  Delegates  and  resolution 
No.  31  of  the  AMA  House  calling  for  the 
establishment  of  a Commission  to  Study  the 
Relationship  of  Medicine  to  Optometry.  The 
resolution  further  outlined  the  various  steps 
and  actions  taken  by  the  AMA  House  on 
this  subject.  The  resolution  called  for  the 
AMA  to  establish  a Commission  on  the  Re- 
lationship of  Medicine  to  Optometry  and 
further  that  the  Commission  shoidd  conduct 
a broad  study  from  the  standpoint  of  public 
interest  and  the  problems  involved  in  the 
present  relationship  of  medicine  to  optome- 
try and  further  to  explore  all  possible  and 
desirable  solutions  to  these  problems.  The 
delegates  from  Tennessee  to  the  House  of 
Delegates  of  the  AMA  were  instructed  to 
introduce  this  resolution  at  the  AMA  in 
June  at  New  York. 
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Resolution  No.  8: 

Subject:  Procedure  in  the  Selection  of  the 
Outstanding  Physician  of  the  Year. 

Presented  by  Dr.  J.  Paul  Baird,  Dyers- 
burg,  this  resolution  set  forth  specific  rec- 
ommendations by  the  Reference  Committee 
for  the  selection  of  the  Outstanding  Physi- 
cian of  the  Year  from  Tennessee.  (1)  The 
resolution  called  for  a component  society 
offering  a candidate  for  the  Outstanding 
Physician  Award  to  prepare  a brochure  to 
be  submitted  to  the  Executive  Director  not 
later  than  February  15th,  prior  to  the  an- 
nual meeting;  (2)  that  the  Executive  Direc- 
tor turn  the  brochures  over  to  the  Special 
Reference  Committee  for  study;  (3)  that 
the  Reference  Committee  be  composed  and 
function  in  the  same  manner  as  formerly  to 
select  three  of  the  candidates  whose  spon- 
sor shall  be  given  the  opportunity  of  a nom- 
inating speech  of  five  minutes  in  behalf  of 
his  candidate  before  the  House  of  Delegates. 

Resolution  No.  9: 

Subject:  A Request  for  TSMA  Endorsement 
of  the  Public  Education  and  Information 
Program  of  the  American  Cancer  Society, 
Tennessee  Division. 

Resolution  No.  9 by  Dr.  Ralph  H.  Monger, 
Knoxville,  set  forth  the  activity  and  prog- 
ress made  by  the  Tennessee  Division  of  the 
American  Cancer  Society  in  its  public  edu- 
cation and  information  program.  The  reso- 
lution pointed  out  that  50%  of  the  profes- 
sional members  of  the  Cancer  Society’s 
Board  of  Directors  were  composed  of  phy- 
sicians. The  resolution  requested  that  the 
Tennessee  State  Medical  Association  for- 
mally endorse  the  aims  and  purposes  of  the 
public  education  and  information  program 
and  recommend  the  same  to  its  component 
societies  and  urge  individual  members  to 
give  counsel  and  leadership  to  the  effective 
acceleration  of  these  aims  and  objectives. 

Resolution  No.  10: 

Subject:  Nursing,  Convalescent  and/or  Cus- 
todial Care  Facilities  for  Older  Age  Groups. 

The  resolution  presented  by  Dr.  Daugh 
W.  Smith,  Nashville,  expressed  the  growing 
need  for  nursing,  custodial,  convalescent 
and  chronic  illness  care  facilities  for  older 
age  groups  and  pointed  out  the  demon- 
strated suitability  of  church  groups  and  re- 


ligious organizations  for  establishing  this 
type  of  facility  on  a tax-free  basis,  and  fur- 
ther that  the  TSMA  favored  non-govern- 
mental operation  and  control  of  such  facili- 
ties. It  resolved  that  the  Board  of  Trustees 
of  TSMA  appoint  a study  committee  to  ex- 
plore the  feasibility  of  such  facilities  on  a 
statewide  basis,  with  the  cooperation  of  the 
medical  profession  and  further  that  the 
committee  be  instructed  to  submit  a pre- 
liminary report  and  recommendations  to  the 
Board  of  Trustees  within  six  months  from 
the  date  that  the  resolution  was  presented. 

Resolution  No.  11: 

Subject:  Active  Immunization  Against  Tet- 
anus 

Resolution  No.  11  by  Dr.  Carl  C.  Gardner, 
Jr.  of  Columbia,  set  forth  the  serious  con- 
ditions that  could  arise  in  regard  to  tetanus 
and  pointed  out  that  active  immunization 
against  tetanus  is  a highly  effective  and  in- 
nocuous procedure  producing  immunity  for 
years.  It  resolved  that  the  House  of  Dele- 
gates have  publicized  by  the  State  Asso- 
ciation the  fact  that  active  immunization 
against  tetanus  is  a highly  effective  and  de- 
sirable procedure.  It  was  directed  that  the 
TSMA  delegates  to  the  AMA  House  of  Dele- 
gates present  a resolution  to  this  effect  at 
the  next  meeting  of  the  AMA  in  New  York 
with  the  concept  that  encouragement  of 
such  immunization  would  be  an  outstanding 
public  service  to  the  citizenry  of  the  nation. 

The  above  resolutions  were  referred  to 
the  Reference  Committee  on  Resolutions. 

The  Speaker  called  for  additional  resolu- 
tions and  since  there  were  none,  the  House 
moved  to  the  next  order  of  business. 

Reports  of  Officers 

The  Speaker  announced  that  the  next  or- 
der of  business  of  the  House  would  be  to 
hear  the  reports  of  officers. 

Report  of  the  President 

Ralph  O.  Rychener,  M.D. 

The  report  of  the  President  outlined  the 
pertinent  events  of  progress  of  the  Associa- 
tion during  the  preceding  year.  It  was 
pointed  out  that  the  Presidency  of  the  As- 
sociation no  longer  should  be  considered  as 
an  award  for  services  rendered  in  the  past. 
The  business  of  the  Association  has  grown 
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in  basic  importance,  complexity  and  volume 
as  to  require  a major  portion  of  the  time, 
thoughts  and  efforts  of  an  interested  and 
intelligent  physician.  The  report  pointed 
out  the  necessity  of  the  President  having 
served  in  positions  of  importance  on  the 
Board  of  Trustees,  Executive  Committee, 
Legislative  and  other  similar  important 
committees,  for  only  with  the  background 
of  knowledge  obtained  in  the  crucible  of 
the  inner-most  activities  of  the  Association 
can  one  be  prepared  for  the  multitude  of 
unusual  questions  which  he  must  attempt 
to  answer  from  the  moment  of  his  election 
to  the  office  of  President. 

The  report  stated  that  the  major  problem 
that  TSMA  had  been  involved  with  had 
been  in  the  field  of  legislation,  particularly 
pertaining  to  care  of  aged  citizens.  An  out- 
line of  the  January  White  House  Confer- 
ence on  Aging  was  reviewed,  together  with 
the  many  and  varied  activities  involved 
with  national  legislation. 

Special  recognition  was  paid  to  physicians 
whose  leadership  and  knowledge  helped  to 
guide  the  deliberations  and  shape  the  rec- 
ommendations of  the  Tennessee  delegates  to 
the  White  House  Conference  on  Aging.  The 
report  further  called  attention  to  the  mag- 
nitude of  the  legislative  efforts  presented 
by  TSMA  during  the  past  year.  A complete 
outline  and  discussion  of  Public  Law  86-778, 
the  Kerr-Mills  law  was  presented  in  the 
report,  as  well  as  the  part  played  by  the 
Tennessee  State  Medical  Association.  Or- 
ganization of  the  key  contact  physicians  in 
the  counties  throughout  the  state  was  re- 
viewed. The  report  dealt  with  the  work  of 
the  Board  of  Trustees  and  the  Executive 
Committee. 

The  President’s  report  further  commented 
upon  the  outstanding  work  performed  by 
the  various  committees  of  the  Association 
during  the  year.  A review  of  the  regional 
legislative  conference  conducted  in  French 
Lick,  Indiana,  was  rendered  in  the  report. 

The  report  concluded  by  warning  mem- 
bers of  the  Association  to  be  ever  alert  to 
the  increasing  demands  that  physicians  in 
Tennessee  must  be  prepared  to  meet.  “The 
population  of  Tennessee  is  growing  and  the 
economics  of  our  time  cause  rapid  changes 
in  the  economy.  Planning  for  the  future  is 
going  to  be  one  of  the  major  pieces  of  work 


of  the  Board  of  Trustees  and  of  our  com- 
mittees involved  with  these  studies.”  The 
President  pointed  out  the  cost  of  medical 
care  is  a paramount  issue  before  the  public 
and  this  problem  must  be  solved  by  orga- 
nized medicine  or  else  it  will  be  determined 
by  Government. 

The  President  expressed  his  appreciation 
to  the  various  committees,  officers,  the 
Board  and  members  at  large,  and  to  the 
staff  of  the  Association,  for  their  assistance 
in  aiding  him  in  the  conduct  of  his  office. 

Report  of  the  Secretary-Editor 

R.  H.  Kampmeier,  M.D. 

“Though  the  pages  devoted  to  advertising 
in  the  Journal  of  the  Tennessee  State 
Medical  Association  have  maintained  a high 
level  for  most  of  the  year,  the  last  months 
of  the  year  reflected  a drop  in  advertising, 
which  has  been  felt  by  the  Journals  on  a 
nationwide  basis.  During  1959,  the  total 
pages  devoted  to  advertising  were  918.  In 
1960  they  were  863.  The  pages  devoted  to 
text  (non  advertising)  in  1960  were  542,  as 
against  524  pages  in  1959.  The  ratio  of  ad- 
vertising to  pages  of  text  has  been  main- 
tained as  in  the  past  at  about  a 60:40  ratio. 

“The  Executive  Director  and  his  staff,  the 
President  on  the  President’s  page,  and  we 
dealing  with  the  editorial  section  have  tried 
throughout  the  year  to  inform  the  member- 
ship of  the  activities  of  the  Board  of  Trus- 
tees, the  House  of  Delegates,  and  special 
committees  of  the  Association,  in  their 
many  activities  which  should  be  of  interest 
to  the  membership  of  the  Association.  An 
effort  has  been  made  in  reporting  these  ac- 
tivities, to  keep  the  membership  informed 
of  the  many  changes  which  are  going  on  in 
the  political,  social  and  economic  fields  as 
they  touch  medicine.  It  is  our  firm  inten- 
tion to  stress  these  aspects  of  the  doctor’s 
practice,  since  they  are  so  important  and 
essential  for  consideration  as  more  and 
more  fingers  of  government  play  a part  in 
the  medical  care  of  our  citizens.  Those  of 
us  who  see  to  the  publication  of  the  Jour- 
nal each  month  beg  and  hope  for  more  at- 
tention on  the  part  of  the  membership  of 
the  Association  to  learn  what  does  go  on  by 
more  careful  perusal  of  the  Journal. 

“The  Editor  wishes  to  again  acknowledge 
the  able  assistance  of  Doctors  Addison  B. 
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Scoville,  Jr.  and  Albert  Weinstein  as  As- 
sistant Editors.” 

Report  of  the  Board  of  Trustees 

W.  O.  Vaughan,  M.D. 

Chairman  and  Treasurer 

The  report  stated  that  the  Board  had  con- 
ducted four  regular  meetings  in  addition  to 
special  meetings  necessary  to  administer 
the  business  of  the  Association. 

The  Chairman  outlined  the  business 
transacted  by  the  Board  of  Trustees  at  each 
of  its  regular  meetings.  This  was  done  in 
abstract  form  for  brevity  and  to  streamline 
the  report  for  members  of  the  House.  It 
was  stated  that  regular  meetings  of  the 
Board  were  conducted  in  April,  July  and 
October  1960  and  January  1961.  A special 
meeting  of  the  Board  was  necessary  on  Oc- 
tober 9th  and  November  7th  in  1960.  These 
were  in  addition  to  two  meetings  of  the  Ex- 
ecutive Committee  of  the  Board. 

Matters  of  prime  concern  to  the  Board 
during  the  past  year  included  legislative 
affairs,  both  at  the  national  and  state  levels, 
the  Medicare  program,  numerous  adminis- 
trative and  public  service  activities,  as  well 
as  the  routine  business  of  administration 
that  the  Board  deals  with  each  year.  The 
report  stated  that  the  Board’s  activities  in 
each  of  its  meetings  were  published  in  the 
Journal  for  the  benefit  of  all  members. 

A step  by  step  review  of  the  important  ac- 
tions of  the  Board  were  presented  in  the 
report. 

One  of  these  included  the  recommenda- 
tion for  the  Public  Service  committee,  in 
conjunction  with  the  Hamilton  County 
Medical  Society,  to  conduct  a special  break- 
fast during  the  annual  meeting  in  Chatta- 
nooga for  key  community  leaders  and  phy- 
sicians who  would  be  invited  to  hear  im- 
portant aspects  of  medical  economics  as 
pertaining  to  the  State  of  Tennessee. 

The  Chairman  of  the  Board  recommended 
that  all  members  of  the  House  of  Delegates 
carefully  review  the  complete  details  and 
actions  of  the  Board  of  Trustees  as  outlined 
in  his  report  and  which  had  been  presented 
to  all  members  of  the  House.  Some  of  the 
major  business  of  the  Board  included  the 
following: 

1.  Appointment  of  a Research  and  Long- 


Range  Planning  Committee  of  the 
Board. 

2.  Named  delegates  to  the  AM  A National 
Congress  on  Prepaid  Health  Insurance. 

3.  Expanded  the  Liaison  Committee  to  the 
Department  of  Public  Welfare. 

4.  Approved  $2,500  to  be  made  available 
to  the  Consultative  Committee  on  the 
Administration  of  Voluntary  Prepaid 
Medical  Care  Plans  to  study  abuses  in 
prepaid  insurance  plans  in  Tennessee. 

5.  Studied  the  methods  for  naming  a Nom- 
inating Committee  of  the  Association 
and  referred  this  matter  to  the  Planning 
Committee  for  further  study. 

6.  Approved  the  establishment  of  a “Key- 
man”  system  of  physicians  throughout 
the  state  as  requested  by  the  Legislative 
Committee. 

7.  Approved  expenses  involved  with  the 
business  of  TSMA’s  Council. 

8.  Appointed  a Committee  to  serve  as  a 
study  committee  on  the  sterilization  bill 
which  had  previously  been  tabled  at  a 
special  session  of  the  House  of  Dele- 
gates. 

9.  Heard  and  studied  various  reports  con- 
cerning the  formation  of  a Tennessee 
Health  Council. 

10.  Participated  actively  with  the  Gover- 
nor’s Committee  for  recommending 
services  and  administrative  procedures 
under  the  proposed  Kerr-Mills  Bill. 

11.  Approved  a resolution  presented  to  the 
Board  for  improved  and  added  facilities 
in  West  Tennessee  for  the  care  of  men- 
tally defective  infants,  and  adolescents. 

12.  Studied  many  reasons  and  problems  in- 
volved with  the  lack  of  physician  par- 
ticipation in  the  Tennessee  Plan. 

13.  Urged  large  county  medical  societies  to 
hold  indoctrination  and  orientation 
meetings. 

Report  of  the  Treasurer 

The  Treasurer’s  report  contained  the  of- 
ficial audit  conducted  at  the  close  of  De- 
cember, 1960;  the  audit  being  made  by 
Grannis  and  Associates,  CPAs  of  Nashville. 
It  was  pointed  out  that  TSMA  received 
dues  payments  from  2,563  members,  totaling 
$64,000  for  the  year  1960.  A decrease  in  ad- 
vertising revenue  was  pointed  out. 

Income  from  the  Journal  totaled  $50,956 
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for  the  year.  This  was  a decrease  of 
$2,349.12  over  the  previous  year.  The  de- 
crease was  primarily  due  to  the  Senate  in- 
vestigation conducted  by  Senator  Kefau- 
ver’s  Committee. 

The  report  pointed  out  that  the  budget  for 
1960  was  $117,650  established  for  the  opera- 
tion of  the  organizational,  public  service 
and  postgraduate  education  departments. 
The  Association  operated  within  the  budget. 
The  Treasurer’s  report  dealt  with  the  in- 
crease in  TSMA  dues  which  became  effec- 
tive January  1,  1961,  increasing  the  dues  to 
$40  per  member. 

The  budget  approved  by  the  Board  of 
Trustees  for  the  fiscal  year  1961  amounted 
to  $133,786.  The  budget  for  the  committee 
on  postgraduate  education  totaled  $17,900. 

The  Association’s  funds  are  used  to  pro- 
vide services  to  the  membership,  salaries, 
programs  of  committees,  maintaining  the 
headquarters  office  properties,  to  publish  the 
Journal  and  operate  the  general  business  of 
the  Association,  to  conduct  existing  and  ex- 
panding legislative  activities,  to  conduct  the 
annual  meeting  which  increases  in  cost  re- 
quirements yearly  due  to  rising  cost  of  ho- 
tel and  other  services,  national  meetings, 
payment  of  expenses  of  delegates,  reim- 
bursement to  the  many  committee  members 
for  travel  on  Association  business,  printing 
costs,  postage,  supplies,  telephone  and  tele- 
graph, attorney  fees,  official  travel,  and 
these  are  but  a few  of  the  expenditures  used 
in  the  conduct  of  the  Association’s  business. 

The  report  concluded  by  stating  that  the 
Association’s  financial  records  are  open  for 
any  member  to  examine  and  every  member 
is  welcome  to  inquire  of  the  detailed  finan- 
cial activities.  A copy  of  the  1960  certified 
public  accountant’s  audit  was  attached  and 
is  a part  of  the  report.  Likewise,  copies  of 
the  1961  budget  were  included  for  inspec- 
tion. 

The  Treasurer’s  report  stated  that  at  least 
one  year’s  operating  budget  should  be  avail- 
able as  a reserve.  For  the  first  time,  it  was 
the  opinion  of  the  Treasurer  that  TSMA  is 
now  financially  geared  to  do  the  job  that  is 
required  for  the  foreseeable  future.  Chang- 
ing conditions  might  alter  these  funds,  how- 
ever, TSMA  is  able  now  to  conduct  activi- 
ties not  previously  possible  due  to  financial 
reasons. 


The  report  concluded  by  the  Treasurer 
stating  that  the  financial  affairs  of  the  As- 
sociation were  in  sound  condition. 

Report  of  the  Council 

Joseph  L.  Raulston,  M.D. 

The  Chairman  of  the  Council  stated  that 
the  past  year  had  been  an  eventful  one.  For 
the  first  time,  it  had  been  necessary  to  con- 
duct interim  meetings  of  the  Council  to  at- 
tend to  urgent  business.  It  was  pointed  out 
in  the  report  that  from  this  date,  it  would 
be  policy  for  the  Council  to  conduct  one 
mid-year  meeting  to  expedite  the  solution 
of  problems  that  require  disposition.  The 
report  stated  that  professional  problems  of 
misconduct  had  been  disposed  of  at  the  local 
level  during  the  past  year.  Only  one  ex- 
pulsion from  the  Association  for  unethical 
conduct  had  occurred. 

The  report  stated  that  the  Council  would 
request  the  House  of  Delegates  to  approve 
a resolution  changing  the  boundaries  of  the 
present  Councilor  districts.  The  present 
boundaries  correspond  to  the  congressional 
districts  at  a time  when  Tennessee  consisted 
of  ten  congressional  districts  rather  than 
the  present  nine.  The  report  pointed  out 
the  Council’s  pressing  problem  and  re- 
quested assistance  from  the  House  concern- 
ing professional  association  of  physicians 
with  osteopaths  and  other  non-medical 
groups.  The  contents  of  a letter  dated  Au- 
gust 25,  1960,  addressed  to  all  members  of 
TSMA  was  discussed.  Demands  being  made 
by  osteopaths  for  staff  membership  in  hos- 
pitals was  included  in  the  report.  The  code 
of  ethics  was  reviewed  wherein  physicians 
are  forbidden  to  consult  with  osteopaths. 

In  addition  to  the  report  rendered  by  the 
Chairman,  a statistical  report  by  councilor 
districts  was  appended  with  the  report. 

Report  of  Executive  Director 

Mr.  J.  E.  Ballentine 

The  report  of  the  Executive  Director  was 
abstracted  for  conservation  of  time  and  con- 
venience of  members  of  the  House.  A copy 
of  the  abstracted  report  is  as  follows: 

The  report  of  the  Executive  Director  is 
of  necessity  long  and  detailed.  With  the 
permission  of  the  speaker  and  of  the  House, 
I should  like  to  abstract  it  for  the  conven- 
ience of  the  delegates.  The  complete  report 
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is  enclosed  in  your  folders,  designated  as 
Officers  Report  E.  I hope  that  you  will  take 
the  time  to  study  it. 

The  report  embodies  a summarization  of 
the  activities  and  accomplishments  of  the 
Association  during  the  past  year.  The  busi- 
ness of  the  Association  is  progressively  in- 
volved in  expansion,  intensification  and  ac- 
celeration. 

The  primary  mission  of  the  headquarters 
staff  is  to  implement  policies  as  set  forth  by 
the  House  of  Delegates,  the  Board  of  Trus- 
tees, the  Officers,  the  Committees  and  the 
Council,  and  to  carry  out  their  programs 
and  work.  It  is  the  function  of  the  head- 
quarters staff  to  serve  these  groups  with 
necessary  information,  studies,  reports,  rec- 
ords, and  preparation  of  materials  of  all 
types.  Staff  members  serve  as  secretary  to 
all  committees  of  the  TSMA. 

The  record  of  accomplishment  of  TSMA’s 
fourteen  standing  and  sixteen  special  com- 
mittees are  noteworthy.  The  various  re- 
ports to  be  presented  here  today  represent 
a prodigious  amount  of  work.  The  Associa- 
tion is  becoming  more  mature  and  experi- 
enced in  dealing  with  the  many  complex 
problems  that  are  confronted. 

The  past  year  has  been  an  active  one  in 
national  issues  before  the  Congress.  A com- 
plicated and  heated  issue,  our  Medical  Ex- 
aminers Bill,  was  successfully  passed  in  the 
1961  Tennessee  General  Assembly,  this  bill 
being  sponsored  by  TSMA. 

The  Executive  staff  continues  to  make 
every  effort  to  service  and  establish  good 
liaison  with  TSMA’s  fifty  component  socie- 
ties and  with  the  membership.  Outstanding 
field  work  has  been  accomplished  with 
candidates  for  the  state  legislature  and  in 
conducting  the  programs  of  TSMA. 

Advocates  of  broad  social  reforms  have 
seized  upon  the  word  “health”  as  a vehicle 
to  transport  many  of  their  ideologies  which 
gather  some  support  and  at  the  same  time 
attempt  to  discredit  the  great  achievements 
which  have  been  made  by  medicine  in  the 
improvement  of  health.  Your  headquarters 
staff  has  and  will  continue  to  observe  these 
many  trends  detrimental  to  medicine  and 
act  as  a “watchtower”  to  keep  physicians  of 
Tennessee  informed. 

Your  Association  continues  a steady 
growth  in  membership.  You  will  find  in  the 


report  that  the  total  membership  of  TSMA 
as  of  January  1,  1961,  was  2,777.  AMA  mem- 
bers totaled  2,657.  Each  year  shows  a pro- 
gressive growth  in  membership. 

Full  information  concerning  the  Journal, 
Finances,  Medicare,  Public  Service  Activi- 
ties, the  Tennessee  Plan,  problems  involved 
with  the  annual  meeting,  official  travel,  and 
many  others  are  some  of  the  items  covered 
in  the  report. 

1960  saw  the  necessity  of  two  special  ses- 
sions of  the  House  of  Delegates  due  to  the 
pressing  problems  and  policy  decisions  that 
were  required  to  be  determined.  Important 
conferences  with  top  echelon  executives  in 
the  state  government  and  other  agencies 
were  conducted  during  the  year  on  health 
matters. 

The  report  of  the  Executive  Director  con- 
cludes by  again  bringing  to  the  attention  of 
the  House  certain  recommendations  of  or- 
ganization presented  at  the  1960  session. 

This  report  is  a general  review  of  the  as- 
pects of  work  and  activities  of  the  Asso- 
ciation in  which  the  headquarters  staff  is 
engaged.  I sincerely  hope  that  you  will  ex- 
amine my  report  closely. 

At  the  conclusion  of  reports  of  officers, 
all  reports  of  Officers  were  referred  to  the 
Reference  Committee  on  Reports  of  Officers. 

Reports  of  Committees 

The  Standing  and  Special  Committees 
were  given  necessary  time  to  make  their  re- 
ports where  the  committee  chairman  felt 
that  additional  time  was  indicated.  The  fol- 
lowing committee  reports  were  submitted: 

Standing  Committees 

Report  of  the  Committee  on  Scientific  Work 

R.  H.  Kampmeier,  M.D.,  Chairman 

As  in  the  previous  year,  the  Committee 
on  Scientific  Work  acted  in  accordance  with 
the  current  custom  of  providing  a stipend 
for  out-of-state  speakers  invited  by  the  Spe- 
cialty groups  to  appear  on  the  general  ses- 
sion of  the  scientific  program  of  the  Ten- 
nessee State  Medical  Association. 

In  the  preparation  of  this  program  the 
following  Committee  had  been  appointed 
by  the  Board  of  Trustees  in  arranging  for 
the  guest  speakers  and  the  general  program 
of  the  annual  session.  The  special  societies 
to  which  $100  stipends  were  to  be  allotted 
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during  the  1961  session  were  represented  by 
the  following  appointments  by  the  Board 
of  Trustees: 

Dr.  Wendell  W.  Wilson,  Old  Hickory  for 
General  Practice 

Dr.  Baker  Hubbard,  Jackson  for  Surgery 

Dr.  George  A.  Mitchell,  Chattanooga  for 
Obstetrics 

Dr.  J.  Sumpter  Anderson,  Nashville  for 
Anesthesiology 

Dr.  Jean  M.  Hawkes,  Memphis  for  Dia- 
betes 

Dr.  J.  W.  Erwin,  Blountville  for  Preven- 
tive Medicine 

The  members  of  the  Committee  from  the 
profession  at  large  were: 

Doctors  E.  White  Patton,  Chattanooga 
John  H.  Burkhart,  Knoxville 
George  R.  Livermore,  Jr.,  Mem- 
phis 

Albert  Weinstein — from  the  Edi- 
torial Board 

Addison  B.  Scoville  from  the  Edi- 
torial Board 

It  is  hoped  that  the  program  for  the  an- 
nual session  will  prove  to  be  both  interest- 
ing and  educational,  and  thus  summarize 
the  activities  of  the  Committee. 

Report  of  the  Legislative  and  Public 
Policy  Committee 

Chas.  C.  Trabue,  IV,  M.D.,  Chairman 

It  was  stated  that  the  activities  of  the 
Legislative  and  Public  Policy  Committee 
had  been  extensive  and  diversified  during 
the  past  year.  Work  had  been  divided  into 
two  main  divisions,  the  legislative  work  at 
the  state  level  and  at  the  national  level. 
The  Chairman  outlined  the  work  involved 
with  the  presentation  of  the  medical  exam- 
iner bill  before  the  General  Assembly.  The 
Chairman  reviewed  the  work  at  the  grass 
roots  level  throughout  the  state  in  order  to 
get  legislators  at  the  county  level  informed 
about  the  bill.  The  report  conveyed  the 
methods  used  in  organizing  county  contact 
doctors,  selected  in  each  county  whose  re- 
sponsibility was  to  contact  and  get  ac- 
quainted with,  and  attempt  to  be  in  a 
position  to  use  his  influence  with  the  repre- 
sentatives from  his  county  to  the  state  legis- 
lature. 

The  report  stated  that  it  was  of  primary 
importance  to  get  contacts  made  by  physi- 


cians in  their  home  counties.  Influence  on 
legislators  after  they  arrive  in  Nashville  is 
not  the  answer  to  the  problems  confronting 
the  Association.  Complete  details  and  steps 
taken  in  the  promotion  of  the  medical  ex- 
aminer bill  were  reviewed  in  the  report. 
Work  with  county  judges,  attorney  generals, 
and  others  throughout  the  state  was  re- 
vealed. Problems  involved  with  the  osteo- 
paths and  the  undertakers  were  reported 
and  the  methods  explained  as  to  how  these 
groups  were  dealt  with. 

The  second  phase  of  the  report  dealt  with 
the  efforts  of  the  Legislative  Committee  on 
the  National  level.  The  report  outlined  steps 
taken  in  combatting  the  influence  and  pas- 
sage of  the  Forand  Bill.  The  manner  in 
which  physicians  met  and  worked  with 
Tennessee’s  Congressmen  on  the  Ways  and 
Means  Committee  was  revealed.  The  Chair- 
man reviewed  two  legislative  conferences, 
one  in  French  Lick,  Indiana,  and  one  in 
Chicago  on  national  legislation  and  the  de- 
tails of  these  meetings  were  reported  to  the 
House.  Since  the  original  Forand  Bill  had 
been  eliminated,  a new  bill  on  the  same  sub- 
ject is  now  called  the  King-Anderson  Bill 
and  the  contents  of  this  bill  were  presented 
to  the  House. 

The  report  concluded  by  the  Chairman 
requesting  every  physician  to  attend  the 
general  meeting  on  Monday,  April  10th  to 
hear  the  President  of  the  American  Medical 
Association  and  the  Assistant  Executive 
Vice  President  speak  further  on  the  subject 
of  medical  care  for  the  aged  under  social 
security. 

Every  physician  was  urged  to  familiarize 
himself  with  the  issues  and  to  accept  his 
personal  responsibility  which  he  must  dis- 
charge if  we  are  to  prevent  enactment  of 
legislation  which  constitutes  the  entering 
wedge  for  complete  medical  socialism  in 
the  United  States. 

Report  of  the  Liaison  Committee  to  the 
Public  Health  Department 

C.  D.  Hawkes,  M.D.,  Chairman 

This  report  pointed  out  the  problem  that 
exists  in  regard  to  fees  for  services  ren- 
dered to  the  crippled  children’s  service  by 
physicians  in  the  state.  The  report  stated 
that  this  matter  now  comes  under  the  juris- 
diction of  the  Public  Health  Council.  The 
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report  stated  that  the  Committee  recom- 
mended that  TSMA  cooperate  with  the  Ad- 
visory Committee  to  the  Crippled  Children’s 
Service,  especially  the  Liaison  Committee  to 
the  Public  Health  Department  and  to  aid 
the  Public  Health  Council  in  formulating  a 
standard  and  equitable  fee  schedule  for 
services  rendered  by  TSMA  to  the  Crippled 
Children’s  Service.  The  report  stated  that 
a minimum  is  necessary  in  order  to  make 
maximum  use  of  the  limited  funds  available 
to  the  Crippled  Children’s  Service. 

Report  of  the  Committee  on  Insurance 

B.  F.  Byrd,  Sr.,  M.D.,  Chairman 

The  report  dealt  with  the  various  group 
insurance  plans  for  members  of  TSMA. 

SICK  AND  ACCIDENT  PLAN:  There  are 
now  1,058  policies  in  force,  a net  increase  of 
110  for  the  year.  There  were  111  claims 
paid  last  year  for  total  amount  of  about 
$70,000.  The  plan  is  in  a very  healthy  state 
and  so  far  as  we  can  see  has  been  excep- 
tionally well  handled. 

PROFESSIONAL  LIABILITY  PLAN: 
There  are  now  a total  of  689  doctors  insured 
under  the  plan,  a net  increase  of  60  during 
the  year.  There  were  103  claims  reported, 
24  paid,  58  closed  and  21  still  pending.  This 
plan  is  in  a satisfactory  state  and  we  feel 
has  been  exceptionally  well  managed,  how- 
ever, we  should  like  to  see  the  enrollment 
increase. 

MAJOR  HOSPITALIZATION  PLAN: 
About  450  doctors  now  participate  in  the 
plan.  Mr.  Burleigh  and  his  associates  have 
improved  the  facilities  for  solicitation  of 
new  members  and  adjustment  of  claims  by 
selection  of  representatives  in  more  than 
20  additional  areas  of  the  state.  Your  com- 
mittee would  like  very  much  to  see  a much 
larger  enrollment.  More  than  90%  of  col- 
lected premiums  were  returned  to  insureds 
in  payment  of  claims. 

OVERHEAD  EXPENSE  PLAN:  208  poli- 
cies now  in  force  under  the  plan.  Claims 
paid  during  the  year  exceeded  $10,000. 
Looks  like  a good  investment  for  the  doc- 
tors. 

GROUP  LIFE  PLAN:  Enrollment  under 
this  plan  has  increased  about  24%.  To  your 
committee,  it  is  encouraging  that  most  of 
this  increase  is  due  to  enrollment  of  the 


younger  men.  The  plan  has  now  been  in 
operation  for  about  18  months  and  it  now 
appears  that  at  our  next  annual  meeting  we 
will  have  very  favorable  report  as  to  a divi- 
dend. 

Report  of  Committee  on  Postgraduate  Education 

R.  A.  Davidson,  M.D.,  Chairman 

(Presented  by  Harrison  Shull,  M.D., 
Nashville) 

The  report  stated  that  it  was  the  decision 
of  the  Committee  to  make  the  1960  program 
varied  in  manner  of  presentation  from  that 
of  previous  years.  The  first  series  of  pro- 
grams presented  during  1960  were  of  the 
symposium  type  and  conducted  in  ten  lo- 
cations throughout  the  state.  The  subject 
was  “Obstetrics  and  Birth  Injuries.”  These 
sessions  were  attended  by  145  physicians. 

The  report  stated  that  the  second  program 
(summer  series)  was  of  the  CPC  type  held 
in  conjunction  with  the  hospitals  and  with 
the  local  physicians  taking  part  in  present- 
ing cases  in  the  area  with  the  consultant 
panel  and  the  group  broadening  their  dis- 
cussion around  the  cases  presented.  The 
subject  for  this  series  of  symposia  was 
“Medical  and  Surgical  Diagnostic  and  Ther- 
apeutic Problems.”  These  sessions  were 
conducted  in  ten  locations  with  134  physi- 
cians attending. 

The  third  and  final  program  (fall  series) 
was  entirely  new  in  programming  and  lo- 
cation. It  consisted  of  an  all-day  program 
entitled  “Selected  Topics  in  Internal  Medi- 
cine,” and  presented  at  the  University  of 
Tennessee  College  of  Medicine  in  Memphis; 
Vanderbilt  University  College  of  Medicine 
in  Nashville;  and  the  University  of  Tennes- 
see Memorial  Hospital  and  Research  Center 
in  Knoxville. 

The  faculties  for  the  program  were  pro- 
cured from  the  two  medical  schools  and 
qualified  physicians  of  the  state. 

The  program  for  1961  included  a sym- 
posium type  program  on  the  subject  “Some 
Aspects  of  Industrial  Medicine  for  the  Prac- 
ticing Physician”;  the  second  symposium,  a 
CPC  type  entitled  “Medical  and  Surgical 
Diagnostic  and  Therapeutic  Problems”;  and 
the  third  and  final  symposium  (fall  series) 
entitled  “Surgery  for  the  Specialists  and 
General  Practitioners.” 
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Report  of  Memoirs  Committee 

Henry  L.  Douglas,  M.D.,  Chairman 

The  Memoirs  Committee  reported  that 
during  the  calendar  year  1960,  61  members 
of  the  Association  died.  The  names  of  the 
deceased  physicians  were  read  by  the  Chair- 
man. Dr.  Douglass  read  the  following  lines: 

(Many  years  ago  Rudyard  Kipling  had 
this  to  say  about  doctors:) 

“Man  dies  too  soon,  beside  his  works  half 
planned 

His  days  are  counted  and  reprieve  is  vain; 

Who  shall  entreat  with  death  to  stay  his 
hand 

Or  cloak  the  shameful  nakedness  of  pain. 

Send  here  the  bold,  the  seekers  of  the 
way — 

The  passionless,  the  unshakeable  of  soul 

Who  serve  the  inmost  mysteries  of  man’s 
clay 

And  ask  no  more  than  leave  to  make  them 
whole.” 

(The  House  stood  in  silent  tribute  to  the 
deceased  members.) 

Report  of  Committee  on  Prepaid 
Health  Insurance 

Jas.  A.  Kirtley,  Jr.,  M.D.,  Chairman 

Since  the  report  of  the  Prepaid  Health  In- 
surance Committee  was  quite  lengthy,  the 
Chairman  abstracted  the  highlights  of  the 
report.  It  was  stated  that  the  Committee 
met  a number  of  times  throughout  the  year 
with  representatives  of  Blue  Shield  and  the 
Health  Insurance  Council.  Many  of  these 
exploratory  discussions  were  conducted  be- 
tween representatives  of  the  insurance  car- 
riers and  the  Executive  Committee  of  the 
Prepaid  Health  Insurance  Committee. 

One  of  the  primary  interests  of  the  Com- 
mittee was  to  place  in  force  a plan  of  care 
for  the  people  over  65  years  of  age  whose 
incomes  are  limited.  It  was  felt  that  the 
physicians  in  Tennessee  should  go  on  record 
in  favor  of  such  a plan.  This  would  take 
care  of  aged  persons  with  a 25%  reduction 
of  the  fees  in  the  existing  Tennessee  Plan, 
provided  that  their  income  fell  within  the 
limits  of  the  present  Tennessee  Plan,  and 
that  such  patients  had  only  one  insurance 
policy. 

The  Chairman  presented  full  information 
concerning  a proposed  “Plan  B”  presented 


by  the  committee  for  a schedule  of  service 
benefits  for  persons  in  higher  income  levels. 
It  was  pointed  out  that  the  proposed  “Plan 
B”  would  approximate  a schedule  with  a 
$450  maximum.  It  was  stated  that  this  was 
roughly  one  and  one-half  times  the  existing 
fee  schedule  of  the  present  Tennessee  Plan. 
The  schedule  would  be  arrived  at  by  use  of 
the  unit  value  plan  as  used  by  other  states 
and  accepted  nationally  by  underwriters. 

It  was  stated  that  the  committee  believed 
that  many  people  wanted  more  complete 
coverage  and  they  were  going  to  obtain  it 
whether  physicians  presented  it  or  the  Fed- 
eral Government.  The  Chairman  quoted 
from  letters  presented  to  the  Insurance 
Committee  by  officials  of  the  Tennessee 
Farm  Bureau  Federation.  The  highlights  of 
the  letter  pointed  out  the  great  support  that 
the  Farm  Bureau  had  given  to  doctors  and 
the  further  endorsement  and  backing  of  the 
Tennessee  Plan.  It  was  stated  that  the  Farm 
Bureau  was  distressed  about  the  fact  that 
so  few  physicians  out  of  the  total  number 
in  the  State  are  participating  physicians  in 
the  Tennessee  Plan.  They  urged  greater 
participation. 

The  Chairman  urged  all  members  of  the 
House  of  Delegates  to  carefully  read  the 
report  of  the  Prepaid  Insurance  Committee 
which  spelled  out  many  of  these  matters  in 
detail. 

(MEDICARE) 

It  was  stated  that  the  Executive  Sub- 
Committee  of  the  Prepaid  Health  Insurance 
Committee  also  served  as  the  Committee  on 
Medicare  and  therefore  the  report  of  the 
Medicare  Committee  was  included  as  an 
addendum  to  the  Prepaid  Insurance  Com- 
mittee report. 

The  Chairman  stated  that  the  Executive 
Committee  of  the  Prepaid  Health  Insurance 
Committee  were  advised  that  the  Defense 
Department  had  asked  for  some  30  changes 
in  the  fee  schedule  and  it  was  believed  by 
the  TSMA  Committee  that  these  changes 
could  not  be  accepted.  Finally,  after  nego- 
tiations, some  of  the  suggestions  for  changes 
were  accepted  by  the  committee,  however 
others  were  not.  The  matter  was  referred 
to  the  Board  of  Trustees  and  the  Associa- 
tion’s position  was  made  known  to  the  De- 
fense Department  regarding  this  matter. 

Finally,  a contract  was  negotiated  with 
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but  few  changes  and  slight  exceptions  in 
the  fee  schedule.  The  committee  recom- 
mended that  the  House  of  Delegates  enable 
the  Executive  Committee  of  the  Board  of 
Trustees  to  have  some  leeway  in  negotiat- 
ing a contract  with  the  Department  of  De- 
fense each  year,  and  further  that  the  Execu- 
tive Committee  be  allowed  to  negotiate  and 
obtain  the  best  possible  contract  that  could 
be  arranged  with  the  Department  of  De- 
fense concerning  the  Medicare  program. 

Report  of  Committee  on  Cancer 

Ralph  H.  Monger,  M.D.,  Chairman 

The  report  outlined  the  activities  of  the 
committee  for  the  year  and  reviewed  the 
matters  discussed  at  the  committee  meeting 
on  February  26th. 

One  of  the  activities  of  the  committee  was 
to  offer  services  to  county  medical  societies 
stating  that  the  committee  was  willing  to 
conduct  scientific  programs.  Interesting 
statistics  were  presented  by  Dr.  Ralph 
Braund,  a member  of  the  committee. 

The  committee  suggested  that  a recom- 
mendation should  go  to  all  county  medical 
societies  to  cooperate  with  the  American 
Cancer  Society  Unit  in  the  locality  year 
round  to  educate  the  lay  people  within  their 
area. 

The  committee  also  recommended  that 
certain  areas  in  Tennessee  should  be  con- 
tacted in  regard  to  the  feasibility  of  estab- 
lishing additional  tumor  clinics.  The  report 
concluded  with  the  statement  that  the  com- 
mittee had  unanimously  agreed  to  recom- 
mend to  the  Postgraduate  Committee  of 
TSMA  that  one  program  each  year  include 
some  phase  of  cancer. 

Report  of  the  Advisory  Committee  to  the 
State  Department  of  Public  Welfare 

Carl  A.  Hartung,  M.D.,  Chairman 

The  report  stated  that  the  committee  had 
met  with  officials  of  the  Department  of  Pub- 
lic Welfare  for  the  purpose  of  making  sug- 
gestions to  the  department  for  carrying  out 
an  expanded  medical  care  program  within 
the  scope  of  Tennessee’s  present  plan. 

Recommendations  of  the  Advisory  Com- 
mittee: (1)  That  the  Department  of  Public 
Welfare  continue  to  limit  with  certain  ex- 
ceptions, hospitalization  to  ten  days  per 
year  for  each  patient.  (2)  That  exceptions 


be  made  upon  the  recommendation  of  the 
attending  physician  with  a total  of  30  days 
per  year  as  the  maximum  for  each  patient. 
(3)  That  care  in  convalescence  homes  be  an 
adjunct  to  hospital  care.  (4)  That  informa- 
tion about  the  limitations  of  the  public  as- 
sistance medical  care  program  be  provided 
all  physicians.  (5)  That  the  department 
should  assume  the  responsibility  for  ex- 
plaining the  details  of  the  program  to  the 
hospitals.  (6)  That  the  department  con- 
tinue the  present  plan  whereby  the  medical 
review  officer  is  a local  doctor. 

The  report  continued  with  information 
concerning  the  Department  of  Public  Wel- 
fare and  its  expanded  Public  Assistance 
Hospitalization  coverage  for  old  age  assist- 
ance recipients. 

The  report  stated  that  the  committee 
strongly  advised  that  the  hospital  remind 
the  attending  physician  of  the  necessity  for 
requesting  an  extension  as  soon  as  the  need 
for  additional  hospitalization  has  been  de- 
termined. The  report  gave  the  definition  of 
public  assistance  hospitalization  for  old  age 
assistance  recipients  and  stated  that  it  was 
the  same  as  that  for  all  other  public  as- 
sistance recipients. 

The  report  contained  advice  on  how  to 
complete  applications  and  the  various  forms 
of  the  Department  of  Public  Welfare. 

Report  of  Committee  on  Rural  Health 

Julian  C.  Lentz,  Jr.,  M.D.,  Chairman 

The  report  enumerated  the  activities  of 
the  committee,  briefly  commenting  on  their 
purpose  and  making  recommendations  for 
the  coming  year. 

The  report  reviewed  the  regional  rural 
health  conference  of  southeastern  states 
conducted  in  Atlanta,  Georgia  on  October 
7,  1960,  attended  by  the  Chairman.  The  re- 
port stated  that  the  committee  had  corre- 
sponded with  other  state  medical  associa- 
tions engaged  in  rural  health  programing 
and  information  was  exchanged  with  such 
committees. 

The  report  included  the  results  of  a meet- 
ing with  the  Chairman  of  the  Association’s 
Tennessee  Medical  Foundation  Committee 
for  the  purpose  of  eliminating  over-lap  and 
separate  functions  of  the  two  committees. 
The  report  also  outlined  the  discussions  in- 
volved wherein  representatives  of  the  com- 
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mittee  attended  a meeting  proposing  a Ten- 
nessee Health  Council. 

It  was  recommended  that  the  Rural 
Health  Committee  continue  as  a standing 
committee  of  the  Association  and  that  a 
member  of  the  Farm  Bureau  Federation 
and  a member  of  the  University  of  Tennes- 
see Agricultural  Extension  Service  be  ap- 
pointed as  active  members  of  the  commit- 
tee. This  would  effect  a close  working  re- 
lationship between  medicine  and  the  two 
groups  most  concerned  with  matters  relat- 
ing to  rural  health. 

It  was  further  determined  that  the  Rural 
Health  Committee  should  be  considered  as 
an  action  group,  eager  to  define  and  tackle 
any  problem  in  the  area  of  rural  health 
which  might  arise.  The  report  stated  that 
most  problems  of  rural  health  can  be  han- 
dled at  the  local  level,  either  through  a lo- 
cal medical  society,  health  department  or 
farm  group,  but  should  such  a problem  arise 
that  further  action  is  necessary,  the  com- 
mittee would  stand  ready  to  act. 

Report  of  Public  Service  Committee 

Robert  M.  Finks,  M.D.,  Chairman 

The  report  stated  the  amount  of  work 
and  activity  directed  toward  surveying  and 
evaluating  the  public  service  efforts  of  the 
county  medical  societies  and  stimulating 
county  societies  to  implement  those  public 
service  projects  designed  and  approved  by 
the  state  committee.  The  report  included  a 
survey  of  county  societies  who  do  not  have 
a public  service  committee  and  the  state 
committee  urged  that  where  practical,  a 
public  service  committee  be  established  in 
each  county  society  or  multi-county  society. 

In  an  effort  to  further  stimulate  activity, 
it  was  recommended  that  the  Chairman  of 
each  county  society’s  public  service  com- 
mittee be  made  an  ex-officio  member  of  the 
TSMA  Public  Service  Committee.  This  rec- 
ommendation was  subsequently  approved 
by  the  Board  of  Trustees. 

The  report  outlined  a list  of  suggested 
county  society  public  service  activities  for 
the  various  committees.  These  suggestions 
were  communicated  to  county  societies  with 
the  recommendation  that  they  be  considered 
as  a minimum  public  service  program  for 
each  society. 

It  was  stated  in  the  report  that  the  com- 


mittee believed  that  continued  improve- 
ment of  medical  public  relations  is  held  by 
the  individual  county  medical  society  and 
that  the  intent  to  which  this  goal  is  achieved 
will  depend  upon  the  interested  activity  as 
expressed  by  the  county  societies  in  carry- 
ing out  a sound  public  service  program 
within  the  community. 

Work  performed  by  the  Sub-Committee 
on  Aging  was  reported,  as  were  the  activi- 
ties conducted  by  the  Sub-Committee  on 
Nursing. 

The  report  stated  that  the  committee  had 
worked  toward  stimulation  of  interest  on 
the  part  of  high  school  students  to  take  up 
careers  in  medicine  and  its  allied  fields.  The 
booklet  “Planning  a Health  Career  in  Ten- 
nessee” had  been  distributed  to  all  county 
medical  societies  with  the  request  that  the 
booklet  be  used  in  presenting  “Career  Day” 
programs  for  local  high  school  students. 

Consideration  has  been  given  by  the  Pub- 
lic Service  Committee  to  the  problem  of 
physician  placement  with  special  reference 
to  assisting  rural  communities  in  obtaining 
necessary  physician  services.  The  commit- 
tee cooperated  with  the  Sears  Roebuck 
Foundation  in  this  endeavor. 

It  was  reported  that  during  the  past  year, 
the  placement  service  had  processed  112  ap- 
plications in  both  categories  of  communities 
seeking  physicians  and  physicians  seeking 
communities,  and  assisted  in  15  placements. 

The  committee  has  studied  the  problem 
of  the  best  method  to  be  followed  in  orient- 
ing new  members  as  to  the  privileges  they 
accrue  and  responsibilities  which  they  incur 
by  virtue  of  their  membership  in  organized 
medicine. 

The  committee  requested  and  received  ap- 
proval from  the  Board  of  Trustees  to  in- 
augurate a new  program  in  connection  with 
the  annual  meeting.  This  program  to  be 
co-sponsored  by  the  host  society  in  the  city 
where  the  annual  meeting  is  conducted, 
would  be  a breakfast  meeting  for  outstand- 
ing community  leaders  for  the  purpose  of 
educating  them  on  the  problems  of  medi- 
cine. 

The  report  concluded  by  calling  for  indi- 
vidual and  collective  work  of  members  for 
greater  effort  to  preserve  the  true  image  of 
the  physician  who  is  dedicated  to  the  public 
service  of  his  community. 
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Report  of  Tennessee  Medical 
Foundation  Committee 

Harrison  J.  Shull,  M.D.,  Chairman 

The  committee  made  the  following  report: 
(1)  Consultation  service  in  medicine  and 
surgery  continued  at  Oneida  and  at  Mon- 
terey and  in  x-ray  at  Palmer.  These  ac- 
tivities are  at  a somewhat  reduced  pace  as 
compared  with  same  periods  in  the  past. 
The  funds  for  the  payment  of  consultants  is 
still  furnished  by  the  United  Mine  Workers 
of  America,  these  funds  being  deposited 
with  the  treasurer  of  the  Tennessee  Medical 
Foundation  and  made  from  the  Tennessee 
Medical  Foundation  office  to  the  consultant 
on  a per  service  visit.  Dr.  James  P.  Worden 
of  Knoxville  who  has  arranged  the  consul- 
tations and  Dr.  John  E.  Kesterson  of  Knox- 
ville who  has  contributed  long  hours  to  the 
activity  of  the  Foundation  in  East  Tennes- 
see over  the  years  in  this  and  other  work, 
deserve  special  credit  for  these  services  in 
a needy  area. 

(2)  As  reported  last  year  the  Foundation 
believes  that  one  of  the  areas  in  which  the 
practicing  physician  may  at  times  find  him- 
self severely  limited  is  in  the  lack  of  ade- 
quate and  dependable  ancillary  and  suppor- 
tive services  such  as  laboratory,  x-ray  and 
hospital  administration.  The  strength  of 
these  services  in  a given  locality  may  be  af- 
fected by  circumstances  not  always  under 
the  control  of  the  physicians  themselves, 
circumstances  which  may  make  the  local 
physicians  desirous  of  having  consultative 
advice  on  these  matters.  In  an  effort  to  ex- 
plore, on  a pilot  basis,  the  advisability  and 
usefulness  of  such  consultative  service  to  a 
local  medical  community  the  Tennessee 
Medical  Foundation  has  worked  out  with 
the  Tennessee  Society  of  Pathologists  a plan 
to  study  the  laboratory  situation  in  a hospi- 
tal in  East  Tennessee  (Harriman)  and  in 
Middle  Tennessee  (Shelbyville)  on  the  in- 
vitation of  each  of  these  hospitals.  The  plan 
also  is  intended  to  include  a hospital  in  West 
Tennessee,  but  as  yet  there  has  not  been  an 
invitation  from  a West  Tennessee  hospital. 
This  study  is  intended  to  be  over  a sufficient 
period  of  time  to  give  a careful  appraisal  of 
needs  and  facilities  for  meeting  these  needs 
and  to  give  whatever  help  is  available  and 
desired  in  meeting  these  needs.  This  study 


is  to  be  concerned  not  alone  with  tissue 
work,  but  with  clinical  laboratory  proce- 
dures as  well. 

All  of  the  above  reports  of  standing  com- 
mittees were  referred  to  the  Reference 
Committee  on  Reports  of  Standing  Com- 
mittees— Reference  Committee  A. 

Standing  committees  not  making  reports 
included  (1)  Committee  on  Hospitals  (2) 
Grievance  Committee.  These  committees 
had  no  business  to  report. 

Nominating  Committee 

The  Speaker  requested  the  delegates  from 
the  three  grand  divisions  of  the  state  to  con- 
gregate in  three  areas  of  the  room  for  the 
purpose  of  organizing  a Nominating  Com- 
mittee. The  Speaker  appointed  three  tem- 
porary chairmen  of  the  grand  divisions  for 
organization  and  election  of  a permanent 
Nominating  Committee. 

Dr.  A.  M.  Patterson,  Chattanooga,  was 
appointed  temporary  chairman  for  East 
Tennessee;  Dr.  Jas.  C.  Gardner,  Nashville, 
temporary  chairman  for  Middle  Tennessee; 
and  Dr.  Fred  Strain,  Memphis,  temporary 
chairman  for  West  Tennessee. 

Following  the  caucus  of  the  delegates 
from  each  grand  division  of  the  state,  the 
Speaker  again  called  the  House  to  order 
and  announced  the  personnel  of  the  Nomi- 
nating Committee,  which  consisted  of  the 
following:  (Dr.  Rychener  of  Memphis  had 
previously  pointed  out  that  no  two  members 
of  the  committee  should  represent  the  same 
county  medical  society.)  Members  of  the 
Nominating  Committee — Dr.  Joseph  L. 
Raulston,  Knoxville,  Chairman;  Dr.  A.  M. 
Patterson,  Chattanooga;  Dr.  E.  L.  Caudill, 
Jr.,  Elizabethton;  Dr.  James  N.  Thomasson, 
Nashville;  Dr.  William  A.  Hensley,  Cooke- 
ville; Dr.  John  Derryberry,  Shelbyville;  Dr. 
Duane  Carr,  Memphis;  Dr.  John  R.  Thomp- 
son, Jackson;  Dr.  Byron  O.  Garner,  Union 
City. 

The  Speaker  announced  that  the  business 
of  the  Nominating  Committee  should  be 
transacted  as  early  as  possible.  The  com- 
mittee was  directed  to  furnish  the  names  of 
candidates  for  councilors  from  the  Second, 
Fourth,  Sixth,  Eighth  and  Tenth  Districts. 
The  Nominating  Committee  would  make  a 
report  for  nominations  of  councilors  later  in 
the  afternoon  session. 
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The  Speaker  announced  that  the  House 
would  continue  with  hearing  the  reports  of 
special  committees.  The  following  special 
committee  reports  were  rendered. 

Special  Committees 

Report  of  the  Consultative  Committee  on  the 
Administration  of  Prepaid  Medical  Care  Plans 

C.  N.  Gessler,  M.D.,  Chairman 

Highlights:  The  report  outlined  the  meth- 
ods followed  and  the  results  obtained  in  the 
beginning  phase  of  the  survey  of  several 
hospitals  in  the  state  to  determine  if  abuses 
were  occurring  in  prepaid  medical  care 
plans.  In  the  report,  it  was  outlined  the 
audit  that  had  been  made  at  the  Maury 
County  Hospital  at  Columbia,  Tennessee. 
The  report  stated  that  no  concrete  evidence 
of  mis-use  in  insurance  facilities  was  found 
in  the  Maury  County  Hospital;  however, 
only  354  cases  were  reviewed  and  these 
were  selected  cases  and  did  not  necessarily 
reflect  a true  picture  of  the  over-all  opera- 
tion. The  committee  had  found  that  the 
type  of  survey  conducted  in  the  Maury 
County  Hospital  was  expensive. 

The  committee  had  been  granted  an  ap- 
propriation of  $2,500  to  make  the  series  of 
audits  and  due  to  the  expense  involved,  it 
was  found  that  an  additional  $2,000  would 
be  requested. 

Report  of  Committee  on  Disaster  Planning 

Moore  Moore,  Jr.,  M.D.,  Chairman 

Highlights:  The  report  of  the  chairman 
stated  that  he  had  attended  the  Eleventh 
County  Medical  Society  Conference  on  Dis- 
aster Medical  Care  featuring  the  United 
States  Public  Health  Mobilization  for  Dis- 
aster held  in  November,  1960  at  Chicago. 
It  was  also  reported  by  the  Chairman  that 
he  had  attended  the  regional  workshop  ses- 
sions in  New  Orleans  on  February  18,  1961. 
The  report  pointed  out  the  necessity  of  or- 
ganizing and  planning  for  disaster  programs 
and  stated  that  this  must  begin  at  the 
ground  roots  level,  specifically  with  each 
hospital  or  clinic  no  matter  how  small  or 
large.  The  report  recommended  that  each 
doctor  should  know  where  to  go  automati- 
cally in  the  event  of  any  type  of  disaster 
and  should  be  in  relation  to  his  hospital 
affiliations.  The  report  stated  the  problems 


involved  with  communications  in  the  event 
of  disaster. 

The  report  stated  that  the  Public  Health 
Service  is  generally  considered  to  be  in 
charge  at  a disaster,  but  working  with  the 
office  of  Civil  Defense  Mobilization. 

The  report  recommended  that  means  be 
developed  to  utilize  allied  personnel  such 
as  dentists,  veterinarians  and  others.  The 
report  concluded  by  stating  that  it  was  the 
definite  responsibility  of  the  medical  pro- 
fession to  teach  themselves  and  all  allied 
groups  in  the  problem  of  handling  mass 
casualities. 

Report  of  Committee  on  Industrial  Health 
and  Workmen's  Compensation 

George  E.  Duncan,  M.D.,  Chairman 

Highlights:  The  report  stated  that  the 
committee  had  been  working  in  conjunction 
with  the  Committee  on  Postgraduate  Edu- 
cation. A total  of  forty-eight  hours  of  in- 
struction in  occupational  health  was  con- 
ducted in  ten  cities  in  the  state.  Articles 
had  been  prepared  for  the  TSMA  Journal 
on  industrial  medicine.  The  report  stated 
that  the  function  of  the  committee  was  be- 
coming increasingly  important  in  that  80% 
of  the  nation’s  working  force  is  cared  for  by 
part-time  industrial  physicians. 

Report  of  Liaison  Committee  to 
United  Mine  Workers  of  America 

Cecil  E.  Newell,  M.D.,  Chairman 

Highlights:  The  report  stated  that  close 
liaison  had  been  carried  out  with  the  United 
Mine  Workers  of  America  through  their 
area  medical  administrator,  Dr.  John  D. 
Winebrenner.  The  report  stated  that  income 
from  bituminous  coal  production  is  declin- 
ing. It  was  pointed  out  that  in  spite  of 
these  various  economies,  the  UMWA  con- 
tinues to  provide  medical  services  to  its 
members. 

Other  problems  arising  during  the  past 
year  had  been  readily  resolved  with  the 
committee  and  the  UMWA. 

Report  of  Advisory  Committee  to 
Woman's  Auxiliary  to  TSMA 

William  A.  Garrott,  M.D.,  Chairman 

Highlights:  The  report  stated  the  out- 
standing work  performed  by  the  Woman’s 
Auxiliary  during  the  year.  Attention  was 
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called  to  the  National  Trophy  for  contribu- 
tions for  AMEF  from  the  Woman’s  Auxili- 
ary in  Tennessee,  and  further  pointed  out 
the  ingenious  methods  to  obtain  contribu- 
tions to  this  worthy  cause.  The  report  also 
lauded  the  significant  efforts  of  the  Auxili- 
ary in  legislative  matters. 

The  report  concluded  by  stating  that  the 
Auxiliary  had  presented  the  medical  profes- 
sion to  people  of  all  ages  in  the  best  possible 
light  and  had  joined  other  groups  in  pursuit 
of  worthwhile  community  efforts. 

Report  of  Committee  on  Blood  Banks 

Merlin  L.  Trumbull,  M.D.,  Chairman 

Highlights:  The  report  stated  that  organ- 
ized labor  has  evidenced  an  increasing  in- 
terest in  blood  banking  activties,  particu- 
larly at  the  national  level.  The  report 
pointed  out  the  intense  interest  manifested 
by  AFL-CIO  in  the  Joint  Blood  Council.  It 
was  believed  that  better  understanding  is 
being  obtained  on  this  subject  with  labor 
leaders. 

It  was  pointed  out  that  efforts  were  con- 
tinuing at  a high  level  to  adequately  supply 
the  necessary  blood  needed.  Physicians 
were  encouraged  to  obtain  blood  replace- 
ments from  friends  and  relatives  of  patients. 

The  clearing  house  method  of  obtaining 
blood  was  reviewed  by  the  chairman.  The 
American  Association  of  Blood  Banks  and 
the  American  National  Red  Cross  were  the 
two  clearing  houses  explained  in  the  report. 

It  was  stated  that  the  Joint  Commission 
on  Accreditation  of  Hospitals  had  shown  an 
increasing  interest  in  blood  bank  operations. 

Report  of  Committee  on  Mental  Health 

Frank  H.  Luton,  M.D.,  Chairman 

Highlights:  It  was  reported  that  the  com- 
mittee met  on  March  12th  at  which  time 
there  was  a review  of  the  functions  and 
purposes  of  the  committee  and  of  the  activi- 
ties conducted.  The  report  outlined  activi- 
ties sponsored  by  the  State  Department  of 
Mental  Health  and  it  described  a recent 
workshop  in  psychiatry  for  general  practi- 
tioners held  at  Clarksville  during  the  past 
few  months.  Committee  members  partici- 
pated with  other  physicians  in  programs  of 
education  in  the  area  of  “Boy-Girl”  Rela- 
tionships, “Preparation  for  Christian  Mar- 
riage,” “Human  Reproduction”  and  others. 


These  programs  have  been  held  in  the  set- 
ting of  high  school  fellowships  of  various 
Protestant  churches  in  the  state  and  repre- 
sents an  interest  that  is  being  shared  by 
medical  associations  throughout  the  coun- 
try. It  was  pointed  out  that  this  was  an 
opportunity  for  county  medical  societies  to 
sponsor  similar  programs  that  might  favor- 
ably influence  the  lives  of  many  young  peo- 
ple in  health,  marital  happiness  and  moral- 
ity. 

The  Chairman  reported  on  his  attendance 
and  the  ideas  discussed  at  the  Seventh  An- 
nual Conference  of  Mental  Health  Repre- 
sentatives of  state  medical  associations.  The 
theme  of  this  program  was  “An  Appraisal 
of  Developments  and  Progress  in  Mental 
Health  Programs  as  Observed  by  Confer- 
ence Participants.” 

The  report  included  the  committee’s  study 
on  the  “Medical  Use  of  Hypnosis”  that  was 
made  by  a sub-committee  of  the  Council  on 
Mental  Health  which  states  the  official  atti- 
tude of  the  AMA  toward  this  technique.  It 
was  stated  that  the  committee  is  concerned 
with  the  problem  of  stimulating  further  in- 
terest of  the  physician  in  programs  relating 
to  his  responsibility  for  the  treatment  and 
management  of  many  of  the  problems  of  the 
mentally  ill.  Closer  relationships  with 
county  medical  societies  in  the  development 
of  programs  with  psychiatric  content  are 
needed,  it  was  reported. 

The  report  concluded  by  stating  that  the 
Committee  on  Mental  Health  be  called  upon 
for  any  help  and  direction  by  members  and 
groups  of  the  Association  who  may  wish  to 
initiate  programs  of  a psychiatric  nature  in 
any  part  of  the  state. 

Report  of  Committee  on 
Health  Project  Contest 

Mrs.  Noble  W.  Guthrie,  Chairman 

Highlights:  The  report  outlined  the  work 
conducted  by  the  committee  in  getting  out 
reproductions  of  contest  rules,  obtaining 
lists  of  schools  and  distribution  of  memo- 
randa to  all  chairmen  concerning  the  health 
project  contest  sponsored  by  TSMA.  The 
contest  was  again  endorsed  by  the  Tennes- 
see Department  of  Education. 

Nineteen  entries  were  submitted  for  judg- 
ing, one  more  than  the  previous  year.  Hay 
Long  High  School  Science  Club,  Mount 
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Pleasant,  Tennessee,  was  selected  as  the 
first  place  winner.  A check  for  $400  was 
presented  to  representatives  of  the  club  and 
their  sponsor  at  the  President’s  Banquet. 

Second  prize  award  of  $100  presented  by 
the  Woman’s  Auxiliary  went  to  the  White 
Station  High  School  Science  Club  of  Mem- 
phis. 

The  third  and  fourth  prize  winners  were 
presented  $25  each.  These  winners  were 
Powell  High  School,  Knox  County  and  Lee 
Academy,  Bradley  County.  Each  high  school 
which  submitted  an  entry  received  a certifi- 
cate of  achievement  in  recognition  of  its  in- 
terest and  effort  in  improving  community 
health. 

Report  of  Tennessee  Committee  for 
American  Medical  Education  Foundation 

Jean  M.  Hawkes,  M.D.,  Chairman 

Highlights:  The  report  stated  that  on  Jan- 
uary 31,  1961,  307  physicians  had  given 
$12,696  to  the  American  Medical  Education 
Foundation.  The  campaign  consisted  of  ap- 
peals to  each  medical  society  and  hospital 
staff,  as  well  as  direct  mailing  to  each  physi- 
cian in  the  state.  The  report  included  the 
manner  in  which  solicitations  were  made  by 
the  University  of  Tennessee  and  Vanderbilt 
University  Schools  of  Medicine. 

A questionnaire  sent  to  a group  of  south- 
ern medical  schools  elicited  the  opinion  that 
most  endowed  institutions  already  had  ac- 
tive fund-raising  machinery  and  felt  that 
AMEF  increased  their  donations  very  little. 
In  some  cases,  the  donations  through  AMEF 
were  smaller  than  those  made  direct  to  the 
school.  It  was  believed  by  the  committee 
that  the  campaign  was  of  benefit  to  state 
supported  institutions.  The  report  recom- 
mended that  the  AMEF  should  continue  to 
receive  enthusiastic  support  from  physi- 
cians. 

Report  of  Committee  on  Youth  and  Education 

John  H.  Burkhart,  M.D.,  Chairman 

Highlights:  A major  project  undertaken 
by  the  committee  in  the  past  year  had  been 
the  co-sponsorship  with  the  Tennessee  Sec- 
ondary Schools  Athletic  Association  of  a 
series  of  regional  athletic  injury  clinics 
throughout  the  state. 

The  clinics  sought  to  create  an  awareness 
on  the  part  of  high  school  coaches  and 


trainers  of  the  proper  preventive  techniques 
as  well  as  the  positive  aspects  of  sports  con- 
ditioning. Material  presented  at  each  clinic 
was  developed  by  a physician  and  a coach, 
working  as  co-chairmen. 

Clinics  were  presented  in  Memphis,  Jack- 
son,  Nashville,  Chattanooga,  Knoxville  and 
Johnson  City,  and  were  attended  by  approx- 
imately 200  coaches,  trainers  and  physicians. 

The  report  contained  two  recommenda- 
tions: (1)  That  clinics  be  co-sponsored  at  the 
state  level  by  TSMA  and  TSSAA  not  of- 
tener  than  once  every  two  years.  (2)  That 
county  medical  societies  initiate  and  foster 
the  “team  physician”  plan  in  all  areas  in 
which  such  a plan  does  not  exist.  The  re- 
port stated  that  it  was  important  to  have  a 
physician  “on  the  bench”  in  sports  events, 
particularly  where  body  contact  is  involved. 
It  was  pointed  out  that  TSMA  was  working 
with  a special  committee  of  the  Tennessee 
Public  Health  Association  to  determine 
what  programs  can  be  organized  and  im- 
plemented to  improve  the  over-all  level  of 
health  among  the  children  in  public  schools. 

The  report  concluded  by  stating  that  the 
Chairman  had  attended  the  Eighth  National 
Conference  on  Physicians  and  Schools  held 
in  Chicago  and  sponsored  by  the  AMA  De- 
partment of  Health  and  Education.  The  re- 
port stated  that  ideas  obtained  could  be  put 
to  excellent  use  in  the  committee’s  work  in 
the  future. 

All  of  the  above  reports  of  special  com- 
mittees were  referred  to  the  Reference 
Committee  on  Reports  of  Special  Commit- 
tees— Reference  Committee  B. 

Special  committees  not  presenting  reports 
were:  Committee  on  Governmental  Medical 
Services,  Committee  on  Tuberculosis,  Legal 
Relations  and  Interprofessional  Code  Com- 
mittee, Committee  on  Sight  Conservation, 
and  General  Liaison  Committee. 

Special  Reports 

Report  of  Woman's  Auxiliary  to  TSMA 

Mrs.  Robert  L.  Akin,  President 

(Before  rendering  the  report,  the  Presi- 
dent-Elect of  the  Auxiliary,  Mrs.  E.  E.  Wil- 
kinson of  Nashville,  was  introduced  to 
members  of  the  House.) 

Highlights:  Mr.  Akin  presented  the  silver 
trophy  that  the  Tennessee  Medical  Auxili- 
ary won  for  the  most  AMEF  donations  for 
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1959-60.  The  report  stated  that  objectives 
of  the  Auxiliary  are:  (1)  To  assist  the  TSMA 
in  its  program  for  the  advancement  of  medi- 
cine and  public  health.  (2)  To  coordinate 
and  advise  concerning  the  activities  of  the 
county  auxiliaries.  (3)  To  cultivate  friendly 
relations  and  promote  mutual  understand- 
ing among  physicians’  families.  The  report 
stated  that  the  fourteen  auxiliaries  in  Ten- 
nessee include  1,388  members  and  comprise 
more  than  half  of  the  counties  in  Tennessee. 
The  national  auxiliary  theme  for  the  year  is 
“Preserve  and  Enhance  the  Heritage  of 
American  Medicine.” 

The  Auxiliary  President  outlined  the  tre- 
mendous amount  of  work  performed  by 
Auxiliary  members  in  the  legislative  pro- 
gram including  letters  written  to  Congress- 
men and  Senators  asking  support  of  the 
Kerr-Mills  Bill.  Efforts  to  keep  medical 
schools  free  of  government  control  through 
donations  to  AMEF  were  reported.  Work 
performed  in  the  service  of  nurse  recruit- 
ment was  outlined  at  length.  Activities 
such  as  “The  Family  Fallout  Shelter,”  films 
covering  health  careers,  mental  health,  can- 
cer, un-American  Activities,  international 
medicine  and  the  need  of  blood  banks  were 
subjects  discussed  at  meetings  of  the  Auxili- 
ary. The  Auxiliary’s  support  of  the  Tennes- 
see Medical  Foundation  was  outlined.  Work 
conducted  for  senior  citizens  was  covered. 
The  Auxiliary’s  work  in  sponsoring  the 
health  project  contest  was  outlined  in  de- 
tail. The  part  played  by  each  Auxiliary  in 
promoting  “Doctor’s  Day”  was  revealed. 

The  report  concluded  by  inviting  mem- 
bers of  the  House  to  visit  the  annual  ses- 
sions of  the  Auxiliary,  to  hear  their  reports, 
see  their  exhibits  and  visit  the  arts  and 
crafts  show. 

Report  of  AMA  Delegation 

Daugh  W.  Smith,  M.D.,  Chairman 

Highlights:  The  Chairman  recommended 
that  each  member  read  the  report  in  detail 
but  preferred  to  abstract  the  report  and  give 
highlights  of  activities.  The  annual  meeting 
of  the  House  of  Delegates  of  the  AMA  in 
June,  1960  and  the  clinical  session  of  the 
House  of  Delegates  in  December,  1960  were 
reported.  Such  matters  as  health  care  for 
the  aged,  pharmaceutical  issues,  occupa- 


tional health  programs,  and  allied  health 
groups  were  reviewed. 

The  report  went  into  detail  regarding 
resolutions  number  three  and  four  intro- 
duced in  the  1960  annual  session  of  the 
House  of  Delegates  of  the  AMA  dealing 
with  the  National  Foundation.  The  chair- 
man reviewed  each  step  taken  on  this  pro- 
gram since  it  was  initiated  through  resolu- 
tions presented  by  the  Tennessee  Delega- 
tion. The  report  discussed  the  functioning 
of  the  new  policy  adopted  by  the  AMA 
House  pertaining  to  the  National  Founda- 
tion. The  policy  adopted  was  outlined  in 
detail,  as  well  as  the  functioning  of  the  var- 
ious medical  society  advisory  committees 
and  their  relationship  to  the  policy  on  the 
National  Foundation. 

In  covering  the  activities  of  the  clinical 
session  in  December,  the  report  went  into 
detail  of  the  AMA’s  support  of  the  Kerr- 
Mills  Bill  which  was  passed  and  is  presently 
the  law  of  the  land  for  medical  assistance  to 
the  aged.  A report  on  the  proposed  dues 
increase  to  the  AMA  was  presented.  The 
programs  were  revealed  wherein  the  Ameri- 
can Medical  Association  proposed  to  use  ad- 
ditional funds.  Pertaining  to  the  dues  in- 
crease, it  was  recommended  that  an  annual 
dues  increase  of  $20  be  implemented  over  a 
period  of  two  years;  ten  dollars  on  January 
1,  1962  and  ten  dollars  additional  on  Janu- 
ary 1,  1963. 

The  report  concluded  by  revealing  the 
continued  study  and  periodic  re-evaluation 
of  the  trend  toward  locating  physicians’  of- 
fices in  or  adjacent  to  hospitals. 

Report  of  Reference  Committee  on 
Outstanding  Physician  of  the  Year  Award 

J.  Paul  Baird,  M.D.,  Chairman 

The  Speaker  announced  that  the  next  or- 
der of  business  would  be  the  report  of  the 
Reference  Committee  on  the  Physician  of 
the  Year  Award  and  the  election. 

Dr.  J.  Paul  Baird,  Chairman,  Dyersburg, 
presented  the  report  of  the  Reference  Com- 
mittee, and  submitted,  in  keeping  with  the 
requirements,  the  names  of  three  physicians 
for  the  award.  They  were:  Dr.  John  B. 
Steele  of  Chattanooga;  Dr.  C.  D.  Walton, 
Mt.  Pleasant;  and  Dr.  Lea  Callaway,  Mary- 
ville. 

The  Speaker  called  for  the  customary 
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three-minute  nominating  speeches  for  each 
of  the  candidates.  Dr.  George  K.  Henshall 
spoke  in  behalf  of  Dr.  Steele;  Dr.  Ambrose 
M.  Langa  spoke  in  behalf  of  Dr.  Walton; 
and  Dr.  Robert  H.  Haralson  spoke  in  behalf 
of  Dr.  Callaway. 

Following  the  nominating  speeches,  the 
Speaker  asked  members  of  the  House  to 
prepare  their  ballots.  Tellers  were  ap- 
pointed to  count  the  ballots.  Prior  to  vot- 
ing, the  Speaker  asked  the  will  of  the  House 
to  whether  such  an  election  would  require 
a pleurality  or  a majority.  A motion  was 
duly  made  and  seconded,  and  adopted  that  a 
majority  be  used  in  the  election.  The  mo- 
tion was  adopted. 

Election  of  Physician  of  the  Year 

The  result  of  the  balloting  for  the  Out- 
standing Physician  of  the  Year  Award  was 
announced  and  Dr.  John  B.  Steele  of  Chat- 
tanooga was  named  the  Outstanding  Physi- 
cian of  the  Year  in  Tennessee  for  1961. 

Election  of  Councilors 

The  Speaker  again  announced  the  names 
of  the  physicians  composing  the  Nominating 
Committee  and  called  upon  Dr.  Joe  L.  Raul- 
ston,  Chairman,  to  present  the  slate  of  coun- 
cilors selected  by  the  Nominating  Commit- 
tee. 

Dr.  Raulston  stated  that  the  Committee 
had  nominated  councilors  for  Districts  Two, 
Four,  Six,  Eight  and  Ten. 

Councilors  nominated  were  as  follows: 
B.  M.  Overholt,  M.D.,  Knoxville — Second 
District;  Thurman  Shipley,  M.D.,  Cookeville 
— Fourth  District;  Laurence  A.  Grossman, 
M.D.,  Nashville  — Sixth  District;  Frank 
Moore,  M.D.,  Jackson — Eighth  District; 
Francis  Cole,  M.D.,  Memphis — Tenth  Dis- 
trict. 

Following  the  nomination  of  these  coun- 
cilors, the  House  voted  and  the  nominees 
as  presented  were  elected  Councilors  of  the 
respective  Districts  named.  In  each  instance, 
the  Speaker  called  for  additional  nomina- 
tions from  the  floor.  There  were  none. 

New  Business 

Dr.  Henry  Douglass,  Chairman  of  the 
Doctors’  Memorial  Trust  Fund,  gave  an  in- 
formal report  of  the  status  of  the  finances 
contained  in  the  fund.  He  outlined  the 


amount  of  money  approximating  $1,000  and 
the  interest  that  had  accrued  to  date.  He 
stated  that  it  was  up  to  the  three  trustees  of 
the  fund  to  use  the  monies  as  seen  fit  for  a 
medical  charity.  He  did  not  request  any 
specific  instructions  from  the  House  but  pre- 
sented the  report  primarily  for  information. 

Dr.  I.  E.  Phillips,  delegate  from  the  Sulli- 
van-Johnson  County  Society  asked  permis- 
sion for  the  floor  to  present  information  to 
the  House  of  Delegates.  He  outlined  a se- 
cret ballot  conducted  among  132  members  of 
his  society,  91  returning  votes,  58%  for  and 
42%  against  inclusion  of  physicians  under 
social  security  provisions  currently  in  effect. 
He  stated  that  the  Sullivan- Johnson  County 
Society  instructed  the  delegates  to  TSMA 
to  inform  the  House  of  Delegates  that  the 
Sullivan- Johnson  County  Society  had  taken 
this  action.  No  request  for  action  by  the 
TSMA  House  was  made.  It  was  presented 
as  a matter  of  information  only. 

Announcements 

The  Chairman  of  the  Council,  and  Chair- 
men of  various  reference  committees  of  the 
House  of  Delegates  announced  the  times  and 
places  of  meetings  of  their  committees  for 
the  evening  and  following  day. 

There  being  no  further  business  to  be  pre- 
sented, the  first  session  of  the  House  of  Dele- 
gates recessed  at  5:40  p.m.,  until  9:00  a.m. 
Tuesday,  April  11,  1961. 

TUESDAY  MORNING  SESSION 
April  II,  1961 

The  House  of  Delegates  reconvened  at 
9:00  a.m.  in  the  Read  House,  Chattanoga, 
with  Dr.  Joseph  W.  Johnson,  Jr.,  Speaker  of 
the  House,  presiding.  Dr.  E.  L.  Caudill,  Jr., 
Elizabethton,  Chairman  of  the  Credentials 
Committee  reported  that  of  the  95  registered 
delegates,  a quorum  was  present. 

The  first  order  of  business  was  the  intro- 
duction of  additional  amendments. 

Introduction  of  Additional  Amendments 

Amendment  No.  1 to  the  Constitution  un- 
der the  heading  “Officers”  would  amend 
Article  VIII,  Section  3 by  eliminating  the 
language  contained  in  this  section  and  sub- 
stituting additional  language.  The  amend- 
ment would  primarily  change  the  bounda- 
ries of  the  ten  councilor  districts  in  which 
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Tennessee  is  divided  and  which  bears  upon 
the  work  of  the  council.  The  ten  councilor 
districts  would  be  defined  by  the  action  of 
the  House  and  the  re-arrangement  of  the 
counties  would  be  placed  in  each  of  the  dis- 
tricts involved.  Maps  were  presented  for 
the  enlightenment  of  the  House. 

Amendment  No.  1 to  the  Constitution  was 
referred  to  the  Reference  Committee  on 
Constitution  and  By-Laws. 

Introduction  of  Additional  Resolutions 

Resolution  No.  12: 

Subject:  Tennessee  Plan 

Introduced  by  Dr.  Chas.  C.  Trabue,  Nash- 
ville, dealt  with  the  Tennessee  Plan  and 
pointed  out  the  decreasing  percentage  of 
participating  physicians  in  the  plan  and  the 
resolution  was  drawn  for  the  purpose  of  en- 
couraging more  physicians  to  participate  in 
the  plan  by  granting  them  some  compensa- 
tory advantage.  It  resolved  that  the  House 
instruct  the  Prepaid  Insurance  Committee 
to  require  all  insurance  carriers  under  the 
Tennessee  Plan  to  henceforth  include  on 
their  claim  forms  a paragraph  to  be  signed 
by  the  claimant  instructing  the  carrier  to 
pay  the  physician  direct  only  if  he  is  a par- 
ticipating physician  and  otherwise  to  pay 
the  patient  direct. 

Resolution  No.  13 

By:  Merlin  L.  Trumbull,  M.D.,  Memphis 

This  resolution  pointed  out  that  the  new 
medical  examiners  act  had  some  features 
which  were  probably  going  to  require  con- 
siderable close  cooperation  between  the  De- 
partment of  Public  Health  and  the  patholo- 
gists. It  stated  that  pathologists  have  by 
training  an  interest  and  concern  in  forensic 
pathology  and,  thereby,  the  operation  of  the 
provision  of  the  Post  Mortem  Examination 
Act.  It  resolved  that  the  Tennessee  So- 
ciety of  Pathologists  offer  its  good  offices 
to  the  Commissioner  of  Public  Health  and 
to  any  appointed  state  medical  examiner  in 
the  development  and  implementation  of  the 
provisions  of  the  law,  preferably  through 
the  creation  of  a liaison  committee  from  the 
Tennessee  Society  of  Pathologists,  and  the 
resolution  further  requested  such  endorse- 
ment by  the  Tennessee  State  Medical  Asso- 
ciation. 

The  above  resolutions  were  referred  to 
the  Reference  Committee  on  Resolutions. 


Report  of  Nominating  Committee 
and  Election  of  Officers 

Joseph  L.  Raulston,  M.D.,  Knoxville 
Chairman 

The  Chairman  of  the  Nominating  Com- 
mittee submitted  the  following  slate. 

(In  each  instance,  the  Speaker  called  for 
additional  nominations  from  the  floor.  There 
were  none.) 

President-Elect — Dr.  William  J.  Sheridan, 
Chattanooga;  Dr.  James  J.  Rogers,  Dayton; 
and  Dr.  Herschel  H.  Hyatt,  Copper  Hill. 

Speaker  of  the  House  of  Delegates — Dr. 
Joseph  W.  Johnson,  Jr.,  Chattanooga 

Vice-Speaker  of  the  House— Dr.  J.  Mal- 
colm Aste,  Memphis 

Secretary-Editor — Dr.  R.  H.  Kampmeier, 
Nashville 

Trustee  from  Middle  Tennessee  (three- 
year  term) — -Dr.  Robert  M.  Finks,  Nashville 
Vice-President  (East  Tennessee) — Dr. 
Walter  E.  Scribner,  Kingsport 
Vice-President  (Middle  Tennessee) — Dr. 
J.  Harvill  Hite,  Pulaski 
Vice-President  (West  Tennessee) — Dr 
Baker  Hubbard,  Jackson 

Delegate  to  the  American  Medical  Asso- 
ciation (West  Tennessee) — Dr.  Alvin  J.  In- 
gram, Memphis 

Alternate  Delegate  to  the  American  Medi- 
cal Association  (West  Tennessee) — Dr.  Ju- 
lian K.  Welch,  Jr.,  Brownsville 
Delegate  to  the  American  Medical  Asso- 
cation  (Middle  Tennessee) — Dr.  Daugh  W. 
Smith,  Nashville 

Alternate  delegate  to  the  American  Medi- 
cal Association  (Middle  Tennessee)— Dr. 
Thomas  F.  Frist,  Nashville 
Three  physicians  for  the  Public  Health 
Council  from  Middle  Tennessee,  one  to  be 
subsequently  appointed  by  the  Governor — 
Dr.  T.  R.  Ray,  Shelbyville;  Dr.  James  B. 
Black,  Murfreesboro;  Dr.  Donald  Bradley, 
Sparta 

Three  physicians  for  the  Board  of  Trus- 
tees of  State  Tuberculosis  Hospitals  (Upper 
East  Tennessee)  one  to  be  subsequently  ap- 
pointed by  the  Governor — Dr.  William  K. 
Rogers,  Knoxville;  Dr.  Robert  Newman, 
Knoxville;  Dr.  Sheldon  Domm,  Knoxville 
Three  physicians  to  complete  the  unex- 
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pired  term  of  Dr.  Wesley  W.  Wilkerson,  de- 
ceased, for  the  Board  of  Trustees  of  the 
State  Tuberculosis  Hospitals  (Middle  Ten- 
nessee) one  to  be  appointed — Dr.  Clarence 
Woodcock,  Nashville;  Dr.  Robert  Mc- 
Cracken, Nashville;  Dr.  Walter  Diveley, 
Nashville 

Balloting  for  the  office  of  President-Elect 
was  conducted  by  secret  ballot.  Following 
the  balloting,  the  Speaker  appointed  Dr. 
Thomas  Parrish,  Dr.  H.  P.  Clemmer  and  Dr. 
L.  A.  Killeffer  as  tellers  to  count  the  ballots. 

Following  the  counting  of  the  ballots,  the 
Speaker  announced  that  Dr.  William  J. 
Sheridan,  Chattanooga,  had  been  named 
President-Elect  of  the  Tennessee  State  Med- 
ical Association  to  assume  the  Presidency 
in  1962.  The  Speaker  appointed  the  three 
immediate  past  presidents  to  escort  the 
President-Elect  and  present  him  to  the  Gen- 
eral Scientific  Session.  He  appointed  Dr. 
Ralph  O.  Rychener,  Dr.  H.  L.  Monroe  and 
Dr.  Jas.  C.  Gardner  for  this  purpose. 

All  of  the  other  nominees  submitted  by 
the  Nominating  Committee  were  voted  upon 
individually  and  unanimously  elected  to  the 
offices  for  which  they  were  nominated. 

The  election  of  Dr.  William  J.  Sheridan 
as  President-Elect  created  a vacancy  on  the 
Board  of  Trustees  and  the  Nominating  Com- 
mittee submitted  the  name  of  Dr.  Harmon 
L.  Monroe,  Erwin,  as  the  nominee  placed 
before  the  House  to  complete  the  unexpired 
term  on  the  Board  of  Trustees.  Dr.  Monroe 
was  unanimously  elected  to  complete  the 
term  of  Dr.  Sheridan. 

There  were  no  other  nominations  made 
from  the  floor  for  any  of  the  offices  to  be 
filled. 

Upon  the  completion  of  the  voting  for  all 
nominations,  the  new  President-Elect,  Dr. 
Sheridan,  asked  permission  for  the  floor  and 
made  a brief  speech  thanking  members  of 
the  House  of  Delegates  for  their  confidence 
in  naming  him  as  President-Elect.  He 
pledged  himself  to  carry  out  the  duties  of 
the  office  of  President  in  a creditable  man- 
ner for  the  Association. 

The  Speaker  announced  that  the  next  or- 
der of  business  was  the  Report  of  the  Refer- 
ence Committee  on  Amendments  to  the 
Constitution  and  By-Laws. 


Report  of  Reference  Committee  on 
Amendments  to  the  Constitution  and  By-Laws 

Laurence  A.  Grossman,  M.D.,  Chairman 

By-Laws — Amendment  No.  I 

“Amend  Chapter  VIII,  Section  3,  by  elimi- 
nating the  first  sentence  in  Section  3 and 

substituting  the  following: 

‘Section  3:  The  Committee  on  Public  Pol- 
icy and  Legislation  shall  consist  of  nine 
members,  one  from  each  congressional 
district  of  the  State.  The  committee  shall 
be  appointed  by  the  Board  of  Trustees 
and  the  Board  will  appoint  the  chairman 
of  the  committee.  The  Secretary-Editor 
will  be  ex-officio,  a member  of  the  com- 
mittee. Following  the  passage  of  this 
amendment,  the  committee  shall  be  or- 
ganized with  three  members  to  be  named 
for  three  years,  three  for  two  years  and 
three  for  one  year.  Thereafter,  members 
of  the  committee  shall  be  named  for  a 
term  of  three  years  each.  In  the  work  of 
the  committee,  if  it  is  found  that  addi- 
tional members  are  necessary  in  the  con- 
duct of  the  committee’s  business,  the  com- 
mittee may  request  the  Board  of  Trustees 
for  additional  appointments  to  serve  one 
year  terms.’ 

“Section  3 would  then  read: 

‘Section  3:  The  Committee  on  Public  Pol- 
icy and  Legislation  shall  consist  of  nine 
members,  one  from  each  congressional 
district  of  the  state.  The  committee  shall 
be  appointed  by  the  Board  of  Trustees  and 
the  Board  will  appoint  the  chairman  of 
the  committee.  The  Secretary-Editor  will 
be  ex-officio,  a member  of  the  committee. 
Following  the  passage  of  this  amendment 
the  committee  shall  be  organized  with 
three  members  to  be  named  for  three 
years,  three  for  two  years  and  three  for 
one  year.  Thereafter,  members  of  the 
committee  shall  be  named  for  a term  of 
three  years  each.  In  the  work  of  the  com- 
mittee, if  it  is  found  that  additional  mem- 
bers are  necessary  in  the  conduct  of  the 
committee’s  business,  the  committee  may 
request  the  Board  of  Trustees  for  addi- 
tional appointments  to  serve  one  year 
terms.  Under  the  dii'ection  of  the  House 
of  Delegates,  it  shall  represent  the  Asso- 
ciation in  securing  and  enforcing  legisla- 
tion in  the  interest  of  the  public  health 
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and  of  scientific  medicine.  It  shall  keep 
in  touch  with  professional  and  public 
opinion,  shall  endeavor  to  shape  legisla- 
tion so  as  to  secure  the  best  results  for  the 
whole  people,  and  shall  utilize  every  or- 
ganized influence  of  the  profession  to  pro- 
mote the  general  influence  in  local,  state, 
and  national  affairs  and  elections.  Its 
work  shall  be  done  with  the  dignity  be- 
coming a great  profession,  and  with  that 
wisdom  which  shall  make  effective  its 
power  and  influence.  It  shall  have  au- 
thority to  be  heard  before  the  entire  As- 
sociation upon  questions  of  great  concern 
at  such  times  as  may  be  arranged  during 
the  Annual  Meeting.” 

ACTION:  ADOPTED 

By-Laws:  Amendment  No.  2 

“Amend  Chapter  V,  Section  2,  by  eliminat- 
ing the  language  contained  in  this  Section 
and  substituting  the  following: 

‘Section  2:  On  or  before  March  1st  each 
year,  preceding  the  annual  session,  the 
Board  of  Trustees  shall  consider  the  names 
of  those  members  from  county  medical  so- 
cieties certified  to  the  Tennessee  State  Med- 
ical Association,  as  delegates  to  the  House 
of  Delegates.  The  Board  will  select  nine 
delegates  from  those  certified  to  compose  a 
Nominating  Committee.  The  nominees 
should  represent  the  three  grand  divisions 
of  the  state,  with  three  members  being  from 
East  Tennessee,  three  members  from  Mid- 
dle Tennessee  and  three  members  from 
West  Tennessee.  No  two  members  of  the 
Nominating  Committee  shall  represent  the 
same  county  medical  society.  Upon  confir- 
mation of  the  Nominating  Committee  by  the 
Board  of  Trustees,  the  Executive  Director  of 
the  Association  shall  notify  the  secretaries 
of  all  component  medical  societies  of  the 
names  of  members  of  the  Nominating  Com- 
mittee, with  the  request  that  those  members 
named  to  the  Nominating  Committee  shall 
be  made  known  to  the  membership  of  each 
of  the  component  societies. 

‘The  Nominating  Committee  will  be  sup- 
plied by  the  Board  of  Trustees  with  the  of- 
fices that  are  to  be  filled  and  elected  by  the 
House  of  Delegates.  Any  county  medical 
society  desiring  to  place  the  name  of  any 
physician  for  an  office  of  the  Tennessee 
State  Medical  Association,  will  have  the  op- 


portunity to  contact  his  representatives  on 
the  Nominating  Committee  from  the  grand 
division  of  the  state  in  which  he  resides. 

‘The  Nominating  Committee  shall  elect  its 
chairman.  It  shall  be  the  duty  of  the  Nomi- 
nating Committee  to  consult  with  other 
members  in  selecting  candidates  for  the  of- 
fices and  to  hold  one  or  more  meetings  prior 
to  the  opening  session  of  the  House  of  Dele- 
gates, at  which  the  best  interest  of  the  As- 
sociation and  of  the  profession  of  the  state 
for  the  ensuing  year  shall  be  carefully  con- 
sidered. The  committee  shall  report  the  re- 
sults of  these  deliberations  to  the  House  of 
Delegates  in  the  form  of  a ticket  containing 
the  names  of  the  nominees  for  the  offices  to 
be  filled.  The  Nominating  Committee  shall 
name  at  least  one  member  for  each  of  the 
offices  to  be  filled  at  the  general  session.” 
ACTION:  ADOPTED 

Constitution — Amendment  No.  I 

“Amend  Article  VIII,  Section  3 by  eliminat- 
ing the  language  contained  in  this  Section 
and  substituting  the  following: 

‘Section  3:  There  shall  be  one  councilor 
for  each  of  the  ten  councilor  districts  in 
Tennessee  and  such  councilor  districts  shall 
be  divided  into  sections  to  include  those 
counties  in  each  of  the  councilor  districts  as 
defined  by  the  action  of  the  House  of  Dele- 
gates in  April,  1961  and  listed  in  this  section. 
The  councilors  shall  be  elected  for  a term  of 
two  years,  in  the  following  manner:  counci- 
lors from  odd  numbered  districts  will  be 
elected  in  even  calendar  years  and  counci- 
lors from  even  numbered  districts  will  be 
elected  in  odd  calendar  years.  No  councilor 
shall  serve  more  than  four  consecutive 
years.  The  councilor  districts  shall  be  com- 
posed of  the  counties  as  listed  in  each  of  the 
following  ten  districts: 

DISTRICT  NO.  1 — Carter,  Claiborne, 
Cocke,  Grainger,  Greene,  Hancock,  Haw- 
kins, Johnson,  Sullivan,  Unicoi,  Washing- 
ton 

DISTRICT  NO.  2 — Anderson,  Blount,  Camp- 
bell, Hamblen,  Jefferson,  Knox,  Loudon, 
Morgan,  Roane,  Scott,  Sevier,  Union 
DISTRICT  NO.  3 — Rhea,  Bledsoe,  Bradley, 
Grundy,  Hamilton,  Marion,  McMinn, 
Meigs,  Monroe,  Polk,  Sequatchie 
DISTRICT  NO.  4— Clay,  Cumberland,  De- 
Kalb,  Fentress,  Macon,  Overton,  Putnam, 


June,  1961 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


199 


Jackson,  Pickett,  Smith,  White,  Warren, 
Van  Buren 

DISTRICT  NO.  5— Bedford,  Coffee,  Frank- 
lin, Lincoln,  Marshall,  Moore 
DISTRICT  NO.  6 — Stewart,  Montgomery, 
Robertson,  Sumner,  Houston,  Dickson, 
Cheatham,  Davidson,  Wilson,  William- 
son, Rutherford,  Cannon,  Trousdale 
DISTRICT  NO.  7 — Humphreys,  Hickman, 
Maury,  Perry,  Lewis,  Wayne,  Lawrence, 
Giles 

DISTRICT  NO.  8 — Gibson,  Carroll,  Crockett, 
Madison,  Henderson,  Haywood,  Fayette, 
Hardeman,  Chester,  McNairy,  Hardin,  De- 
catur, Benton 

DISTRICT  NO.  9— Lake,  Dyer,  Obion,  Weak- 
ley, Henry,  Lauderdale 
DISTRICT  NO.  10— Shelby,  Tipton 
‘The  Council  shall  organize  annually  by 
the  election  of  a Chairman  and  a Secretary.” 
ACTION : Recommended  for  adoption  by 
the  Reference  Committee.  (However,  due 
to  Constitutional  provision,  an  amendment 
to  the  Constitution  must  lie  over  for  one 
year  and  be  voted  upon  at  the  first  day  of 
next  annual  session,  in  1962.) 

The  Report  of  the  Reference  Committee 
on  Amendments  to  the  Constitution  and  By- 
Laws  was  voted  upon  and  adopted  as  a 
whole. 

Report  of  Reference  Committee  on  Resolutions 

Alvin  J.  Ingram,  M.D.,  Chairman 

Following  are  the  resolutions  presented 
before  the  House  of  Delegates  as  amended 
and  in  final  form. 

RESOLUTION  NO.  I 

Opposition  to  Medical  Legislation  for  Health 
Care  Under  Social  Security 

By:  Chas.  C.  Trabue,  IV,  M.D. 

“WHEREAS,  the  Tennessee  State  Medical 
Association,  at  the  local  and  state  level,  has 
cooperated  with  the  American  Medical  As- 
sociation and  other  organizations  during  the 
past  two  and  one-half  years,  in  opposition 
to  the  Forand  Bill  and  similar  measures 
which  would  provide  compulsory  health 
care  for  the  aged  through  the  mechanism  of 
social  security,  and 

WHEREAS,  this  association  has  worked 
untiringly  in  opposition  to  such  legislation 
in  the  past,  and 

WHEREAS,  legislation  for  health  care  un- 


der the  social  security  system  was  defeated 
in  the  86th  Congress  which  represented  a 
great  victory  over  the  proponents  of  the 
federal-medical  care  plan,  and 

WHEREAS,  in  the  87th  Congress,  another 
bill  known  as  the  “King”  bill  (HR  4222)  and 
Senate  bill  (S  909)  has  been  introduced  call- 
ing for  health  care  of  aged  citizens  under 
the  social  security  system;  now  therefore 
be  it 

RESOLVED,  that  through  action  of  this 
House  of  Delegates,  the  Tennessee  State 
Medical  Association  shall  go  on  record  as 
opposing  the  passage  of  H.R.  4222  and  S 909, 
these  bills  calling  for  the  socialization  of 
medicine  through  the  social  security  system 
in  care  for  aged  persons,  and  be  it  further 

RESOLVED,  that  physicians  throughout 
the  state  be  urged  to  become  familiar  with 
this  proposed  law  and  to  actively  keep  in 
touch  with  their  representatives  in  the  Con- 
gress, urging  them  to  oppose  the  passage  of 
any  type  of  legislation  contained  in  the 
original  Forand  Bill  or  in  the  existing  bills, 
H.R.  4222  and  S 909,  and  be  it  further 

RESOLVED,  that  upon  adoption  of  this 
resolution  by  the  House  of  Delegates,  that  a 
copy  of  the  resolution  be  mailed  to  all  com- 
ponent medical  societies  in  Tennessee  and 
to  the  American  Medical  Association.” 
ACTION:  ADOPTED 

RESOLUTION  NO.  2 

Service  Plan  of  Health  Insurance  for  Persons 
65  Years  of  Age  and  Older  in  Tennessee 

By:  Jas.  A.  Kirtley,  Jr.,  M.D. 

“WHEREAS,  the  Prepaid  Health  Insur- 
ance Committee  of  the  Tennessee  State 
Medical  Association  has  been  studying  for 
some  two  and  one-half  years,  the  feasibility 
of  recommending  a ‘service  plan’  of  health 
insurance  for  persons  in  Tennessee  65  years 
of  age  and  over,  and 

WHEREAS,  after  thorough  study  and 
consideration  of  several  types  of  plans,  the 
Prepaid  Health  Insurance  Committee,  in  its 
meeting  on  January  29,  1961,  did  go  on  rec- 
ord and  reccomends  to  the  House  of  Dele- 
gates a Senior  Citizens  Plan  of  health  insur- 
ance for  aged  persons,  based  on  a fee 
schedule  of  75%  of  the  existing  Tennessee 
Plan  provided  the  Committee  is  able  to  se- 
cure a corresponding  or  at  least  significant 
reduction  in  insurance  rates,  and 
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WHEREAS,  the  proposed  Senior  Citizens 
Plan  should  include  the  same  conditions  and 
specified  income  limits  as  prevailing  for  per- 
sons now  covered  under  the  present  Tennes- 
se  Plan;  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
adopt  the  recommendation  of  the  Prepaid 
Insurance  Committee  and  authorize  the 
committee  to  establish  a Senior  Citizens  Plan 
based  on  a fee  schedule  of  75%  of  the  exist- 
ing Tennessee  Plan,  with  the  total  income 
limits  of  $2,400  per  year  for  single  individ- 
uals and  for  persons  with  total  income  of 
not  more  than  $4200  for  married  persons; 
and  be  it  further 

RESOLVED,  that  all  of  the  conditions  for 
service  benefits  be  included  in  the  plan  as 
now  called  for  under  the  existing  Tennessee 
Plan.” 

ACTION:  The  resolution  was  recommended 
to  be  returned  to  the  Committee  on  Prepaid 
Insurance  for  further  study  and  was  at  first 
approved.  However,  upon  subsequent  ac- 
tion of  the  House,  a motion  was  made  by  Dr. 
Chas.  C.  Trabue  to  bring  this  resolution 
back  before  the  House  of  Delegates  for  fur- 
ther discussion.  After  considerable  debate, 
the  motion  was  voted  upon  and  since  it  re- 
quired a two-thirds  majority,  the  vote  of  the 
House  was  54  to  17  to  re-open  the  resolution 
for  discussion  before  the  House  of  Dele- 
gates. After  discussion,  a motion  was  made 
to  table  the  resolution  and  the  motion  to 
table  was  defeated  by  a vote  of  48  to  23. 
After  the  motion  to  table  failed,  the  Chair- 
man of  the  Reference  Committee  moved  the 
adoption  of  Resolution  No.  2. 

FINAL  ACTION:  Resolution  No.  2 as  stated 
above  in  amended  form  was  adopted. 

RESOLUTION  NO.  3 

Extension  of  the  Tennessee  Plan  to  Provide  for  a 
"Plan  B"  of  Service  Benefits  to  Persons 
in  Higher  Income  Levels 

By:  Jas.  A.  Kirtley,  Jr.,  M.D. 

‘‘WHEREAS,  the  Prepaid  Health  Insur- 
ance Committee  of  the  Tennessee  State 
Medical  Association  has  been  studying  for 
the  past  year,  a proposed  extension  of  the 
Tennessee  Plan  to  cover  persons  in  higher 
income  levels,  and 

WHEREAS,  several  meetings  in  consulta- 


tion with  underwriters  have  been  conducted 
for  the  purpose  of  gathering  data  to  present 
such  a plan  to  this  House  of  Delegates,  and 

WHEREAS,  at  a meeting  of  the  Prepaid 
Health  Insurance  Committee  held  on  Janu- 
ary 29th,  a proposal  was  adopted  to  add  a 
“Plan  B”  to  furnish  service  benefits  in 
health  care  to  a greater  number  of  persons 
in  Tennessee  needing  protection  of  prepaid 
health  insurance,  and 

WHEREAS,  it  has  been  found  that  the 
average  income  per  family  in  Tennessee  has 
risen  considerably  in  recent  years,  out-dat- 
ing to  a considerable  extent  the  existing 
Tennessee  Plan,  which  was  formed  prima- 
rily for  persons  in  the  low  income  levels, 
and 

WHEREAS,  the  participation  of  Tennes- 
see physicians  in  the  Tennessee  Plan  has 
been  steadily  decreasing  over  the  past  five 
years  to  the  end  that  the  present  plan  is  not 
adequate  to  cover  the  public,  or  broad 
enough  to  interest  the  great  majority  of 
physicians  in  Tennessee;  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
give  its  approval  to  the  establishment  of  a 
‘service  plan’  of  prepaid  health  insurance  to 
cover  persons  in  Tennessee  with  higher  in- 
come levels;  and  be  it  further 

RESOLVED,  that  the  conditions  of  eligi- 
bility for  service  benefits  under  a proposed 
‘Plan  B’  coincide  with  the  conditions  set 
forth  in  the  existing  Tennessee  Plan,  with 
the  exception  of  the  income  limits;  and  be 
it  further 

RESOLVED,  that  the  income  limits  under 
the  proposed  ‘Plan  B’  should  include  single 
individuals  who  do  not  earn  more  than 
$4,000  per  year,  and  married  persons  with 
families  who  do  not  have  an  income  exceed- 
ing $7,500  per  year,  such  persons  to  be  eligi- 
ble for  service  benefits  under  the  plan;  and 
be  it  further 

RESOLVED,  that  the  unit  value  system 
be  followed  in  developing  the  fee  schedule, 
with  each  surgical  procedure  being  based 
on  $4.50  per  unit  which  would  make  for  a 
fee  schedule  with  a $450  maximum  in  the 
proposed  ‘Plan  B.’  Comparable  fee  sched- 
ules for  ‘In-hospital  Medical  Care,’  ‘Anes- 
thesiology,’ and  for  ‘Radiological  Treatment 
of  Malignant  Diseases’  will  be  included  in 
the  Plan;  and  be  it  further 
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RESOLVED,  that  the  House  of  Delegates 
approve  this  recommendation  and  give  its 
approval  for  the  Prepaid  Health  Insurance 
Committee  to  proceed  with  the  formation  of 
an  adequate  schedide  of  procedures  and 
fees.” 

ACTION:  The  Resolution  was  referred  back 
to  the  Committee  on  Prepaid  Health  Insur- 
ance for  further  study. 

RESOLUTION  NO.  4 

Method  for  Increasing  Physician  Participation 
in  Tennessee  Plan 

By:  Jas.  A.  Kirtley,  Jr.,  M.D. 
“WHEREAS,  there  is  now  in  excess  of 
one  million  persons  in  Tennessee  covered 
under  the  Tennessee  Plan,  and 
WHEREAS,  approximately  two  of  every 
three  persons  covered  by  surgical  insurance 
plans  in  Tennessee  are  Tennessee  Plan  poli- 
cies, and 

WHEREAS,  initially,  more  than  1,700 
Tennessee  physicians  participated  in  the 
plan  at  a time  when  the  membership  of  the 
Tennessee  State  Medical  Association  was 
considerably  less  than  at  present,  and 
WHEREAS,  in  the  last  five  years,  partici- 
pation by  Tennessee  physicians  has  been 
steadily  decreasing  to  the  end  where  large 
groups  of  consumers  of  health  insurance 
have  brought  to  the  attention  of  the  Tennes- 
see State  Medical  Association  the  fact  that 
not  enough  physicians  participate  in  the 
plan  to  adequately  care  for  persons  covered 
under  the  Tennessee  Plan,  and 

WHEREAS,  by  participating  in  the  Plan, 
physicians  in  Tennessee  will  be  taking  the 
most  effective  step  possible  to  make  prepay- 
ment work  and  to  further  repel  government 
intervention  into  the  field  of  medical  care; 
therefore  be  it 

RESOLVED,  that  all  county  medical  so- 
cieties in  the  State  of  Tennessee  be  urged  by 
action  of  this  House  of  Delegates  to  appoint 
an  appropriate  committee  to  obtain  greater 
participation  by  physicians  in  each  county 
society  as  participating  physicians  in  the 
Tennessee  Plan;  and  be  it  further 
RESOLVED,  that  each  county  society  be 
supplied  with  an  adequate  number  of  par- 
ticipating physician  agreement  forms  and 
that  a personalized  selling  effort  be  made  by 
each  committee  of  their  respective  county 
medical  society  members  to  obtain  doctors’ 


signatures  on  the  participating  agreement 
form;  and  be  it  further 

RESOLVED,  that  the  participating  physi- 
cian form  shall  read  as  follows: 

THE  TENNESSEE  PLAN 
PARTICIPATING  PHYSICIAN 
of  the 

TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

I hereby  subscribe  as  a participating 
physician  under  the  program  sponsored 
by  the  Tennessee  State  Medical  Associa- 
tion for  surgical  and  medical  insurance 
under  the  Tennessee  Plan  as  adopted  and 
approved  by  the  Tennessee  State  Medical 
Association. 

In  consideration  of  my  being  listed  as 
such  ‘Participating  Physician,’  I hereby 
agree  that  my  charges  for  the  services  in- 
cluded in  the  Master  Schedules  of  Surgi- 
cal and  Medical  Indemnities  under  the 
Tennessee  Plan  and  rendered  to  the  in- 
sured or  his  dependents  shall  not  exceed 
the  amount  specified  therein,  provided  the 
insured  meets  all  the  conditions  set  out  in 
the  brochure  entitled  ‘The  Revised  Ten- 
nessee Plan’  and  also  set  out  in  the  para- 
graph appended  to  the  Schedules  of  Bene- 
fits in  the  policies  of  insurance  under 
‘Notice.’ 

I agree  to  be  bound  by  all  the  rules  of 
the  Association  adopted  for  the  adminis- 
tration of  this  program,  and  that  this  con- 
tract may  be  terminated  by  either  the  un- 
dersigned or  the  Association  upon  sixty 
(60)  days  written  notice. 


M.D. 

ADDRESS: 

DATE:” 

ACTION:  ADOPTED 

RESOLUTION  NO.  5 

For  Support  by  the  Association  of  Training  in 
Hypnosis  only  in  Responsible  Teaching 
Institutions 

By:  Frank  H.  Luton,  M.D. 

“WHEREAS,  the  American  Medical  As- 
sociation has  officially  stated  that  there  is  a 
significant  place  in  medical  practice  for  hyp- 
nosis and  that  hypnotic  techniques  should 
be  used  within  the  scope  of  the  professional 
training  and  competence  of  the  physician 
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or  dentist  who  employs  it;  that  a physician 
should  use  hypnosis  in  undertaking  only 
such  procedures  as  he  would  be  qualified  to 
undertake  without  it;  that  hypnosis  should 
be  used  on  a highly  selective  basis  in  ac- 
cordance with  specified  indications  and  con- 
traindications; that  it  should  be  used  in  as- 
sociation with  other  techniques,  never  be- 
coming a single  technique  used  under  all 
circumstances  by  any  physician;  and  that  it 
should  be  employed  only  by  professionally 
qualified  individuals  who  have  received 
proper  training  in  its  use,  and 

WHEREAS,  unregulated  use  of  hypnosis 
by  amateurs,  charlatans  and  other  incom- 
petents does  occur,  and 

WHEREAS,  there  has  been  a lack  of  ac- 
tion by  responsible  institutions  for  the  de- 
velopment of  comprehensive  courses  in  hyp- 
nosis, and 

WHEREAS,  there  has  been  a variety  of 
special  courses  offered  by  individuals  or  or- 
ganizations of  doubtful  standing,  and 

WHEREAS,  there  is  a lack  of  scientific 
information  regarding  the  hypnotic  state; 
therefore  be  it 

RESOLVED,  that  all  members  of  the  As- 
sociation be  urged  to  refrain  from  support 
of  the  various  special  courses  now  being  of- 
fered by  individuals  and  organizations  not 
related  to  responsible  teaching  institutions, 
and  be  it  further 

RESOLVED,  that  the  Tennessee  State 
Medical  Association  membership  support  the 
development  of  adequate  training  programs 
in  connection  with  established  teaching  in- 
stitutions for  doctors  of  medicine  who  wish 
to  develop  competence  in  the  use  of  hypnosis 
as  it  relates  to  the  practice  of  medicine,  and 
be  it  further 

RESOLVED,  that  members  of  the  Associ- 
ation be  guided  by  the  existing  Code  of 
Ethics  in  governing  professional  relations 
with  non-medical  practitioners  of  hypnosis.” 
ACTION:  ADOPTED 

RESOLUTION  NO.  6 
AMA  Dues  Increase 

By:  Daugh  W.  Smith,  M.D. 

WHEREAS,  in  the  December,  1960,  meet- 
ing of  the  AMA  House  of  Delegates,  the 
House  approved  a Board  of  Trustees  report 
which  announced  an  increase  in  AMA  dues, 
and 


WHEREAS,  it  was  recommended  that  this 
matter  be  voted  upon  at  the  annual  meeting 
in  June  1961,  and 

WHEREAS,  the  report  indicated  that  the 
amount  should  be  not  less  than  $10.00  and 
not  more  than  $25.00  to  be  effective  January 
1,  1962,  and 

WHEREAS,  the  AMA  Reference  Commit- 
tee recommended  that  the  annual  dues  be 
increased  $20.00  to  be  implemented  over  a 
two  year  period;  $10.00  on  January  1,  1962 
and  $10.00  on  January  1,  1963,  and 

WHEREAS,  it  was  stressed  that  the  ad- 
ditional funds  would  be  used  to  inaugurate 
and  expand  programs  of  the  American  Med- 
ical Association  to  include  assistance  to 
medical  students,  continuing  education  for 
practicing  physicians,  health  advice  to  the 
lay  public,  medical  research,  the  expansion 
of  the  communications  division  of  AMA  in 
order  that  the  program  could  portray  the 
best  possible  image  of  American  physicians, 
therefore  be  it 

RESOLVED,  that  the  TSMA  House  of 
Delegates  give  its  endorsement  and  approval 
to  this  action  in  order  that  TSMA’s  dele- 
gates to  the  American  Medical  Association 
can  take  positive  action  at  the  June  meeting 
of  the  AMA  in  New  York.” 

ACTION:  ADOPTED 

RESOLUTION  NO.  7 

Establishment  of  a Commission  to  Study  the 
Relationship  of  Medicine  to  Optometry 

By:  Ralph  O.  Rychener,  M.D. 

“WHEREAS,  in  1959  there  was  introduced 
in  the  House  of  Delegates  of  the  AMA,  Res- 
olution #31  calling  for  the  establishment  of 
a Commission  to  Study  the  Relationship  of 
medicine  to  optometry,  and  to  report  to  the 
House  of  Delegates  of  the  AMA;  and 

WHEREAS,  the  House  of  Delegates  of  the 
AMA  caused  to  be  established  a Sub-Com- 
mittee to  Study  the  Relationship  of  Medi- 
cine to  Optometry  under  the  then  existing 
Joint  Committee  to  Study  Paramedical 
Areas  in  Relationship  to  Medicine,  and 

WHEREAS,  the  original  Joint  Committee 
to  Study  Paramedical  Areas  in  Relationship 
to  Medicine  has  been  succeeded  by  the  Com- 
mittee on  Relationships  of  Medicine  with 
Allied  Health  Professions  and  services;  and 

WHEREAS,  optometrists  are  not  ancillary 


June,  1961 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


203 


to  medicine,  but  are  independent  licensed 
practitioners,  and  therefore  do  not  consti- 
tute an  allied  health  profession;  and 

WHEREAS,  there  exists  confusion  in  the 
public  mind  as  to  the  distinction  between 
medical  care  for  patients  with  ocular  com- 
plaints and  optometric  services,  and 

WHEREAS,  the  lack  of  understanding  in 
this  area  is  a threat  to  the  welfare  of  the  pa- 
tient; therefore  be  it 

RESOLVED,  that  the  House  of  Delegates 
of  the  AMA  establish  a Commission  on  the 
Relationship  of  Medicine  to  Optometry,  to 
be  appointed  by  the  Speaker  of  the  House; 
at  least  half  the  members  of  which  Commis- 
sion shall  be  physicians  practicing  in  the 
ophthalmological  branch  of  medicine;  and 
be  it  further 

RESOLVED,  that  it  shall  be  the  specific 
function  of  this  Commission  to  conduct  a 
broad  study,  from  the  standpoint  of  the  pub- 
lic interest,  of  the  problems  involved  in  the 
present  relationship  of  medicine  to  optom- 
etry, and  to  explore  all  possible  and  desir- 
able solutions  to  these  problems;  and  be  it 
further 

RESOLVED,  that  the  Board  of  Trustees 
of  the  AMA  be  requested  to  provide  ade- 
quate personnel  and  funds  for  the  proper 
performance  of  the  duty  assigned  to  this 
Commission;  and  be  it  further 

RESOLVED,  that  this  Commission  shall 
report  to  the  House  of  Delegates  not  later 
than  June  1962;  and  be  it  further 

RESOLVED,  that  the  delegates  of  the 
Tennessee  State  Medical  Association  to  the 
American  Medical  Association  be  instructed 
to  introduce  this  resolution  at  the  annual 
session  of  the  American  Medical  Associa- 
tion’s House  of  Delegates  in  June,  1961.” 
ACTION:  ADOPTED 

RESOLUTION  NO.  8 

Change  in  the  Administrative  Procedure  for 
Naming  the  Outstanding  Physician  Annual  Award 

By:  J.  Paul  Baird,  M.D. 

“The  members  of  the  Special  Reference 
Committee  on  the  Physician  of  the  Year  feel 
that  a change  in  administrative  procedure 
has  become  necessary  in  the  selection  of  the 
Outstanding  Physician  Annual  Award.  The 
present  procedure  does  not  allow  sufficient 
time  to  evaluate  the  merits  of  the  candi- 
dates and  consider  the  qualifications  that 


have  been  set  forth  especially  when  more 
than  two  or  three  candidates  are  to  be 
placed  before  this  committee.  In  effect  and 
in  the  same  manner  this  procedure  does  not 
give  sufficient  time  to  the  local  society  to 
promote  the  interest  of  the  candidate  they 
sponsor.  In  the  opinion  that  more  time 
should  be  allowed  to  this  feature,  we  offer 
to  the  House  of  Delegates  the  following 
resolution: 

1.  That  any  component  society  offering  a 
candidate  for  the  Outstanding  Physician 
Award  shall  prepare  a brochure  to  be  sub- 
mitted to  the  Executive  Director  not  later 
than  February  15  prior  to  the  annual  state 
meeting  in  April. 

2.  That  the  Executive  Director  shall  turn 
over  the  files  and  brochures  of  the  candi- 
dates to  the  Special  Reference  Committee 
as  soon  as  they  are  received. 

3.  That  this  Special  Reference  Committee 
shall  be  composed  and  function  in  the  same 
manner  as  formerly  to  select  three  of  the 
candidates  whose  sponsor  shall  be  given  the 
opportunity  of  a nominating  speech  of  five 
minutes  in  behalf  of  his  candidate  before 
the  House  of  Delegates.” 

ACTION:  ADOPTED 

RESOLUTION  NO.  9 

TSMA's  Endorsement  of  the  Aims  and  Purposes  of 
the  Public  Education  and  Information  Program  of 
the  American  Cancer  Society,  Tennessee  Division 

By:  Ralph  H.  Monger,  M.D. 

“Inasmuch  as  early  diagnosis  and  proper 
treatment  are  essential  to  the  effective  med- 
ical management  of  carcinoma,  and  inas- 
much as  early  diagnosis  and  proper  treat- 
ment of  carcinoma  are  applicable  to  all 
disciplines  of  the  medical  profession;  and 

Inasmuch  as  the  American  Cancer  So- 
ciety, Tennessee  Division,  Inc.  and  its  certi- 
fied Units  in  Tennessee,  have  as  their  ob- 
jectives, through  its  Public  Education  and 
Information  program,  the  early  detection 
and  proper  treatment  of  cancer;  and 

Inasmuch  as  the  American  Cancer  So- 
ciety, Inc.,  the  American  Cancer  Society, 
Tennessee  Division,  Inc.,  boards  of  directors 
are  composed  of  fifty  percent  professional 
members  and  which  applies  also  to  many 
of  the  Unit  boards  of  directors;  and 

Inasmuch  as  the  Board  of  Directors  of  the 
American  Cancer  Society,  Tennessee  Divi- 
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sion,  Inc.,  in  its  effort  to  accelerate  early  de- 
tection and  proper  treatment  of  carcinoma 
through  its  Public  Education  and  Informa- 
tion program  is  seeking  even  greater  coun- 
sel and  participation  of  the  Tennessee  State 
Medical  Association;  now  therefore  be  it 
RESOLVED,  that  the  Tennessee  State 
Medical  Association  formally  endorse  the 
aims  and  purposes  of  the  Public  Education 
and  Information  program  of  the  American 
Cancer  Society,  Tennessee  Division,  Inc. 
and  recommend  same  to  its  component  so- 
cieties, and  also  urge  our  individual  mem- 
bers to  give  counsel  and  leadership  to  the 
effective  acceleration  of  these  aims  and  ob- 
jectives wherever  feasible  and  possible.” 
ACTION:  ADOPTED 

RESOLUTION  NO.  10 

Nursing,  Convalescent  and/or  Custodial  Care 
Facilities  for  the  Aged  and  the  Infirm 

By:  Daugh  W.  Smith,  M.D. 
“WHEREAS,  there  is  a growing  need  for 
nursing,  custodial,  convalescent  and  chronic 
illness  care  facilities  for  the  aged  and  the 
infirm,  and 

WHEREAS,  it  has  been  demonstrated  that 
church  groups  and  religious  organizations 
are  well-suited  for  establishing  this  type  of 
facility,  on  a tax-free  basis,  and 
WHEREAS,  the  Tennessee  State  Medical 
Association  is  on  record  as  favoring  non- 
governmental operation  and  control  of  such 
facilities,  now  therefore  be  it 
RESOLVED,  that  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
instruct  the  Board  of  Trustees  of  the  Ten- 
nessee State  Medical  Association  to  charge 
the  sub-committee  on  aging  of  the  Public 
Service  Committee  to  encourage  the  devel- 
opment of  such  facilities  on  a state-wide 
basis,  with  the  wholehearted  cooperation  of 
the  medical  profession,  and  be  it  further 
RESOLVED,  that  this  committee  be  in- 
structed to  submit  a preliminary  report  and 
recommendations  to  the  Tennessee  State 
Medical  Association’s  Board  of  Trustees 
within  six  months  from  this  date.” 
ACTION:  ADOPTED 

RESOLUTION  NO.  I I 
Active  Immunization  Against  Tetanus 

By:  Carl  C.  Gardner,  Jr.,  M.D. 
“WHEREAS,  clinical  tetanus  is  an  ex- 


tremely serious  and  frequently  fatal  dis- 
ease, and 

WHEREAS,  injuries  predisposing  to  teta- 
nus are  common  in  peace  time  and  might 
be  almost  universal  in  the  event  of  another 
world  conflict,  and 

WHEREAS,  passive  immunization  as  tet- 
anus prophylaxis  is  unsatisfactory  in  that  it 
is  not  complete,  it  is  short-lived,  and  it  is 
attended  with  a high  incidence  of  serum 
reactions,  and 

WHEREAS,  active  immunization  against 
tetanus  is  a highly  effective  and  innocuous 
procedure  producing  immunity  for  years, 
now  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates 
of  the  Tennessee  State  Medical  Association 
have  publicized  by  the  State  Association 
the  fact  that  active  immunization  against 
tetanus  is  a highly  effective  and  desirable 
procedure,  and  that  such  immunization  can 
be  obtained  in  the  offices  of  most  physicians, 
and  at  all  County  Health  Departments, 
where  such  departments  exist,  and  that  the 
TSMA  strongly  advocate  that  all  persons 
receive  such  immunizations,  and  be  it  also 

RESOLVED,  that  the  TSMA  delegation 
to  the  AMA  House  of  Delegates  present  a 
Resolution  to  this  same  effect  at  the  next 
meeting  of  the  AMA  House  of  Delegates 
with  the  concept  that  encouragement  of 
such  immunization  would  be  a real  public 
service.” 

ACTION:  ADOPTED 

RESOLUTION  NO.  12 

Requirement  for  All  Carriers  Under  Tennessee 
Plan  to  Include  a Place  in  Claim  Form  Instructing 
Payment  to  Participating  Physicians 

By:  Chas.  C.  Trabue,  IV,  M.D. 

“WHEREAS,  the  promotion  of  the  Ten- 
nessee Plan  of  Prepaid  Insurance  is  one  of 
the  major  activities  of  the  TSMA,  and 

WHEREAS,  the  plan  is  at  present  losing 
its  effectiveness  in  part  due  to  the  decreas- 
ing percentage  of  participating  physicians 
in  the  plan,  now  therefore  in  order  to  en- 
courage more  physicians  to  participate  in 
the  plan  by  granting  to  them  some  com- 
pensatory advantage,  be  it 

RESOLVED,  that  the  House  of  Delegates 
does  hereby  instruct  the  Prepaid  Insurance 
Committee  to  require  all  carriers  under  the 
Tennessee  Plan  to  henceforth  include  on 
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their  claim  forms  a paragraph  to  be  signed 
by  the  claimant  instructing  the  carrier  to 
pay  the  physician  direct  only  if  he  is  a par- 
ticipating physician  and  otherwise  to  pay 
the  patient  direct,  and  be  it  further 

RESOLVED,  that  nothing  in  this  resolu- 
tion shall  prevent  the  Prepaid  Insurance 
Committee  from  carrying  out  the  sense  of 
this  resolution  in  some  alternate  manner 
which  is  in  their  opinion  preferable.” 
ACTION:  The  resolution  was  discussed  and 
further  explained  by  Dr.  Trabue.  Efforts 
were  made  by  several  members  of  the 
House  to  amend  Resolution  No.  12  but  upon 
vote,  these  amendments  failed.  At  this 
point,  Dr.  I.  E.  Phillips  moved  that  the  reso- 
lution be  tabled. 

FINAL  ACTION:  The  motion  to  table  reso- 
lution 12  carried. 

RESOLUTION  NO.  13 
Concerning  Post-Mortem  Examination  Law 

By:  Merlin  L.  Trumbull,  M.D. 
“WHEREAS,  the  Tennessee  Society  of 
Pathologists  at  its  annual  meeting  on  April 
10,  1961,  adopted  the  following  resolution, 
and 

WHEREAS,  the  members  of  the  Tennes- 
see Society  of  Pathologists  have  by  training 
an  interest  and  concern  in  forensic  pathol- 
ogy, and  thereby,  the  operation  of  the  pro- 
vision of  the  Post-Mortem  Examination  Act 
(Senate  Bill  No.  66,  Public  Acts  of  1961), 
and 

WHEREAS,  many  of  the  pathologists  of 
Tennessee  will  be  called  upon  through  the 
provisions  of  this  law  to  assist  the  state  and 
county  medical  examiners,  therefore  be  it 
RESOLVED,  that  the  Tennessee  Society 
of  Pathologists  offer  its  good  services  to  the 
Commissioner  of  Public  Health  and  to  any 
appointed  state  Medical  Examiner  in  the 
development  and  implementation  of  the 
provisions  of  this  law  preferably  through 
the  creation  of  a liaison  committee  from 
the  Tennessee  Society  of  Pathologists,  and 
be  it  further 

RESOLVED,  that  the  Tennessee  State 
Medical  Association  add  its  endorsement  to 
this  action  of  the  Tennessee  Society  of  Pa- 
thologists.” 

ACTION:  ADOPTED 

The  report  of  the  Reference  Committee 
on  Resolutions  was  adopted  as  a whole  as 


amended  by  action  of  the  House  of  Dele- 
gates. 

Visiting  Guests 

Mrs.  William  Mackersie,  Detroit,  Presi- 
dent of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  was  intro- 
duced and  she  responded  with  a few  words 
for  members  of  the  House  of  Delegates. 

Report  of  Reference  Committee 
on  Reports  of  Officers 

James  N.  Thomasson,  M.D.,  Chairman 

Report  of  President 

“Your  committee  has  reviewed  the  report 
of  the  President,  Dr.  Ralph  O.  Rychener  of 
Memphis  and  wishes  to  extend  its  commen- 
dation and  to  give  thanks  to  him  for  his 
excellent  work  during  his  term  of  office. 
Dr.  Rychener  refers  to  the  report  of  the 
Board  of  Trustees  which  outlines  its  actions 
and  transaction  of  the  year.  He  then  enters 
upon  a discussion  of  the  role  of  the  presi- 
dency. 

“He  stresses  that  the  presidency  should 
not  merely  be  a reward  for  past  work,  but 
that  it  is  an  active  dynamic  position  which 
involves  not  only  knowledge  of  the  inner 
workings  of  the  Association,  but  also  an 
awareness  of  the  tremendous  problems  of  a 
scientific,  social,  economic  and  legislative 
nature  which  are  today  confronting  the  pro- 
fession. He  places  great  emphasis  upon  the 
need  for  organized  medicine  to  participate 
in  civic  and  political  activities  at  local,  state 
and  national  levels. 

“Dr.  Rychener  discusses  at  some  length 
the  problems  which  have  arisen  pertaining 
to  the  care  of  the  aging  population,  espe- 
cially our  participation  in  the  White  House 
Conference  and  our  efforts  to  defeat  Forand- 
type  legislation  and  to  support  more  suita- 
ble legislation  at  state  and  national  levels. 
He  stresses  the  increasing  complexities  of 
the  problems  which  will  be  present  during 
the  next  few  years. 

“The  committee  wishes  to  express  the  ap- 
preciation of  the  entire  membership  of  the 
Tennessee  State  Medical  Association,  to  Dr. 
Rychener  for  his  aggressive  and  capable 
leadership.  We  move  the  adoption  of  his 
report.” 

ACTION:  ADOPTED 
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Report  of  Secretary-Editor 

“Your  committee  has  reviewed  the  report 
of  the  Secretary-Editor,  Dr.  R.  H.  Kamp- 
meier.  He  and  his  associates  have  kept  the 
Journal  at  a high  level  of  excellence  and 
have  informed  the  membership  of  the  ac- 
tivities of  the  Board  of  Trustees,  the  House 
of  Delegates  and  of  the  committees  of  the 
Association.  Dr.  Kampmeier  has  pointed 
out  the  decline  in  the  volume  of  advertising 
which  may  be  expected  to  continue  during 
the  next  year.  The  committee  wishes  to  ex- 
press to  the  Editor  and  his  able  associates, 
Dr.  Albert  Weinstein  and  Dr.  Addison  Sco- 
ville,  Jr.,  the  appreciation  of  the  member- 
ship for  their  continued  superior  work.  We 
move  the  adoption  of  this  report.” 
ACTION:  ADOPTED 

Report  of  the  Chairman  of  the 

Board  of  Trustees  and  Treasurer 

“Your  committee  has  reviewed  the  report 
of  Dr.  William  O.  Vaughan,  chairman  of  the 
Board  of  Trustees  and  Treasurer.  The  com- 
mittee is  aware  of  and  appreciative  of  the 
tremendous  amount  of  work  undertaken  by 
the  Board  during  the  past  year.  In  addition 
to  the  regular  quarterly  meetings  of  the 
Board,  there  was  a called  meeting  and  two 
Executive  Committee  meetings.  The  sum- 
mary of  the  actions  taken  by  the  Board  is 
indicative  of  the  importance  and  diversity 
of  the  problems  with  which  the  Board  has 
dealt.  This  committee  speaks  for  the  soci- 
ety as  a whole  in  expressing  its  apprecia- 
tion to  the  chairman  and  the  entire  Board 
of  Trustees  for  their  achievements.  Each  of 
the  committees  has  received  the  total  sup- 
port of  the  Board  in  carrying  out  its  proj- 
ects. We  particularly  commend  the  Board 
for  its  financial  as  well  as  moral  support  of 
Dr.  Charles  C.  Trabue’s  Legislative  Com- 
mittee, in  successfully  getting  important 
bills  through  the  legislature. 

“This  committee  feels  that  the  special 
breakfast  during  the  annual  meeting  with 
the  Public  Service  Committee  and  key  com- 
munity leaders  is  an  outstanding  advance- 
ment in  further  public  education.  This 
should  do  much  toward  improving  the  doc- 
tor image  in  the  community. 

“After  reviewing  the  treasurer’s  report, 
we  note  with  satisfaction  that  the  Associa- 
tion is  operating  on  a very  sound  financial 


basis.  Despite  rising  costs  and  a decrease  of 
income  from  the  Journal,  the  Association 
operated  within  its  budget  with  a substan- 
tial cash  reserve  at  the  end  of  the  fiscal 
year.  We  move  the  adoption  of  this  report.” 
ACTION:  ADOPTED 

Report  of  the  Council 

“Your  committee  has  received  the  report 
of  the  chairman  of  the  Council,  Dr.  Joe  L. 
Raulston.  We  are  pleased  to  note  that  prob- 
lems of  professional  misconduct  have  been 
few. 

“The  committee  appreciated  the  problem 
of  the  question  of  ethics  with  osteopaths  and 
other  nonmedical  groups.  It  is  suggested 
that  the  Board  of  Trustees  act  on  any  rec- 
ommendations that  might  be  presented  by 
the  Council  in  this  area. 

“We  have  noted  the  proposed  changes  on 
the  map  of  the  counncilmanic  districts  and 
recommend  that  these  be  adopted  when 
voted  upon. 

“The  committee  on  behalf  of  the  Associa- 
tion wishes  to  thank  the  Council  for  the  tre- 
mendous amount  of  work  it  has  done  and 
we  move  the  adoption  of  this  report.” 
ACTION:  ADOPTED 

Report  of  the  Executive  Director 

“Your  Committee  has  reviewed  the  report 
of  the  Executive  Director,  Mr.  J.  E.  Ballen- 
tine.  The  ever-increasing  demands  in  socio- 
economics, scientific  activities  and  improve- 
ment in  legislative  activities  has  been  met 
with  superior  performance. 

“In  particular  we  wish  to  point  out  the 
success  in  the  legislative  field  during  the 
last  session  of  the  legislature  whereby  the 
Association  was  successful  in  achieving  its 
goals  in  passage  of  the  medical  examiner 
act  and  the  defeat  of  unfavorable  legisla- 
tion. The  work  of  the  staff  in  its  fight 
against  creeping  socialism  is  noted  and  we 
are  grateful  for  the  intensified  effort  on 
their  part  towards  defeat  of  such  measures. 
The  liaison  with  county  medical  societies  is 
a noteworthy  achievement,  particularly 
their  approach  at  the  grass  roots  level. 

“His  suggestion  for  selection  of  a meeting 
place  for  the  annual  meeting  be  made  three 
years  in  advance  is  noted.  He  pointed  out 
that  facilities  in  Nashville  under  present 
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conditions  have  become  inadequate  until  the 
proposed  auditorium  becomes  a reality. 

“The  recommendation  of  changing  the  or- 
ganizational structure  of  the  Association 
made  last  year  and  re-emphasized  this  year 
is  worthy  of  serious  consideration  and  we 
feel  that  the  committee  which  has  already 
been  appointed  by  the  Board  of  Trustees 
should  implement  the  plan  for  realignment 
of  organization  activities  of  the  TSMA  as 
soon  as  feasible.  With  the  ever-increasing 
complexity  of  the  many  functions  of  this 
Association  these  proposals  are  prudent  and 
will  further  improve  the  efficiency  of  our 
Association. 

“In  conclusion  we  wish  to  commend  Mr. 
Ballentine  and  his  entire  staff  for  their 
achievements  and  excellent  performance  of 
duties  during  the  past  year.  We  move  the 
adoption  of  this  report.’’ 

ACTION:  ADOPTED 

The  report  of  the  Reference  Committee  on 
reports  of  Officers  was  adopted  as  a whole. 

The  Speaker  announced  that  the  next  or- 
der of  business  would  be  to  hear  the  report 
of  the  Reference  Committee  on  Reports  of 
Standing  Committees. 

Report  of  Reference  Committee 
on  Reports  of  Standing  Committees 

George  K.  Henshall,  M.D.,  Chairman 

The  Reference  Committee  moved  the 
adoption  of  the  reports  from  the  following 
committees:  (1)  Committee  on  Scientific 
Work;  (2)  Committee  on  Insurance;  (3) 
Committee  on  Postgraduate  Education  (4) 
Memoirs  Committee;  (5)  Advisory  Commit- 
tee to  State  Department  of  Public  Welfare; 
(6)  Public  Service  Committee;  (7)  Commit- 
tee on  Rural  Health;  (8)  Committee  on  Ten- 
nessee Medical  Foundation. 

The  Reference  Committee  noted  that  the 
Committee  on  Hospitals  did  not  make  a re- 
port and  recommended  that  the  committee 
render  a report  annually  on  physician- 
hospital  relationships,  as  existing  for  the 
current  year,  and  further  that  the  third 
party  relationships  within  the  hospital 
structure  be  summarized. 

The  Reference  Committee  recommended 
adoption  of  the  report  of  the  Legislative 
and  Public  Policy  Committee  and  the  ad- 
dendum to  the  report.  It  recommended 
that  an  offensive  program  in  legislation  be 


conducted.  The  Reference  Committee  rec- 
ommended that  the  suggestions  offered  in 
the  report  to  be  effectuated  at  the  earliest 
possible  time  to  combat  socialized  medicine 
in  the  state  and  in  the  nation. 

The  Reference  Committee  recommended 
adoption  of  the  report  of  the  Liaison  Com- 
mittee to  the  Public  Health  Department  and 
further  recommended  that  the  committee 
represent  TSMA  in  aiding  the  Advisory 
Committee  to  the  Crippled  Children’s  Serv- 
ice and  the  Public  Health  Council  in  formu- 
lating a proper  fee  schedule  for  the  Crippled 
Children’s  Service. 

The  report  of  the  Prepaid  Health  Insur- 
ance Committee  was  accepted.  The  Refer- 
ence Committee  urged  that  every  effort  be 
made  to  increase  the  number  of  participating 
physicians  in  the  present  Tennessee  Plan. 

The  Reference  Committee  recommended 
adoption  of  the  report  of  the  Cancer  Com- 
mittee and  further  recommended  that  the 
Symposium  Committee  on  Postgraduate  Ed- 
ucation be  encouraged  to  have  at  least  one 
program  each  year  concerning  some  phase 
of  cancer. 

The  Reference  Committee  recommended 
adoption  of  the  Medicare  program  in  Ten- 
nessee and  of  the  report  rendered.  It  was 
further  suggested  by  the  Reference  Com- 
mittee that  the  House  authorize  the  Execu- 
tive Committee  of  the  Board  of  Trustees  be 
given  authority  to  “negotiate”  the  best  and 
most  feasible  medicare  contract  obtainable. 

No  reports  were  rendered  by  the  Commit- 
tee on  Hospitals  and  the  Grievance  Commit- 
tee. 

The  report  of  the  Reference  Committee 
on  Reports  of  Standing  Committees  was 
adopted  as  a whole. 

The  Speaker  called  for  the  report  of  the 
Reference  Committee  on  Reports  of  Special 
Committees. 

Report  of  Reference  Committee  on 
Reports  of  Special  Committees 

H.  P.  Clemmer,  M.D.,  Chairman 

The  Reference  Committee  recommended 
the  following  special  committee  reports  for 
adoption:  (1)  Consultative  Committee  on 
Prepaid  Medical  Care  Plans;  (2)  Committee 
on  Disaster  Planning;  (3)  Committee  on  In- 
dustrial Health  and  Workmen’s  Compensa- 
tion; (4)  Liaison  Committee  to  the  United 
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Mine  Workers  of  America;  (5)  Advisory 
Committee  to  the  Woman’s  Auxiliary;  (6) 
Committee  on  Blood  Banks;  (7)  Committee 
on  Mental  Health;  (8)  Committee  on  Health 
Project  Contest;  (9)  Tennessee  Committee 
for  the  American  Medical  Education  Foun- 
dation; (10)  Committee  on  Youth  and  Edu- 
cation. 

There  were  no  reports  from  the  following 
special  committees:  (1)  Committee  on  Gov- 
ernmental Medical  Services;  (2)  Committee 
on  Tuberculosis;  (3)  Committee  on  Legal 
Relations  and  Interprofessional  Code;  (4) 
Committee  on  Sight  Conservation;  (5)  Gen- 
eral Liaison  Committee. 

The  Reference  Committee  commended 
the  Committee  on  Industrial  Health  and 
Workmen’s  Compensation  for  its  outstand- 
ing efforts.  Also,  the  Reference  Committee 
recommended  that  TSMA  combine  efforts 
with  its  Auxiliary  and  cooperate  with  min- 
isterial associations  and  other  groups  in  tak- 
ing aggressive  leadership  in  preparing 
young  people  for  marriage  in  accordance 
with  the  teaching  of  their  respective  faiths. 
This  was  included  in  the  report  of  the  Com- 
mittee on  Mental  Health. 

Special  Reports 

The  Reference  Committee  on  Reports  of 
Special  Committees  recommended  adoption 
of  the  report  of  the  Woman’s  Auxiliary.  The 
report  commended  the  Auxiliary  for  an  out- 
standing job,  and  especially  Mrs.  Robert  L. 
Akin,  President,  for  her  effective  presenta- 
tion. 

The  Reference  Committee  recommended 
adoption  of  the  report  of  the  AMA  delega- 
tion. The  committee  called  upon  the  chair- 
man of  the  delegation,  Dr.  D.  W.  Smith,  to 
clarify  the  status  of  a substitute  resolution 
contained  in  the  report,  after  which,  the  re- 
port was  approved  and  recommended  for 
adoption  with  commendation. 

The  report  of  the  Reference  Committee  on 


Reports  of  Special  Committees  was  adopted 
as  a whole. 

The  Speaker  pointed  out  the  long  and  ar- 
duous work  performed  by  the  Reference 
Committees  and  stated  that  they  had  done 
an  extraordinary  job.  The  Speaker  called 
for  any  other  old  business — there  being 
none — he  called  for  any  new  business  to  be 
presented.  There  was  none. 

Meeting  in  1962 

The  Speaker  stated  that  the  1962  annual 
meeting  would  be  conducted  in  Memphis 
with  headquarters  at  the  Peabody  Hotel. 
The  dates  for  the  meeting  will  be  April  8-11, 

1962. 

Meeting  in  1963 

The  Nashville  and  Davidson  County  dele- 
gation invited  the  Association  to  meet  in 
Nashville  in  1963  provided  that  adequate 
facilities  to  accommodate  the  Association 
were  found  to  be  feasible  and  acceptable. 
It  was  pointed  out  that  if  such  facilities  did 
not  exist  by  1963,  an  alternative  invitation 
would  be  issued  and  that  the  final  decision 
regarding  the  site  of  the  1963  meeting  be 
left  to  the  judgment  of  the  Board  of  Trus- 
tees of  TSMA.  The  invitation  was  accepted. 

Dr.  Chas.  Smeltzer,  Knoxville,  arose  and 
stated  that  if  facilities  in  Nashville  were  not 
available,  that  an  invitation  was  extended 
to  the  Association  to  meet  in  Knoxville  in 

1963.  He  pointed  out  that  a new  auditorium 
was  practically  completed  and  would  be 
available  for  the  Association’s  use. 

A motion  was  duly  made,  seconded  and 
adopted  that  the  House  of  Delegates  refer 
the  selection  of  the  meeting  place  in  1963 
to  the  Board  of  Trustees. 

There  being  no  further  business,  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Association  adjourned  at  11:55  a.m. 
sine  die. 

J.  E.  Ballentine 
Executive  Director 
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Abstract  of  Minutes  of  Council  Meetings 
Tennessee  State  Medical  Association 
Read  House— Chattanooga — April  9-10,  1961 


The  Council  of  the  Tennessee  State  Medi- 
cal Association  met  at  9:30  a.m.  Sunday, 
April  9,  1961  in  the  Read  House,  Chatta- 
nooga, Tennessee  with  the  Chairman  Dr. 
Joseph  L.  Raulston  of  Knoxville,  presiding. 
Councilors  present  were: 

J.  O.  Hale,  First  District 
J.  L.  Raulston,  Jr.,  Second  District 
Donald  H.  Bradley,  Third  District 
Thurman  Shipley,  Fourth  District 
Ben  H.  Marshall,  Fifth  District 
Laurence  A.  Grossman,  Sixth  District 
Wm.  K.  Owen,  Seventh  District 
Frank  A.  Moore,  Eighth  District 
R.  David  Taylor,  Ninth  District 
The  minutes  of  the  preceding  called  meet- 
ing of  the  Council,  conducted  in  Nashville, 
were  read  and  approved. 

The  report  of  the  Council  to  the  House  of 
Delegates  was  discussed  by  the  Chairman. 
The  Council  unanimously  approved  the  re- 
port. 

A motion  was  made  by  Dr.  Frank  A. 
Moore,  Jackson,  seconded  by  Dr.  Wm.  K. 
Owen,  Pulaski,  to  approve  the  proposed  ge- 
ographical change  of  the  councilor  district 
boundaries  as  proposed  for  remapping  of 
the  councilor  districts.  The  motion  was 
adopted. 

The  Chairman  requested  Councilor,  J.  O. 
Hale  from  the  First  District  to  investigate  a 
postoffice  employee  panel  of  appointed 
physicians  and  to  report  his  findings  to  the 
next  meeting  of  the  Council. 

The  Council  members  heard  a request 
from  the  Anderson-Campbell  County  Medi- 
cal Society,  requesting  that  the  society  drop 
Anderson  County  from  the  society  and  be 
allowed  to  submit  its  charter  to  the  House 
of  Delegates  and  apply  for  a new  charter 
for  the  Campbell  County  Medical  Society. 
The  request  was  approved. 

The  Chairman  appointed  the  councilors 
from  the  third,  fourth,  sixth  and  seventh 
districts  to  investigate  complaints  in  several 
areas  and  further  named  the  councilor  from 
the  sixth  district  as  chairman  of  such  a com- 
mittee. It  was  pointed  out  that  this  com- 
mittee should  seek  the  advice  of  the  Execu- 


tive Director  and  the  legal  counsel  of  TSMA 
whenever  investigations  are  found  to  be 
necessary.  It  was  requested  that  the  com- 
mittee make  a report  to  the  Council  at  the 
next  interim  meeting.  There  being  no  fur- 
ther business,  the  Council  adjourned. 

Respectfully  submitted, 

Ben  H.  Marshall,  M.D.,  Secy. 

Meeting  of  the  Council 
April  10,  1961 

The  Council  of  TSMA  met  at  8:00  a.m.  in 
the  Greene  Room  of  the  Read  House  in 
Chattanooga  on  April  10,  1961.  Members 
present  were: 

J.  O.  Hale,  First  District 
J.  L.  Raulston,  Jr.,  Second  District 
Donald  H.  Bradley,  Third  District 
Ben  H.  Marshall,  Fifth  District 
Laurence  A.  Grossman,  Sixth  District 
William  K.  Owen,  Seventh  District 
Frank  A.  Moore,  Eighth  District 
R.  David  Taylor,  Ninth  District 
Duane  M.  Carr,  Tenth  District 
The  first  order  of  business  of  the  Council 
was  the  election  of  a permanent  Chairman 
for  the  forthcoming  year  since  the  previ- 
ous chairman  had  retired.  Dr.  Frank  Moore, 
Jackson,  representing  the  Eighth  Councilor 
District,  was  elected  Chairman,  and  Dr. 
Wm.  K.  Owen,  Pulaski,  was  elected  Secre- 
tary. 

Upon  request,  Dr.  Joe  Raulston,  retiring 
chairman,  suggested  that  a committee  from 
TSMA  might  be  formed  by  the  House  of 
Delegates  to  advise  with  small  hospitals  for 
the  protection  of  the  public  and  the  profes- 
sion’s reputation. 

The  Chairman,  Dr.  Moore,  stated  that  the 
Board  of  Trustees  of  TSMA  had  appropri- 
ated $500  for  the  expenses  of  the  Council  in 
investigative  work.  The  Council  held  a 
lengthy  discussion  as  to  ways  and  means  in 
obtaining  information  concerning  patients’ 
records  for  scrutiny  by  the  Council,  Blue 
Shield,  etc. 

Chairman  Moore  suggested  that  the  prob- 
lems of  the  Council  should  be  discussed  at 
the  local  level  and  certainly  in  larger  soci- 
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eties.  It  was  his  belief  that  much  informa- 
tion and  ideas  could  be  obtained  as  to  how 
to  resolve  problems. 

Dr.  J.  O.  Hale,  Johnson  City,  discussed 
the  matter  concerning  the  size  of  lettering 
that  should  be  required  by  law  in  front  of 
any  hospital.  He  stated  that  in  several  lo- 


calities that  the  lettering  on  signs  far  exceed 
the  limitations  of  law. 

The  Council  directed  that  an  interim  sum- 
mer meeting  be  conducted  at  the  TSMA 
headquarters  in  Nashville. 

Respectfully  submitted, 

Wm.  K.  Owen,  M.D.,  Secretary 


Minutes  of  the  Second  Quarter  Meeting  of  the  Board  of 
Trustees,  Tennessee  State  Medical  Association 
Read  House,  Chattanooga,  Tennessee, 


Wednesday,  April 

The  Board  of  Trustees  of  the  Tennessee 
State  Medical  Association  convened  for  the 
regular  second  quarter  meeting  following 
the  TSMA  annual  meeting  at  9:00  a.m.,  April 
12,  1961,  in  the  Read  House  at  Chattanooga, 
Tennessee. 

Members  of  the  Board  present  were: 

Robert  M.  Finks,  M.D.,  Nashville,  Chair- 
man 

John  H.  Burkhart,  M.D.,  Knoxville 
Bland  W.  Cannon,  M.D.,  Memphis 
Carl  C.  Gardner,  Jr.,  M.D.,  Columbia 
R.  H.  Kampmeier,  M.D.,  Nashville 
Ralph  O.  Rychener,  M.D.,  Memphis 
Wm.  J.  Sheridan,  M.D.,  Chattanooga 
W.  O.  Vaughan,  M.D.,  Nashville 
Members  of  the  Board  absent  were: 

G.  H.  Berryhill,  M.D.,  Jackson 
Joseph  W.  Johnson,  Jr.,  M.D.,  Chattanooga 
Harmon  L.  Monroe,  M.D.,  Erwin 
Others  present  were: 

Carroll  H.  Long,  M.D.,  Johnson  City 
Mr.  J.  E.  Ballentine,  Executive  Director, 
TSMA,  Nashville 

Mr.  Jack  Drake,  Public  Service  Director, 
TSMA,  Nashville 

The  regular  second  quarter  session  of  the 
Board,  following  the  annual  meeting,  was 
called  to  order  by  the  Chairman,  Dr.  R.  M. 
Finks.  The  minutes  of  the  first  quarter 
meeting,  conducted  on  January  22nd,  1961, 
were  approved  as  mailed  to  members  of  the 
Board. 

The  Board  of  Trustees  conducted  a pre- 
liminary meeting  on  April  11th,  1961,  for  the 
purpose  of  naming  committees  and  selecting 
a chairman  and  vice-chairman  of  the  Board. 
Dr.  Robert  M.  Finks,  Nashville,  was  named 
Chairman  of  the  Board  and  Treasurer,  and 


12,  1 96 1 — 9:00  A.M. 

Dr.  Carl  C.  Gardner,  Jr.,  Columbia,  was 
named  Vice-Chairman. 

A motion  was  made  by  Dr.  Rychener,  sec- 
onded by  Dr.  Burkhart,  and  adopted,  that 
the  following  Board  members  be  named  to 
compose  the  Executive  Committee.  It  was 
moved  that  the  Nashville  members  of  the 
Board,  plus  one  from  each  of  the  other 
grand  divisions  of  the  State  (East  and  West 
Tennessee)  should  compose  the  Executive 
Committee.  Those  named  were:  Dr.  R.  M. 
Finks,  Dr.  W.  O.  Vaughan  and  Dr.  R.  H. 
Kampmeier,  Nashville  (Representing  Mid- 
dle Tennessee) ; Dr.  Wm.  J.  Sheridan,  Chat- 
tanooga (Representing  East  Tennessee) ; and 
Dr.  Bland  W.  Cannon,  Memphis  (West  Ten- 
nessee). 

It  was  determined  that  the  Personnel  Pol- 
icies Committee  of  the  Board  should  be  dis- 
continued and  matters  pertaining  to  person- 
nel policy  should  henceforth  be  administered 
by  the  Executive  Committee. 

The  Board  appointed  the  Research  and 
Planning  Committee,  naming  Dr.  John  H. 
Burkhart,  Chairman,  Dr.  Wm.  J.  Sheridan 
and  Dr.  R.  H.  Kampmeier. 

OLD  BUSINESS: 

(a)  Dr.  Rychener  read  a letter  that  he 
had  written  to  Dr.  James  Hughes  of  Mem- 
phis, inviting  him  to  appear  before  the 
Board  of  Trustees  at  this  meeting,  April 
12th,  to  further  explain  the  purposes  of  the 
proposed  Tennessee  Health  Council.  Dr. 
Hughes  was  not  present  and  it  was  directed 
that  the  minutes  show  that  the  letter  was 
presented  to  the  Board. 

(b)  The  1960  financial  audit  was  pre- 
sented to  the  Board  for  examination  and 
approval.  A motion  was  made  by  Dr.  Ry- 
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chener,  seconded  by  Dr.  Sheridan  and 
adopted,  that  the  financial  audit  be  ap- 
proved. 

NEW  BUSINESS: 

1.  Mr.  Ballentine  asked  instruction  from 
the  Board  as  to  the  policy  of  attendance  at 
national  meetings  when  the  chairman  or  a 
member  of  a committee  could  not  attend, 
and  when  the  committee  chairman  re- 
quested a member  of  the  staff  to  substitute 
for  him  at  a national  meeting.  Previously 
the  Board  had  established  travel  funds  for 
chairmen  to  attend  important  national  meet- 
ings. 

A motion  was  made  by  Dr.  Rychener,  sec- 
onded by  Dr.  Vaughan  that  staff  personnel 
of  TSMA  may  substitute  for  the  Chairman 
only  when  he  or  other  members  of  a com- 
mittee could  not  attend  and  the  chairman 
desired  a TSMA  staff  member  to  attend  a 
national  meeting  for  information.  It  was 
urged  that  every  effort  be  made  for  the 
chairman  or  members  of  a committee  to  at- 
tend such  meetings  before  sending  a staff 
person.  The  motion  was  adopted. 

2.  The  first  quarter  financial  statement 
for  1961  covering  the  fiscal  operations  of 
TSMA  was  presented  for  approval.  Follow- 
ing study,  a motion  was  duly  made,  sec- 
onded, and  adopted  that  the  First  Quarter 
Financial  Statement  be  approved.  (A  copy 
is  included  in  the  official  minutes.) 

3.  Dr.  Rychener  read  a letter  to  the  Board 
that  he  had  received  from  Dr.  A.  Roy  Tyrer, 
concerning  the  National  Foundation  for 
Neuromuscular  Diseases.  Previously,  the 
Board  had  taken  action  not  to  endorse  this 
organization  and  since  further  information 
had  been  gathered  by  the  Memphis  and 
Shelby  County  Society,  through  their  com- 
mittee on  Voluntary  Health  Agencies,  it  was 
the  opinion  of  the  Board  that  no  change  in 
policy  should  be  made  and  that  the  previous 
action  of  the  Board  of  Trustees  on  this  ques- 
tion should  be  reaffirmed.  A motion  was 
made  by  Dr.  Kampmeier,  seconded  by  Dr. 
Burkhart,  and  adopted,  that  the  Board’s 
original  action  be  reaffirmed.  It  was  directed 
that  a letter  be  written  to  Dr.  Tyrer  notify- 
ing him  of  the  action  of  the  Board  of  Trus- 
tees. 

4.  The  Executive  Director  requested  in- 
structions from  the  Board  as  to  the  method 
of  procedure  in  carrying  out  the  provisions 
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of  Amendment  No.  1 adopted  by  the  House 
of  Delegates  pertaining  to  the  selection  of  a 
Nominating  Committee  by  the  Board  of 
Trustees.  In  view  of  the  action  of  the  House 
in  approving  this  amendment,  the  Board  of 
Trustees  is  now  empowered  to  select  a Nom- 
inating Committee  prior  to  the  annual  meet- 
ing. It  was  suggested  that  the  President 
confer  with  the  executive  staff  in  the  method 
of  getting  the  delegates  certified  as  early  as 
possible  in  1962,  and  the  names  be  furnished 
to  the  members  of  the  Board  in  order  that  a 
Nominating  Committee  could  be  selected 
well  in  advance  of  the  annual  session. 
(Amendment  No.  1 is  part  of  the  official 
minutes.) 

5.  Dr.  Carroll  H.  Long,  Johnson  City, 
President  of  the  Tennessee  Chapter,  Ameri- 
can College  of  Surgeons,  appeared  before 
the  Board,  stating  that  a regional  meeting 
of  the  College  of  Surgeons  would  be  con- 
ducted in  Memphis  in  1962  only  ten  days 
prior  to  the  annual  session  of  TSMA.  He 
requested  information  as  to  the  Board  of 
Trustees’  planning  for  the  afternoon  pro- 
gram usually  presented  by  the  Tennessee 
Chapter  of  the  American  College  of  Sur- 
geons at  the  annual  meeting.  He  desired  to 
know  whether  the  Board  desired  that  the 
Tennessee  Chapter  of  ACS  conduct  its  meet- 
ing as  usual.  He  also  requested  information 
as  to  space  being  assigned  for  conducting 
the  ACS  meeting. 

The  Board  expressed  the  desire  that  the 
Tennessee  Chapter  of  ACS  to  conduct  its 
meeting  as  usual  on  Tuesday,  April  10th, 
during  the  afternoon  as  customarily  done  in 
past  years.  Dr.  Long  was  assured  that  ade- 
quate space  would  be  provided  at  the  an- 
nual meeting  wherein  the  Tennessee  Chap- 
ter of  the  American  College  of  Surgeons 
could  conduct  its  sessions  in  1962. 

6.  Pertaining  to  Resolution  No.  10,  adopted 
by  the  House  of  Delegates,  calling  for  the 
Board  of  Trustees  to  appoint  a study  com- 
mittee to  explore  the  facilities  on  a state- 
wide basis  for  nursing,  convalescent,  and 
custodial  care  facilities  for  older  persons, 
the  Board  of  Trustees  designated  that  the 
Sub-Committee  on  Aging  of  the  Public  Serv- 
ice Committee  be  designated  as  the  commit- 
tee to  make  such  a study.  A motion  was 
made  by  Dr.  Cannon,  seconded  by  Dr. 
Vaughan  and  adopted  that  the  Sub-Commit- 
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tee  on  Aging  serve  as  the  study  committee. 
(Resolution  No.  10  is  included  and  a part  of 
the  official  minutes.) 

7.  The  Board  discussed  how  to  implement 
Resolution  No.  4 adopted  by  the  House, 
which  called  for  the  appointment  of  appro- 
priate committees  in  all  county  medical  so- 
cieties to  obtain  greater  participation  in 
the  Tennessee  Plan  by  physicians  in  each 
county.  A motion  was  made  by  Dr.  Cannon, 
seconded  by  Dr.  Rychener,  that  Resolution 
No.  4 be  implemented  by  every  possible 
means  to  carry  out  the  intent  of  the  resolu- 
tion. It  was  recommended  that  appropriate 
steps  be  taken  by  the  Prepaid  Insurance 
Committee  to  stimulate  interest  in  the  plan 
and  also  to  take  immediate  steps  to  make 
necessary  revisions  in  the  fee  schedule  of 
the  present  Tennessee  Plan  to  correct  any 
inequities  in  the  plan.  The  motion  was 
adopted.  It  was  also  recommended  that 
steps  be  taken  to  conduct  further  education 
of  the  medical  profession  in  the  state  as  to 
the  purposes  and  need  for  the  Tennessee 
Plan  and  the  further  education  of  doctors 
of  the  state  as  to  how  the  plan  operates. 
(Resolution  No.  4 is  included  with  the  of- 
ficial minutes.) 

8.  Relative  to  the  report  of  the  Reference 
Committee  on  Reports  of  Officers,  particu- 
larly the  realignment  of  organizational  ac- 
tivities as  included  in  the  report  of  the  Ex- 
ecutive Director,  this  matter  was  referred 
to  the  Research  and  Planning  Committee  of 
the  Board  with  the  request  that  a recom- 
mendation be  presented  from  the  committee 
at  such  time  that  it  could  report. 

9.  A motion  was  made  by  Dr.  Vaughan, 
seconded  by  Dr.  Burkhart  and  adopted,  that 
the  request  be  granted  by  the  Rural  Health 
Committee  wherein  Mr.  Kenneth  Cherry  of 
the  Tennessee  Farm  Bureau  Federation  be 
appointed  to  the  Rural  Health  Committee, 
and  Dr.  Vernon  Darter  of  the  University  of 
Tennessee  Extension  Service  be  added  as  a 
member  of  the  committee.  The  motion  was 
adopted. 

10.  The  request  contained  in  the  report  of 
the  Consultative  Committee  on  Administra- 
tion of  Prepaid  Medical  Care  Plans  was  ap- 
proved by  the  House  of  Delegates,  an  addi- 
tional grant  of  $2,000  was  requested  to 
continue  the  study  being  made  by  this  com- 
mittee. A motion  was  made  by  Dr.  Cannon, 


seconded  by  Dr.  Gardner,  and  adopted,  that 
prior  to  the  granting  of  additional  funds, 
that  the  Board  of  Trustees  should  obtain  in 
writing  from  the  committee  an  outline  as  to 
how  additional  funds  would  be  spent  and  re- 
quest the  committee  to  explore  all  other 
methods  of  conducting  the  survey  prior  to 
the  granting  of  additional  funds.  It  was 
suggested  that  the  committee  study  other 
sources  and  means  of  gathering  the  informa- 
tion required.  The  motion  was  adopted. 

11.  Since  Amendment  No.  2 to  the  By- 
Laws  was  adopted  by  the  House  of  Dele- 
gates, defining  the  composition  of  the  Legis- 
lative and  Public  Policy  Committee,  the 
Board  proceeded  to  appoint  the  committee 
in  keeping  with  the  provisions  of  the  amend- 
ment. The  amendment  called  for  appoint- 
ment of  one  physician  in  each  of  the  nine 
congressional  districts  of  the  state.  Ap- 
pointed to  the  basic  nine-member  commit- 
tee for  one  year  were:  Dr.  H.  L.  Monroe,  Dr. 
Sam  Hay  and  Dr.  G.  H.  Berryhill;  two-year 
appointments — Dr.  Charles  C.  Smeltzer,  Dr. 
John  Speer  and  Dr.  Byron  O.  Garner;  three- 
year  appointments — Dr.  George  K.  Henshall, 
Dr.  Douglas  H.  Riddell  and  Dr.  Becket  Ho- 
worth.  In  addition,  the  TSMA  delegates  to 
the  American  Medical  Association  were  ap- 
pointed to  the  committee  on  a one-year 
basis.  They  were:  Dr.  A.  J.  Ingram,  Dr.  D. 
W.  Smith,  and  Dr.  Smeltzer,  who  was  an 
elected  member  of  the  committee.  Others 
appointed  for  one-year  terms  included  Dr. 
Perry  Williamson,  Knoxville;  Dr.  Harry 
Stone,  Chattanooga;  Dr.  Chas.  C.  Trabue, 
IV,  Nashville;  Dr.  John  Twilla,  Smithville; 
Dr.  James  Callis,  Crossville;  Dr.  R.  H.  Elder, 
Cedar  Hill;  Dr.  Carl  Gardner,  Columbia;  Dr. 
Addison  B.  Scoville,  Nashville;  Dr.  Thomas 
F.  Frist,  Nashville. 

A motion  was  made  by  Dr.  Cannon,  sec- 
onded by  Dr.  Rychener,  that  the  above  com- 
mittee be  approved  and  that  the  Chairman 
of  the  Committee  be  permitted  to  add  addi- 
tional physicians  from  over  the  state  if  the 
business  of  the  committee  required  it.  The 
motion  was  adopted. 

Dr.  Douglas  H.  Riddell,  Nashville,  who 
was  named  Chairman  of  the  Legislative 
Committee  was  designated  as  the  key-man 
for  national  legislation  in  Tennessee  and  the 
Executive  Director  was  instructed  to  inform 
the  American  Medical  Association.  (Amend- 
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ment  No.  2 is  included  with  the  official  min- 
utes.) 

12.  The  Board  of  Trustees  concluded  mak- 
ing appointments  to  standing  and  special 
committees  of  TSMA,  naming  those  persons 
and  additional  committees  that  were  not 
completed  on  the  previous  day  in  the  meet- 
ing of  the  Board. 

Committee  appointments  were  completed 
with  but  one  exception.  Dr.  Vaughan  was 
given  the  assignment  of  appointing  a chair- 
man for  the  Public  Service  Committee  after 
he  had  an  opportunity  to  confer  with  sev- 
eral physicians  in  Nashville.  Other  com- 
mittee appointments  were  completed. 

13.  The  Board  of  Trustees  designated  the 
members  of  the  General  Liaison  Committee 
to  attend  a future  meeting  to  be  called  by 
organizers  of  the  Tennessee  Health  Council. 
The  General  Liaison  Committee  would  act 
as  the  official  committee  from  TSMA  to 
gather  information  and  make  a report  to  the 
Board. 

The  Board  directed  that  Dr.  John  Hughes 
and  Dr.  Merritt  Shobe,  who  are  active  in  the 
organization  of  the  Tennessee  Health  Coun- 
cil, be  advised  of  the  committee  to  represent 
TSMA.  It  was  requested  that  the  TSMA 
Committee  be  advised  as  far  in  advance  as 
possible  and  the  request  should  be  to  the 
effect  that  the  meeting  be  well-publicized 
in  advance. 

14.  A telegram  from  the  President  of  the 
Tennessee  State  Labor  Council  was  read. 
The  telegram  expressed  the  statements  from 
the  Labor  Council  pertaining  to  the  Ken- 
nedy Administration’s  Social  Security  Bill 
for  the  Aged.  A motion  was  made  by  Dr. 
Burkhart,  seconded  by  Dr.  Rychener,  and 
adopted  that  Dr.  W.  O.  Vaughan,  President, 
reply  to  the  telegram. 


There  being  no  further  business,  the  meet- 
ing was  adjourned  at  12:30  p.m. 


Robert  M.  Finks,  M.D.,  Chairman 


J.  E.  Ballentine,  Executive  Director 

Minutes  of  the  Meeting  of  the  Board  of  Trustees 
of  the  Tennessee  State  Medical  Association — 
Read  House,  Chattanooga,  Tennessee 
April  II,  1961 

The  Board  of  Trustees  of  the  Tennessee 
State  Medical  Association  convened  at  the 
Read  House  in  Chattanooga  at  1:30  p.m.  on 
April  11,  1961  for  the  purpose  of  making 
committee  appointments  of  the  standing  and 
special  committees  for  the  year  1961-62. 

Prior  to  making  the  appointments,  the 
Board  heard  Dr.  Alvin  J.  Ingram,  Memphis, 
read  a letter  requesting  the  TSMA  to  ap- 
point a committee  to  attend  a meeting  pro- 
posed for  the  formation  of  a Tennessee 
Health  Council.  The  Board  of  Trustees  ac- 
cepted and  named  the  General  Liaison  Com- 
mittee for  this  purpose. 

In  other  action,  the  Board  elected  Dr. 
Robert  M.  Finks,  Nashville,  as  Chairman  of 
the  Board  of  Trustees  and  Treasurer  for 
1961-62.  Dr.  Carl  C.  Gardner,  Columbia, 
was  named  vice-chairman  of  the  Board. 

The  Board  adopted  a motion  to  commend 
Dr.  Charles  C.  Trabue,  IV,  for  the  outstand- 
ing work  that  he  had  performed  as  chair- 
man of  the  Legislative  and  Public  Policy 
Committee  during  the  previous  year.  It 
was  directed  that  a letter  of  commendation 
from  the  President  be  forwarded  to  Dr.  Tra- 
bue. 

The  Board  made  the  required  appoint- 
ments of  all  standing  and  special  commit- 
tees of  the  Association  for  the  coming  year. 
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One  of  the  pressing  problems  facing  our  Association  is  the  ex- 
pansion of  physician  participation  in  the  Tennessee  Plan. 

There  is  now  in  excess  of  one  million  persons  in  Tennessee 
covered  under  the  Tennessee  Plan,  underwritten  by  two  Blue  Shield 
organizations  and  thirty-nine  commercial  carriers. 

At  the  inception,  there  were  some  1,700  physicians  participating 
in  the  plan  at  a time  when  the  membership  of  TSMA  was  consider- 
ably less  than  at  present. 

In  the  last  five  years,  participation  by  Tennessee  physicians  has 
steadily  decreased  to  the  extent  that  large  groups  of  consumers  of 
health  insurance  have  brought  to  the  attention  of  the  Association  the  fact  that  not  enough 
physicians  participate  in  the  plan  to  make  it  adequate  to  care  for  persons  covered  under 
the  plan. 

Approximately  50%  of  TSMA  members  participate  in  the  plan  and  accept  the  fees 
listed  as  full  payment  for  those  persons  meeting  the  requirements  of  the  plan. 

The  following  five  provisions  in  the  plan  must  be  met  in  order  to  qualify  for  service 
benefits:  (1)  The  protected  persons  must  be  within  the  eligible  income  limits  (a  pro- 
tected person  without  dependents  whose  net  income  before  payment  of  income  taxes 
from  all  sources,  does  not  exceed  $2400  per  year;  and  a protected  person  with  depend- 
ents whose  aggregate  family  income  does  not  exceed  $4200  per  year,  at  the  time  of  dis- 
ability). (2)  The  protected  person  directs  the  company  to  pay  the  amount  of  the  benefit 
to  the  physician  or  surgeon  performing  the  operation.  (3)  The  protected  person  does 
not  have  one  or  more  insurance  policies,  in  addition  to  the  policy  under  which  the  claim 
is  being  made,  that  also  provides  benefits  covering  the  services  he  or  she  received,  for 
which  the  claim  is  being  filed.  (4)  That  the  protected  person  or  dependent  does  not  re- 
ceive third  party  injury  benefits  as  the  result  of  court  trial  or  out-of-court  settlement, 
nor  does  he  have  any  claim  pending  for  third  party  injury  benefits.  (5)  That  the  insured 
certifies  that  his  individual  income,  and/or  family  income  is  within  the  limits  set  out  in 
the  plan.  For  those  who  cannot  meet  these  qualifications,  the  Tennessee  Plan  serves  as 
an  indemnity  plan. 

The  House  of  Delegates  in  approving  Resolution  No.  4 directed  that  an  appropriate 
committee  be  established  in  all  county  medical  societies  in  Tennessee,  and  that  they  be 
urged  to  obtain  greater  participation  in  the  plan  by  physicians  in  each  county  society. 

In  so  doing,  Tennessee  physicians  will  be  taking  the  most  effective  step  possible  to  make 
prepayment  plans  work  and  to  further  repel  government  intervention  into  the  field  of 
medical  care. 

I am  making  a personal  appeal  to  every  physician  in  the  state  to  cooperate  with  your 
Association  and  your  local  medical  society  and  re-sign  the  participating  agreement  form 
in  order  that  the  Tennessee  Plan  can  become  a more  realistic  and  serviceable  instrument 
for  the  prepayment  of  medical  care  costs. 


William  O.  Vaughan, 
M.D. 


President 
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EDITORIAL 


RADIATION  HAZARDS 

With  new  atomic  energy  being  generated 
almost  daily  in  all  parts  of  the  world  by 
nations  acquiring  the  nuclear  reactors  for 
the  first  time,  an  understanding  of  the  po- 
tentialities of  these  agents  is  an  obligation 
to  society.  It  is  of  interest,  therefore,  to 
read  the  discussion  of  a panel  meeting  held 
at  the  New  York  Academy  of  Medicine.1 

All  of  us  are  exposed  to  a dose  of  natural 
background  radiation.  This  comes  in  the 
main  from  three  sources:  (1)  exposure  to 
cosmic  rays,  (2)  from  the  earth’s  crust,  and 
(3)  from  the  radioactive  material  inherent 
in  the  constitution  of  the  body.  The  cosmic 
rays  consist  of  charged  heavy  particles 
which  enter  the  earth’s  atmosphere  from 
outer  space.  These  charged  particles  have 


'Rail,  J.  E.;  Dobzhansky,  Th.;  Hempelmann,  L. 
H.  Jr.;  Laughlin,  John  S.;  and  Morgan,  Russell 
H.:  Radiation  Hazard,  Bull.  New  York  Acad.  Med. 
36:804,  1960. 


energies  of  many  billions  of  electron  volts. 
The  great  bulk  of  this  activity  is  dissipated 
before  the  particles  reach  us.  We  receive 
gamma  rays,  (mesons  and  neutrons),  which 
result  when  primary  cosmic  rays  are  ab- 
sorbed in  the  earth’s  atmosphere. 

The  earth’s  crust  contains  large  amounts 
of  uranium,  thorium,  and  potassium,  and 
all  of  us  are  continually  being  bombarded 
by  gamma  rays  from  these  sources,  whether 
we  are  outdoors  or  indoors.  For  example, 
concrete  used  in  construction,  contains  ap- 
preciable amounts  of  uranium.  Brick  is 
also  such  a potent  source  that  living  in  a 
brick  house  is  almost  the  equivalent  of  liv- 
ing outdoors.  Rarely  radiant  heating  in  a 
building  constructed  of  concrete  may  drive 
from  the  walls  enough  radon  gas  to  be  a 
measurable  threat. 

When  one  tries  to  estimate  the  dosage  of 
exposure  we  must  think  in  terms  of  a milli- 
rem.  A millirem  is  1/1000  of  a roentgen 
unit,  with  which  we  are  familiar.  The  av- 
erage annual  background  dose  due  to  cos- 
mic ray  is  slightly  less  than  30  millirem  a 
year.  From  the  earth’s  crust  we  receive  45 
to  50  millirem  per  year.  The  final  source, 
internal  radiation  is  less  than  1 millirem 
per  year.  Therefore,  each  of  us  in  the  av- 
erage receives  75  to  80  millirem  a year. 

The  two  areas  of  the  body  which  are  most 
vulnerable  to  this  radiation  are  the  gonads 
and  the  bone  marrow. 

From  an  even  more  practical  aspect  we 
must  think  about  the  exposure  an  individ- 
ual receives  as  a consequence  of  diagnostic 
x-ray  procedures.  The  average  14  x 17 
chest  film  creates  an  exposure  of  about  15 
millirem.  The  exposure  from  gastrointesti- 
nal diagnostic  studies  varies  a good  deal, 
depending  on  the  amount  of  fluoroscopy. 

Another  source  of  radiation  and  impossi- 
ble to  estimate  is  weapons-testing.  The  two 
isotopes  here  involved  are  strontium  90  and 
cesium  137,  both  of  which  have  relatively 
long  half-lives. 

The  man-made  dose  is  believed  to  be  V2 
to  5 roentgens,  and  the  natural  background 
dose  over  a thirty  year  period  amounts  to 
about  3 roentgens.  If  weapons-testing  were 
to  cease  now  the  radioactivity  already  in 
the  atmosphere  would  amount  to  10  milli- 
rem per  person. 

The  influence  of  radioactivity  on  the 
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structure  and  function  of  the  gonads  and 
the  characteristics  of  future  generations  is 
problematic.  Its  influence  on  bone  and  the 
future  development  of  bone  marrow  disease 
is  as  yet  not  certain. 

Since  1902,  when  a skin  cancer  was  re- 
ported to  have  developed  in  an  x-ray 
worker,  it  has  been  known  that  radiation 
exposure  may  carry  certain  hazards. 
Gamma  rays  were  first  used  in  the  labora- 
tory to  produce  experimental  cancer  in  ani- 
mals. Almost  any  tissue,  under  proper  con- 
ditions, may  be  caused  to  undergo  malig- 
nant changes.  This  is  usually  the  result  of 
repeated  and  chronic  irradiation  of  small 
areas  of  the  body  with  large  doses  of  radia- 
tion, usually  totaling  several  thousands  of 
roentgens. 

Five  segments  of  the  population  have 
been  studied  under  conditions  approximat- 
ing the  above  mentioned  conditions.  First, 
radiologists,  who  have  been  observed  to 
have  a higher  incidence  of  leukemia  than 
males  of  the  same  age  group,  in  the  gen- 
eral population,  or  in  other  medical  spe- 
cialists. On  the  other  hand,  the  general 
incidence  of  cancer  in  this  group  is  not 
greater  than  that  of  the  general  population. 

The  second  group  is  the  segment  of  the 
population  in  Japan  in  1945,  which  was  ex- 
posed to  nuclear  radiation  at  Hiroshima  and 
Nagasaki.  The  leukemia  rate  was  high  in 
those  individuals  exposed  to  high  concen- 
trations of  this  atomic  radiation. 

A third  group  consisted  of  about  13,000 
patients  in  England  with  ankylosing  spon- 
dylitis who  were  treated  with  x-rays.  In 
this  group  were  found  32  definite  and  5 
probable  cases  of  leukemia,  when  more 
than  500  roentgens  were  absorbed. 

A fourth  group  comprises  children  treated 
in  infancy  for  an  enlarged  thymus  gland. 
Among  1700  children  treated  between  1925- 
1950,  the  incidence  of  leukemia  was  10  times 
that  of  a comparable  normal  group,  and  the 
number  of  cases  of  thyroid  cancer  almost 
100  times  the  expected. 

The  fifth  group  is  composed  of  children 
exposed  to  radiation  in  utero  when  the 
mothers  were  given  radiographic  examina- 
tions during  pregnancy.  There  is  a very 
slight  increase  in  cancer  and  leukemia  in 
the  exposed  group. 

There  seems  to  be  no  yardstick  which  one 


can  apply  to  the  influence  of  diagnostic  ra- 
diation on  the  average  individual  from  the 
standpoint  of  carcinogenesis. 

One  experiment  involved  several  hundred 
women  who  received  therapeutically  225 
roentgen  to  the  gonads.  No  major  muta- 
tions have  been  noted  among  600  progeny 
down  to  the  second  generation. 

It  is  of  interest  that  one  of  the  panel  mem- 
bers (Russell  Morgan,  Professor  of  Radiol- 
ogy at  Johns  Hopkins  School  of  Medicine), 
thought  that  the  chest  x-ray  mass  surveys 
for  detection  of  pulmonary  cancer  were  not 
a fruitful  procedure,  since  the  number  of 
cases  picked  up  were  not  much  greater  than 
the  potential  number  of  cases  of  leukemia 
that  might  follow.  When  one  adds  to  this 
fact  the  poor  surgical  and  therapeutic  re- 
sults from  radiation  in  the  treatment  of 
pulmonary  cancer,  Morgan  believes  the  sur- 
veys should  not  continue.  In  addition,  his 
group  in  Baltimore  performed  gastrointesti- 
nal examinations  on  10,000  individuals  over 
the  age  of  40,  in  an  effort  to  pick  up  unsus- 
pected neoplastic  lesions.  The  yield  was 
only  about  1 per  1000,  and  accordingly  the 
survey  was  abandoned. 

A final  plea  was  made  that  physicians 
should  reduce  the  amount  of  diagnostic  x- 
ray  exposure,  by  more  careful  shielding  of 
both  the  operator  and  the  patient. 

This  panel  discussion  emphasizes  the  com- 
plexity of  the  problem  and  gives  data  that 
produce  real  cause  for  serious  reflection. 

A.W. 


Dr.  William  David  Poston,  76,  Brownsville,  died 
April  29th  at  his  home. 

Dr.  Edward  F.  Buchner,  Jr.,  59,  Chattanooga, 
died  May  3rd  in  a Chattanooga  hospital. 

Dr.  William  Paxton  Parker,  59,  died  April  17th 
in  Boston.  He  was  a former  resident  of  Nashville. 

Dr.  Herbert  C.  Francis,  56,  Professor  and  Chair- 
man of  the  Department  of  Radiology,  Vanderbilt 
University,  School  of  Medicine,  died  at  his  home 
in  Nashville,  May  30. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Roane  County  Medical  Society 

The  Society  met  for  its  regular  monthly 
meeting  on  May  30th  at  the  Oak  Ridge  Hos- 
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pital.  A dinner  preceded  the  meeting.  The 
speaker  for  the  evening  was  Dr.  Erie  E.  Pea- 
cock, Plastic  Surgeon,  from  the  University 
of  North  Carolina  School  of  Medicine.  His 
subject  was  “Reconstructive  Surgery  of  the 
Hand.” 

Washington-Carter-Unicoi  County 
Medical  Society 

The  Society’s  monthly  meeting  was  held 
jointly  with  the  Washington-Carter-Unicoi 
Medical  Auxiliary  at  the  Town  House  in 
Erwin  on  May  9th.  The  speaker  was  Dr. 
Robert  E.  L.  Berry,  professor  of  surgery  at 
the  University  of  Michigan  Medical  Center, 
Ann  Arbor.  His  subject  was  “Direct  Ar- 
terial Surgery  for  Occlusive  Arterio-Scle- 
rotic  Vacular  Disease  of  the  Lower  Extrem- 
ities and  the  Cerebral  Circulation.” 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  conducted  its  regular  meeting 
on  May  9th  at  Vanderbilt  Hospital.  A din- 
ner preceded  the  meeting  in  the  cafeteria. 

During  the  business  session,  the  Academy 
members  voted  on  amendments  to  the  By- 
Laws,  and  combined  quarterly  meetings; 
discussed  the  physician’s  role  in  the  medical 
care  for  the  aging  program,  revisions  in  the 
Tennessee  Plan  and  the  physician’s  role  in 
the  Tennessee  Plan. 

The  scientific  program  consisted  of  a Sym- 
posium on  Endocrinology,  Dr.  Grant  Liddle, 
moderator:  “A  Practical  Test  of  Pituitary- 
Adrenal  Responsiveness”  by  Dr.  Liddle,  as- 
sociate professor;  “Extra-Adrenal  Malig- 
nancy as  a Cause  of  Cushing’s  Syndrome,” 
by  Dr.  Clifton  K.  Meador,  instructor;  and 
“Clinical  Disorders  Stemming  from  Excesses 
or  Deficiencies  of  Aldosterone,”  by  Dr.  Wil- 
liam S.  Coppage,  instructor,  all  from  the 
Department  of  Medicine,  Vanderbilt  Uni- 
versity School  of  Medicine. 

Memphis-Shelby  County  Medical  Society 

The  Society  held  its  regular  meeting  on 
March  7th  in  the  Institute  of  Pathology. 
The  scientific  program  consisted  of  a sym- 
posium entitled  “Recent  Developments  in 
Plastic  Surgery.”  Panel  participants  were 
Dr.  Anthony  Jerome  who  spoke  on  Plastic 
Substances  in  Plastic  Surgery”;  Dr.  Robert 
Reeder — “New  Technics  in  the  Treatment  of 


Burns”;  and  Dr.  James  Walker — “Use  of 
Pedicle  Tissue  in  Plastic  Surgery.” 

Following  the  symposium,  Dr.  Hugh 
Smith  presented  a paper  entitled  “Medical 
Payola.” 

Marshall  County  Medical  Society 

The  Marshall  County  Medical  Society  met 
on  April  25th  at  the  Southland  Cafe  in  Lew- 
isburg.  Dr.  Joe  Gordon,  president  of  the 
society,  presented  the  program.  His  subject 
was  “The  Medical  Treatment  of  Peptic  Ul- 
cers.” 

At  the  meeting  of  the  society  on  May  16th, 
the  program  was  under  the  direction  of  Dr. 
H.  A.  Morgan,  who  presented  the  speaker  of 
the  evening,  Dr.  Jack  Swan,  who  is  affiliated 
with  the  U.S.  Public  Health  Service  and 
assigned  to  the  State  of  Tennessee.  Dr. 
Swan’s  address  was  entitled  “Rheumatic 
Fever  Control  Program.” 

Hawkins  County  Medical  Society 

At  a recent  meeting,  the  Hawkins  County 
Medical  Society  went  on  record  as  being 
opposed  to  the  bill  to  provide  medical  care 
for  the  aged  through  social  security  taxes. 

Consolidated  Medical  Assembly 
of  West  Tennessee 

The  Society  met  in  the  New  Southern 
Hotel  in  Jackson  on  May  2nd.  The  program 
was  presented  by  Dr.  Baker  Hubbard  who 
moderated  a discussion  by  six  panelists.  Dr. 
Julian  K.  Welch,  Brownsville,  spoke  on  the 
organization  of  TSMA,  and  Dr.  John  R. 
Thompson,  Jackson,  discussed  public  serv- 
ice. Legislative  activities  were  brought  up 
to  date  by  Dr.  G.  H.  Berryhill,  Jackson.  Dr. 
H.  P.  Clemmer,  Milan,  spoke  on  the  prepaid 
insurance  plan,  and  Council  activities  were 
discussed  by  Dr.  David  Taylor  of  Dyersburg. 
Dr.  Lam  B.  Myhr,  Jackson,  discussed  activi- 
ties of  welfare  care. 

Sullivan-Johnson  County  Medical  Society 

The  Sullivan-Johnson  County  Medical  So- 
ciety met  in  Kingsport  on  April  13th  where 
physicians  from  Kingsport,  Mountain  City 
and  Bristol  were  in  attendance.  The  guest 
speaker  was  Dr.  Sam  Stephenson,  Jr.,  as- 
sistant professor  of  surgery,  Vanderbilt  Uni- 
versity, Nashville.  Dr.  Stephenson’s  topic 
was  “Newer  Surgical  Approaches  to  Peptic 
Ulcers.” 
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Northwest  Tennessee  Academy  of 
Medicine 

The  Society  was  host  to  the  West  Tennes- 
see Medical  and  Surgical  Association  on 
May  25th  at  Dyersburg.  The  program  was 
held  at  the  Country  Club,  where  a number 
of  speakers  appeared  on  the  program  run- 
ning throughout  the  afternoon  and  evening. 
A complete  program  is  listed  in  this  issue  of 
the  Journal  under  “Medical  News  in  Ten- 
nessee.” 

Greene  County  Medical  Society 

The  Society  met  for  its  regular  monthly 
meeting  at  the  Elks  Club  on  May  2nd.  Dr. 
Haskell  W.  Fox,  presided.  Dr.  Robert  S. 
Cowles,  Jr.,  program  chairman,  introduced 
the  guest  speaker,  Dr.  Ben  Hall,  internist, 
of  Johnson  City,  who  spoke  on  the  subject 
“Neuromuscular  Disturbances  of  the  Colon.” 

In  the  business  session  of  the  meeting,  Dr. 
Robert  Bottomly,  delegate  from  Greene 
County  to  the  TSMA  House  of  Delegates, 
reported  on  actions  of  the  House  of  Dele- 
gates. The  secretary  of  the  society  dis- 
cussed the  contents  of  three  resolutions  sent 
to  him  by  the  State  Association  for  presen- 
tation to  the  society. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  American  Medical  Association 
branded  as  untrue  certain  statements  by 
Abraham  Ribicoff,  Secretary  of  Health,  Ed- 
ucation and  Welfare,  concerning  the  Ad- 
ministration’s legislative  proposal  to  provide 
medical  care  for  the  aged  under  Social  Se- 
curity. Dr.  F.  J.  L.  Blasingame,  AMA  Ex- 
ecutive Vice  President,  presented  a point- 
by-point  rebuttal  in  a letter  to  the  more 
than  500  editors  from  throughout  the  coun- 
try after  Ribicoff  addressed  the  annual 
meeting  of  the  American  Society  of  News- 
paper Editors  in  Washington. 

Dr.  Edward  R.  Annis,  Miami  surgeon  rep- 
resenting the  AMA,  accused  Ribicoff  of 
misrepresenting  the  role  of  doctors  under 
the  administration  proposal.  Dr.  Annis  an- 
swered Ribicoff  on  a radio-television  pro- 


gram with  Sen.  Kenneth  B.  Keating  (R., 
N.Y.)  which  was  taped  in  Washington.  Ribi- 
coff had  made  the  misrepresentation  of  an 
earlier  Keating  program. 

Dr.  Blasingame  said  Ribicoff’s  statement 
before  the  editors  that  physicians  are  not 
included  in  the  administration  proposal,  the 
King  bill,  “simply  is  not  true.”  The  AMA 
official  pointed  out  that  the  bill  includes  in- 
terns and  residents  in  teaching  hospitals  as 
well  as  pathologists,  radiologists,  physia- 
trists,  and  anesthesiologists  working  in  hos- 
pitals or  serving  hospitals’  outpatient  clinics. 

“Mr.  Ribicoff  further  claims  that  the  King 
bill  provides  free  choice  of  hospital  physi- 
cian,” Dr.  Blasingame  said.  “The  fact  is 
only  hospitals  signing  contracts  with  the 
federal  government  would  be  available  to 
patients.  If  the  only  hospital  in  a commu- 
nity was  not  approved  by  the  Secretary  of 
HEW,  patients  in  that  community  would  be 
forced  to  seek  hospitalization  in  some  other 
city.  That  would  not  afford  free  choice  of 
hospital.  If  the  patient’s  physician  was  not 
on  the  staff  of  the  other  hospital,  the  pa- 
tient would  be  denied  free  choice  of  physi- 
cian.” 

Dr.  Blasingame  also  disputed  Ribicoff’s 
contention  that  the  King  bill  is  not  social- 
ized medicine. 

“By  common  definition,  any  scheme  which 
calls  for  a system  of  compulsory  health  care 
which  is  administered,  financed,  and  con- 
trolled by  the  federal  government  is  social- 
ized medicine  for  that  segment  of  the  popu- 
lation it  serves.” 

Rep.  Walter  H.  Judd  (R.,  Minn.),  who  is  a 
physician,  was  quoted  as  one  of  a number 
of  House  and  Senate  members  who  agree 
with  the  AMA.:  “The  public  has  been  led  to 
believe  that  they  can  get  government  fi- 
nancing without  government  control  and 
ultimate  government  operation  of  medical 
services.  It  is  naive  for  anyone  to  believe 
that  Congress  will  take  the  people’s  money 
away  from  them  through  taxes  and  then 
allow  the  money  to  be  spent  by  someone 
else  without  the  Congress  maintaining  its 
own  firm  control.” 

Pointing  out  that  the  nation’s  physicians 
always  have  been  in  favor  of  medical  care 
for  all  regardless  of  ability  to  pay,  Dr.  Blas- 
ingame said:  “It  seems  strange  to  us  that 
Mr.  Ribicoff  continues  to  lobby  for  the  King 
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bill  while  completely  ignoring  the  Kerr- 
Mills  law,  passed  by  Congress  last  year 
with  strong  support  by  the  nation’s  physi- 
cians. 

“The  Kerr-Mills  Law  enables  the  states  to 
guarantee  to  every  aged  American  who 
needs  help  the  health  care  he  requires.  And 
the  states  are  implementing  the  law  with 
unprecedented  swiftness.” 

Dr.  Annis  pointed  out  on  the  radio-televi- 
sion program  that  “doctors  would  work  for 
the  government  by  working  for  the  hospi- 
tals under  contract  to  the  government.”  He 
said  those  doctors  would  work  “under  rules, 
regulations  and  controls  prescribed  and  laid 
down”  by  the  HEW. 

* 

A new  bill  to  encourage  physicians  and 
other  self-employed  persons  to  set  up  their 
own  retirement  plans  started  through  Con- 
gress with  approval  of  the  House  Ways  and 
Means  Committee. 

Bearing  the  same  number,  H.R.  10,  as  a 
similar  bill  which  died  in  Congress  last  year, 
the  new  measure  would  permit  a self-em- 
ployed person  to  defer  taxes  on  income 
placed  in  a private  retirement  program.  The 
special  treatment  would  be  limited  to  $2,500 
or  10  per  cent  of  income  each  year,  which- 
ever is  smaller. 

Such  income  could  be  invested  in  quali- 
fied pension  trusts,  annuity  programs,  profit- 
sharing  plans  or  a new  type  of  non-trans- 
ferable  government  bonds  redeemable  when 
the  individual  reaches  retirement  age  or 
suffers  disability. 

An  individual  could  start  drawing  benefits 
at  age  59V2  or  earlier  in  the  case  of  disabil- 
ity. A self-employed  person  would  have  to 
start  drawing  benefits  by  age  70V2. 

If  a self-employed  individual  had  more 
than  three  employees,  he  would  be  required 
to  set  up  pension  plans  for  them  before  he 
could  benefit  himself. 


Tennessee  Pediatric  Society 

The  Tennessee  Pediatric  Society  con- 
ducted its  annual  meeting  May  14-16  at 
Lakeshore  Lodge  in  Chattanooga. 

The  opening  scientific  sessions  heard  from 


the  following  speakers:  Dr.  Lytt  Gardner, 
professor  of  pediatrics,  State  University  Col- 
lege of  Medicine,  Syracuse,  New  York;  Dr. 
David  Hsia,  research  director  at  Children’s 
Memorial  Hospital,  Chicago;  and  Dr.  C. 
Henry  Kempe,  professor  of  pediatrics,  Uni- 
versity of  Colorado  Medical  Center,  Denver. 

A chromosome  symposium  was  presented, 
followed  by  a business  meeting  of  the  Ten- 
nessee Chapter  of  the  American  Academy  of 
Pediatrics,  with  Dr.  Jack  Chesney  presiding. 
The  symposium  was  concerned  with  recent 
advances  in  knowledge  of  the  chromosome 
field,  which  involves  inherited  defects  such 
as  mongolism. 

Dr.  Albert  M.  Jones,  Memphis,  was 
elected  president  of  the  society  at  the  con- 
clusion of  the  scientific  program.  Dr.  Jones 
is  assistant  professor  of  pediatrics  at  the 
University  of  Tennessee  College  of  Medi- 
cine. He  succeeded  Dr.  Felix  G.  Line,  Knox- 
ville. Other  new  officers  are:  Dr.  Pope  B. 
Holliday,  Chattanooga,  vice  president,  and 
Dr.  William  Crook,  Jackson,  secretary-treas- 
urer. 

Middle  Tennessee  Medical  Association 

The  Society  met  on  May  18th  at  the  Mc- 
Minnville Country  Club,  McMinnville,  Ten- 
nessee. Installed  as  president  of  the  Asso- 
ciation was  Dr.  John  T.  Mason,  McMinn- 
ville, succeeding  Dr.  Thayer  Wilson,  Car- 
thage. Installed  as  secretary-treasurer  was 
Dr.  Arnold  Meirowsky,  Nashville. 

Several  mid-state  doctors  presented  pa- 
pers, showed  films  and  slides  and  led  dis- 
cussions during  the  program.  Among  them 
were:  Drs.  Phillip  P.  Porch,  Fred  Goldner, 
Kirkland  Todd,  Charles  MacMillan,  David 
Scheibert,  Joe  Burd,  Norman  Whitthour, 
Roy  Parker,  Charles  Hamilton,  Andrew 
Miller,  David  Law,  Oscar  Noel,  Crawford 
Adams  and  Harold  Collins. 

The  address  of  the  retiring  president  en- 
titled “Social  Security  for  Physicians  from 
a Different  Angle”  was  followed  by  talks  by 
Mr.  Joe  Miller,  field  representative  of  the 
American  Medical  Association,  and  Mr.  Jack 
Drake  of  the  Tennessee  State  Medical  Asso- 
ciation. 

Legislative  Conference  Conducted 
in  Second  District 

An  important  medical  legislative  confer- 
ence was  conducted  in  Knoxville  at  the 
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Academy  of  Medicine  Building  on  May  24th. 
The  meeting  was  attended  by  physicians, 
members  of  the  Woman’s  Auxiliary,  den- 
tists, medical  assistants,  lawyers  and  repre- 
sentatives of  other  groups. 

Physician  representatives  from  medical 
societies  throughout  the  second  congres- 
sional district  were  in  attendance. 

The  program  dealt  entirely  with  some  of 
the  pressing  problems  and  work  to  be  ac- 
complished concerning  the  care  of  the  aged. 
A full  explanation  of  the  details  of  the  pro- 
posed King  Bill  (HR  4222)  and  important 
aspects  of  the  Kerr-Mills  Law,  now  in  ef- 
fect, were  presented  at  the  conference.  The 
following  program  was  presented: 

“Explanation  of  Scope  and  Purpose  of 
Conference,”  by  Jack  Chesney,  M.D.,  Presi- 
dent, Knoxville  Academy  of  Medicine;  Re- 
port: “Present  Status  of  Health  Needs  of 
Elderly  Persons  and  Their  Abilty  to  Finance 
the  Cost  of  Their  Health  Care,”  by  Mr. 
Leonard  Martin,  Director,  Department  of 
Economic  Research,  American  Medical  As- 
sociation; “Medicine’s  Positive  Approach  to 
the  Problem  of  Health  Care  for  the  Aging,” 
by  Harmon  L.  Monroe,  M.D.,  Past-President, 
Tennessee  State  Medical  Association;  “Ex- 
planation of  King-Anderson  Bill  and  Com- 
parison with  Kerr-Mills  Law,”  by  Perry 
Williamson,  M.D.,  TSMA  Legislative  and 
Public  Policy  Committee.  “The  King- 
Anderson  Bill — Better  or  Poorer  Hospital 
Care?”  by  Mr.  Harold  Peterson,  Adminis- 
trator, Erlanger  Hospital,  Chattanooga. 

Address  by  F.  J.  L.  Blasingame,  M.D.,  Ex- 
ecutive Vice-President,  American  Medical 
Association,  “Outline  of  County  Society 
Legislative  Activity  Program,”  by  Mr.  Joe 
D.  Miller,  Field  Representative,  American 
Medical  Association;  “Briefing  on  Second 
Congressional  District  Situation,”  by  Charles 
C.  Smeltzer,  M.D.,  TSMA  Legislative  and 
Public  Policy  Committee;  “Analysis  of  Ar- 
guments Offered  by  Proponents  of  King- 
Anderson  Bill,”  by  Mr.  Warren  Whyte,  Law 
Department,  American  Medical  Association. 

Question  and  answer  period. 

The  conference  was  attended  by  93  per- 
sons. 

West  Tennessee  Medical  and 
Surgical  Association 

The  Association  conducted  its  semi-annual 


meeting  on  May  25th  at  the  Dyersburg 
Country  Club.  The  following  scientific  pro- 
gram was  presented:  “Closure  of  Traumatic 
Wounds  of  the  Hand,”  J.  T.  Davis,  M.D., 
Corinth,  Miss.;  “Tuboplasty  for  Sterility,” 
by  Allen  Truex,  M.D.,  Jackson,  Tenn.;  “Pro- 
lapsing Gastric  Polyp,”  by  J.  E.  Neumann, 
M.D.,  and  W.  G.  Rhea,  M.D.,  Paris,  Tenn.; 
“Space  Medicine  and  the  Missile  Program,” 
by  Col.  Harry  C.  McLean  (MC)  Redstone 
Arsenal,  Huntsville,  Ala.;  “Surgical  Man- 
agement of  Endometriosis,”  by  Sam  C. 
Cowan,  Jr.,  M.D.,  Nashville;  “Carotid  Sur- 
gery,” by  Bland  Cannon,  M.D.,  Memphis. 

Presentation  — Merril  D.  Hines,  M.D., 
Medical  Director  and  Head  of  Proctology 
Section,  Ochsner  Clinic;  President,  Ameri- 
can Proctological  Society,  New  Orleans, 
Louisiana. 

Tennessee  Radiological  Society 

The  Society  recently  elected  the  following 
officers:  President,  1961,  Dr.  Edward  H.  Ma- 
bry, Memphis;  President-Elect,  Dr.  M.  D. 
Ingram,  Nashville;  Vice-President,  Dr. 
James  J.  Range,  Johnson  City,  and  Secre- 
tary-Treasurer, Dr.  B.  M.  Brady,  Memphis. 
Councilor  nominated  for  the  American  Col- 
lege of  Radiology  is  Dr.  Walter  Scribner  of 
Kingsport. 

State  of  Tennessee 
Department  of  Public  Health 

SPECIAL  LETTER 

TO:  DOCTORS  OF  MEDICINE  IN 

TENNESSEE 

SUBJECT:  Laboratory  Services  for  Aid  in 
the  Diagnosis  of  Enterovirus 
Infections  including  Polio,  Cox- 
sackie,  and  ECHO  Viruses 

With  the  approach  of  the  summer  months 
an  increase  in  the  incidence  of  infections 
with  the  polio,  Coxsackie,  and  ECHO  vi- 
ruses will  no  doubt  occur. 

As  you  know,  these  enteroviruses  are 
similar  in  many  ways  and  can  cause  ill- 
nesses so  similar  that  it  becomes  impossible 
to  diagnose  them  clinically.  All  can  cause 
a nonspecific  febrile  illness  (“summer  flu”), 
the  aseptic  meningitis  syndrome,  and  an  en- 
cephalitic-like disease.  In  addition,  Cox- 
sackie viruses  cause  herpangina,  epidemic 
pleuordynia,  myocarditis,  or  encephalomyo- 
carditis,  and  a febrile  disease  with  a rash 
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resembling  measles.  ECHO  viruses  also 
cause  an  illness  with  rash,  encephalitis,  and 
summer  diarrhea  in  children.  Both  the  Cox- 
sackie  and  ECHO  viruses  have  been  found 
to  be  present  in  patients  with  varying  de- 
grees of  paralysis. 

Because  of  this  great  overlapping  of  symp- 
toms, even  paralytic  illnesses  can  no  longer 
be  clinically  diagnosed  as  poliomyelitis  with 
certainty.  The  Central  Laboratory  of  the 
Tennessee  Department  of  Public  Health  is 
equipped  to  be  of  great  aid  to  physicians  in 
the  diagnosis  of  these  viral  illnesses.  By 
means  of  tissue  culture  technique  and  se- 
rologic tests,  isolation  and  identification  of 
the  viruses  can  be  done  if  specimens  are 
collected  and  submitted  properly. 

Note  instructions  for  submitting  speci- 
mens for  viral  studies.  Several  points  should 
be  emphasized: 

1)  A request  form,  #600,  must  accompany  each 
specimen  with  the  suspected  diagnosis  thereon. 

2)  For  isolation  of  a virus,  stools,  spinal  fluid,  and 
throat  washings  are  all  possible  sources.  They 
must  be  collected  early  in  the  disease,  frozen 
immediately,  and  be  kept  frozen  until  they 
reach  the  laboratory. 

Note:  By  contacting  your  local  health  depart- 
ment you  may  obtain  aid  in  shipping  these 
specimens  to  the  laboratory  in  a frozen  state. 

3)  For  complement  fixation  tests,  both  acute  and 
convalescent  serum  specimens  should  be  sub- 
mitted. The  first  specimen  should  be  collected 
soon  after  the  onset  of  illness  and  the  second 
two  to  three  weeks  later. 

Note:  Because  of  the  many  types  of  Coxsackie 
and  ECHO  viruses,  only  isolation  studies  will 
be  carried  out  for  these  viruses  unless:  (a)  a 
virus  is  isolated  from  the  patient,  or  (b)  there 
is  an  outbreak  and  a virus  is  isolated  from  at 
least  one  of  the  patients.  In  these  two  instances 
the  sera  of  the  patient  or  patients  will  be  ex- 
amined for  antibodies  to  the  virus  isolated. 

In  general,  these  tests  require  approximately 
two  weeks  to  complete.  Obviously  this  may  not 
help  you  in  the  early  diagnosis  of  a specific  case, 
but  it  is  well  to  know  what  viruses  are  present  in 
a community.  Only  by  making  certain  of  the  di- 
agnoses will  we  be  able  to  learn  more  about  the 
diseases.  Therefore,  we  urge  you  strongly  to  use 
the  facilities  available  to  you. 

Yours  very  truly, 

R.  H.  HUTCHESON,  M.D. 

Commissioner 

INSTRUCTIONS  FOR  SUBMITTING 
SPECIMENS  FOR  VIRUS  STUDIES 
General  Instructions: 

1.  Fill  out  request  Form  600  to  accompany  each 
specimen. 


2.  Never  freeze  blood  specimens. 

3.  Always  freeze  other  specimens  and  send  to 

laboratory  in  frozen  state. 

4.  Be  sure  to  designate  on  request  form  the  infec- 
tion suspected.  Be  specific. 

5.  Do  not  fill  bottle  so  full  that  freezing  will  break 
it. 

6.  All  specimens  should  be  sent  to  Division  of 
Laboratories,  Cordell  Hull  Building,  Nashville. 

Enteroviruses,  Including  Poliomyelitis 

1.  Stool  specimen  for  culture  is  necessary  and  is 
the  best  source  for  isolation  of  virus. 

(a)  Obtain  as  early  as  possible  for  isolation  of 
the  virus. 

(b)  Put  feces  in  one-ounce  screw  cap  specimen 
bottle. 

(c)  Freeze  and  keep  in  frozen  state  until  it 
reaches  the  laboratory. 

2.  Nasopharyngeal  washing.  (Of  some  value  in 
poliomyelitis.  Of  great  value  in  other  entero- 
viruses.) 

(a)  Obtain  as  early  as  possible. 

(b)  Collect  by  using  sterile  saline  or  nutrient 
broth  as  a gargle,  by  washing  the  nasal 
passages  with  a syringe  containing  the  fluid, 
or  by  swabbing  the  naso-pharynx  and  plac- 
ing the  swab  in  the  solution. 

(c)  Place  in  one-ounce  screw  cap  specimen 
bottle. 

(d)  Freeze  immediately  and  keep  in  frozen 
state  until  it  reaches  the  laboratory. 

3.  Spinal  fluid  culture.  (Of  no  value  in  poliomye- 
litis. Of  great  value  in  other  entero- viruses.) 

(a)  Obtain  as  early  as  possible. 

(b)  Put  in  one-ounce  screw  cap  specimen  bot- 
tle. 

(c)  Freeze  immediately  and  keep  in  frozen  state 
until  it  reaches  the  laboratory.  Of  no  value 
unless  frozen. 

4.  Paired  blood  specimens.  (Because  of  shortage 
of  antigens,  neutralization  tests  will  not  be  done 
for  Coxsackie  and  ECHO  viruses  unless  the 
virus  is  isolated  from  a stool  specimen.) 

(a)  Take  first  specimen  as  soon  as  possible, 
preferably  in  first  three  days  after  onset. 

(b)  Obtain  second  specimen  two  to  four  weeks 
after  onset. 

(c)  Use  regular  blood  vial. 

(d)  Chill  but  do  not  freeze. 

(e)  Send  in  whole  blood. 

5.  Autopsy  material. 

(a)  Obtain  material  as  aseptically  as  possible 
from  cortex,  brain  stem,  cervical  cord,  and 
heart  muscle. 

(b)  Freeze  immediately  and  send  to  the  labora- 
tory in  a frozen  state. 

Other  Viruses 

1.  Paired  blood  specimens. 

(a)  As  directed  above. 

(b)  Chill  but  do  not  freeze. 

2.  N asopharyngeal  washing. 

(a)  As  directed  above. 

3.  Autopsy  material. 

(a)  As  directed  above. 
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Dr.  Cecil  B.  Tucker,  Nashville,  Director  of  the 
Division  of  Preventable  Diseases,  Tennessee  De- 
partment of  Public  Health  was  recently  elected 
President  of  the  Conference  of  State  and  Terri- 
torial Epidemiologists. 

Two  Nashville  physicians,  Dr.  Amos  Christie 
and  Dr.  Sarah  H.  Wood  Sell,  have  been  elected  to 
the  Section  on  Diseases  of  the  Chest  of  the  Ameri- 
can Academy  of  Pediatrics. 

Dr.  William  A.  Garrott,  Cleveland,  recently  ad- 
dressed the  Sweetwater  Valley  Woman’s  Medical 
Auxiliary  at  Sweetwater. 

Dr.  Laurence  W.  Jones,  Union  City,  has  been  in- 
stalled as  president  of  the  West  Tennessee  Heart 
Association. 

Dr.  Maurice  S.  Rawlings,  Chattanooga  and  Dr. 
Carl  C.  Gardner,  Jr.,  Columbia,  were  elected  to 
Fellowship,  and  Dr.  Robert  E.  Mabe,  Chattanooga 
and  Dr.  Charles  L.  Neely,  Jr.,  Memphis,  to  Asso- 
ciatship  in  the  American  College  of  Physicians  at 
its  recent  meeting  in  Miami  Beach,  Fla. 

Dr.  William  M.  Keeling,  Knoxville,  has  been 
awarded  a Fellowship  in  the  International  College 
of  Surgeons. 

Dr.  Edward  Joseph  Jarboe,  Memphis,  is  now 
associated  on  the  staff  of  the  South  Pittsburg  Mu- 
nicipal Hospital. 

Dr.  James  L.  Johnson,  Lewisburg,  announces 
his  association  with  the  Veterans  Administration 
Hospital  in  Murfreesboro. 

Four  Nashville  physicians  recently  presented 
papers  at  the  International  Academy  of  Pathology 
and  the  American  Association  of  Pathologists  and 
Bacteriologists  in  Chicago.  They  were:  Drs.  John 
B.  Thomison,  Harold  L.  Moses,  William  J. 
Cheatham  and  Robert  V.  Russell. 

Dr.  William  B.  Acree,  Ridgley,  has  been  named 
medical  examiner  for  Lake  County. 

Three  Memphis  physicians  recently  presented 
papers  at  the  International  Academy  of  Pathology 
and  American  Association  of  Pathologists  and 
Bacteriologists.  They  were:  Drs.  W.  S.  Gilmer, 
Jr.,  R.  E.  Tooms,  and  J.  E.  Salvatore. 

Dr.  Rudolph  M.  Landry,  Chattanooga,  has  been 
elected  a vice-president  of  the  Association  of  Sur- 
geons of  the  Southern  Railway  System.  Other 
Chattanoogans  elected  were  Dr.  J.  Marsh  Frere, 
Sr.,  and  Dr.  Cecil  Newell. 

Dr.  Jean  Hawkes,  Memphis,  has  been  elected  to 
the  County  Board  of  Education  of  Shelby  County. 

Dr.  Arthur  K.  Husband,  Hendersonville,  North 
Carolina,  has  joined  the  Cumberland  Clinic  Foun- 
dation staff  at  Crossville. 

Dr.  C.  C.  Johnson,  Rogersville,  has  been  ap- 
pointed a member  of  the  Rogersville  Housing  Au- 
thority. 

Dr.  David  J.  Slagle,  Elizabethton,  has  been 
named  president  of  the  Civitan  Club. 

Dr.  Wade  Boswell,  Knoxville,  is  president-elect 
of  the  Tennessee  Psychiatric  Association. 


Dr.  Cyrus  C.  Erickson,  Memphis,  recently  gave 
a paper  before  the  meeting  of  the  Minnesota  State 
Medical  Society. 

Dr.  Charles  D.  Ray,  Memphis,  addressed  the 
Memphis  Chapter  of  the  Institute  of  Radio  Engi- 
neers Professional  Group  on  Bio-Medical  Elec- 
tronics. 

Dr.  Parker  D.  Elrod,  Centerville,  recently  spoke 
before  a group  at  Freed-Hardeman  College. 

Dr.  John  M.  Hickey,  Sevierville,  has  been 
elected  president  of  the  Optimist  Club. 

Drs.  Thomas  C.  Delvaux,  David  Gotwald  and 
Frank  C.  Womack,  Nashville,  announce  the  asso- 
ciation of  Dr.  J.  M.  Phythyon  for  the  practice  of 
anatomic  and  clinical  pathology  at  Pathologists’ 
Laboratory  in  the  Mid-State  Medical  Center 
Building. 

Dr.  John  P.  Kinnard,  Jr.,  has  joined  Dr.  O.  A. 
Crouch,  Jr.,  Nashville,  in  the  practice  of  internal 
medicine  and  neurology. 

Dr.  E.  M.  Henderson,  Rogersville,  has  been 
elected  chief  of  staff  of  the  Hawkins  County  Me- 
morial Hospital  Medical  Staff.  Dr.  W.  L.  Goforth 
was  elected  vice-chief  of  staff  and  Dr.  Henry 
Lyons  elected  secretary. 

Three  Chattanooga  physicians,  Drs.  William  E. 
Van  Order,  Joseph  V.  LaVecchia  and  Stewart  P. 
Smith,  have  opened  the  pediatric  clinic  in  Chatta- 
nooga. 

Dr.  David  H.  Turner,  Chattanooga,  recently  ad- 
dressed the  Physicians  Assistants  Association. 

Dr.  J.  E.  Acker,  Jr.,  Knoxville,  recently  ad- 
dressed the  Middle  Tennessee  Heart  Association  in 
Nashville. 

Dr.  Thomas  F.  Frist,  Nashville,  has  been  in- 
stalled as  president  of  the  Middle  Tennessee  Heart 
Association. 

Dr.  A.  C.  Broyles,  Dayton,  was  a recent  guest 
speaker  at  the  Dayton  Rotary  Club. 

Dr.  David  Dunavant,  Memphis,  Chairman  of  the 
Traffic  Safety  Committee  of  the  Memphis  and 
Shelby  County  Medical  Society,  presented  infor- 
mation before  the  Tennessee  Legislative  Council 
in  Nashville  on  May  20th. 

Dr.  David  E.  Rutledge,  Hohenwald,  has  pur- 
chased the  Boyce  Clinic. 

Dr.  John  C.  Beard,  Memphis,  was  a recent 
speaker  before  the  Millington  Exchange  Club. 

Dr.  H.  L.  Monroe,  Erwin,  has  accepted  the  chair- 
manship of  the  Unicoi  County  Red  Cross  Blood 
program. 

Dr.  James  W.  Walker,  Memphis  has  been  certi- 
fied as  a diplomate  of  the  American  Board  of 
Plastic  and  Reconstructive  Surgery. 

Dr.  R.  H.  Kampmeier,  Nashville,  recently  ad- 
dressed the  Birmingham  Internists’  Society. 

Dr.  Bertram  E.  Sprofkin,  Nashville,  announces 
the  removal  of  his  office  from  Vanderbilt  Univer- 
sity Hospital  to  the  Medical  Arts  Building,  for  the 
practice  of  neurology. 

Dr.  Marvin  R.  Batchelor,  Cleveland,  recently 
addressed  the  Bradley  County  Medical  Society 
Auxiliary. 

Dr.  E.  Converse  Peirce,  Knoxville,  has  received 
a $75,000  grant  from  the  National  Institute  of 
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Health.  The  grant  will  be  used  to  further  develop 
the  technic  of  differential  hypothermia  using  a 
pump-oxygenator. 

Chattanooga  physicians  participating  recently  in 
radio  and  TV  programs  include:  Drs.  Stewart 
Lawwill,  Jr.,  Thomas  C.  Monroe,  C.  Robert  Clark, 
James  H.  Spaulding,  John  M.  Crowell,  Robert  W. 
Boatwright,  C.  VVindom  Kimsey,  Robert  C.  Thomp- 
son, Paul  Johnson,  Jr.,  Alfred  P.  Rogers,  R.  A. 
Hoppe,  and  Charles  J.  Ray. 

Dr.  Richard  P.  Ownbey,  of  the  Mayo  Clinic,  has 
joined  Drs.  Ivie,  Beveridge,  Greer  and  Tanner, 
Nashville,  in  the  practice  of  radiology. 


Upper  Cumberland  Medical 

The  Upper  Cumberland  Medical  Society  will 
hold  its  annual  meeting  on  June  20-21,  1961  at 
Red  Boiling  Springs,  Tennessee. 

The  Aging  Patient 

A panel  of  physicians  and  scientists  recently  re- 
viewed current  knowledge  of  aging  and  the  aging 
patient.  Topics  covered  ranged  from  therapeutic 
and  dietary  needs  of  the  older  patient  to  special 
examination  and  diagnostic  procedures. 

Participating  in  the  discussion  were:  Dr.  Geof- 
frey H.  Bourne,  Professor  and  Chairman  of  the 
Department  of  Anatomy,  Emory  University,  At- 
lanta, Georgia,  moderator;  Dr.  Joseph  T.  Freeman, 
President  of  the  Gerontological  Society,  Inc.  and 


an  internal  medicine  specialist,  Philadelphia, 
Pennsylvania;  Dr.  Albert  R.  Behnke,  Jr.,  Director 
of  the  Institute  of  Applied  Biology,  Presbyterian 
Medical  Center,  San  Francisco,  California;  Dr. 
Nathan  W.  Shock,  Chief,  Gerontology  Branch,  Na- 
tional Heart  Institute,  National  Institutes  of 
Health,  Baltimore,  Maryland;  Dr.  Joseph  H.  Ger- 
ber, Director,  and  Dr.  Stanley  R.  Mohler,  Medical 
Officer,  Center  for  Aging  Research,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

Copies  of  the  text  of  THE  AGING  PATIENT — 
the  recording  made  of  this  session  by  the  Voice  of 
Medicine,  the  recorded  medical  journal  of  the 
Excerpta  Medica  Foundation — are  available  free 
upon  request  to:  Information  Officer,  Center  for 
Aging  Research,  Division  of  General  Medical  Sci- 
ences, National  Institutes  of  Health,  Bethesda  14, 
Maryland. 

American  Heart  Association 

The  1961  Annual  Meeting  and  Scientific  Ses- 
sions of  the  American  Heart  Association  will  be 
held  in  Bal  Harbour,  Miami  Beach,  Fla.,  October 
20-24.  The  34th  annual  Scientific  Sessions  are 
scheduled  from  Friday,  October  20,  through  Sun- 
day, October  22,  in  the  Americana  Hotel. 

May  15  has  been  set  as  the  deadline  for  sub- 
mitting abstracts  of  papers  to  be  presented  at  the 
Scientific  Sessions.  Papers  intended  for  presenta- 
tion must  be  based  on  original  investigations  in, 
or  related  to,  the  cardiovascular  field.  Official 
forms  for  submitting  abstracts  may  be  obtained 
from  Richard  E.  Hurley,  M.D.,  Medical  Associate, 
American  Heart  Association,  44  East  23rd  Street, 
New  York  10,  N.  Y. 


ERRATUM  (See  May  Issue) 

The  cuts  of  Figure  4 (page  143)  and  Figure  2 
(page  148)  were  transposed. 
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CONSTITUTION  AND  BY-LAWS 
OF  THE 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 


CONSTITUTION 

ARTICLE  I 

Name  of  the  Association 

The  name  and  the  title  of  this  organization  shall 
be  “The  Tennessee  State  Medical  Association.” 

ARTICLE  II 

Purposes  of  the  Association 

The  purposes  of  this  Association  shall  be  to  fed- 
erate and  to  bring  into  one  compact  organization, 
through  the  component  societies,  the  medical  pro- 
fession of  the  State,  and  to  unite  with  similar 
associations  in  other  states  to  form  the  American 
Medical  Association. 

The  aims  of  this  association  shall  be: 

1.  The  extension  of  medical  knowledge,  the  ad- 
vancement of  medical  science,  the  maintenance 
of  medical  ethics,  and  the  competence  of  the  art 
of  medical  practice. 

2.  The  elevation  of  the  standards  of  medical 
education. 

3.  The  enforcement  of  just  laws  that  have  to  do 
with  the  health  and  welfare  of  the  people  of  this 
State. 

4.  The  promotion  of  friendly  intercourse  among 
physicians,  and  the  guarding  and  fostering  of  their 
material  interests. 

5.  The  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  problems  of  health  and 
medical  care,  and  the  promotion  of  understanding 
between  the  public  and  the  medical  profession. 

6.  To  make  the  medical  profession  of  the  State 
more  capable  and  honorable  within  itself  and 
more  useful  to  the  public  in  the  prevention  and 
cure  of  disease  and  in  prolonging  and  adding  com- 
fort to  life. 

ARTICLE  III 
Component  Societies 

Component  Societies  shall  consist  of  those  local 
Medical  Societies  which  hold  charters  from  this 
Association. 

ARTICLE  IV 

Composition  of  the  Association 

Section  1.  This  Association  shall  consist  of 
Active  Members,  Associate  Members,  Veteran 
Members,  Honorary  Members,  and  Student  Mem- 
bers. 

Sec.  2.  The  Active  Members  of  this  Association 
shall  be  active  members  of  the  Component  Medi- 
cal Societies  who  have  been  certified  to  the  Sec- 
retary of  this  Association  and  whose  dues  have 
been  paid  for  the  current  year. 

Sec.  3.  Associate  members  shall  be  commis- 
sioned officers  in  active  service  of  the  U.  S.  Armed 
Forces,  Veterans  Administration,  and  Public 
Health  Service,  residing  in  the  State,  who  are 
elected  to  membership  by  a Component  Society 
and  certified  to  the  Secretary  of  the  State  Associ- 


ation as  Associate  Members.  Such  physicians  may 
be  eligible  for  active  membership,  if  otherwise 
qualified. 

Sec.  4.  Veteran  Members  are  those  who,  be- 
cause of  age  or  impaired  health,  have  been  elected 
Veteran  Members  of  their  Component  Societies, 
and  who  are  so  certified  to  the  State  Association 
annually  by  the  Component  Societies. 

Sec.  5.  An  Honorary  Member  is  one  who  is  a 
member  of  another  State  Association,  or  other 
reputable  society,  who  is  pre-eminent  in  general 
or  special  scientific  work,  whose  name,  with  de- 
tailed information  concerning  his  education  and 
professional  qualification,  is  presented  in  writing 
by  three  members  of  this  Association,  and  who 
is  elected  by  a two-thirds  vote  of  the  House  of 
Delegates. 

Sec.  6.  A Student  Member  is  any  student  reg- 
ularly and  duly  enrolled  in  a medical  school  in 
Tennessee  and  who  is  a candidate  for  the  degree 
of  Doctor  of  Medicine,  and  who  is  certified  by 
his  Component  Medical  Society. 

ARTICLE  V 
House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
and  business  body  of  the  Association,  and  shall 
consist  of  (1)  Delegates  elected  by  the  Component 
Societies;  (2)  ex-officio  the  Officers;  (3)  the  five 
most  recent  surviving  ex-Presidents  of  the  Asso- 
ciation, except  that  all  ex-Presidents  who  were 
living  in  April  1956  shall  be  members  for  life; 
(4)  the  Associations  delegates  to  the  American 
Medical  Association,  the  Commissioner  of  Public 
Health,  and  the  Commissioner  of  Mental  Health 
for  the  State  of  Tennessee,  provided  such  Com- 
missioner of  Public  Health  or  Mental  Health  is  a 
member  in  good  standing  of  the  Tennessee  State 
Medical  Association. 

ARTICLE  VI 
Sections 

The  House  of  Delegates  may  provide  in  the  By- 
Laws  for  a division  of  the  scientific  work  of  the 
Association  into  appropriate  Sections  as  the  need 
may  arise. 

ARTICLE  VII 

Annual  Meetings  of  the  Association 

The  Association  shall  hold  an  Annual  Meeting 
at  such  time  and  place  as  provided  in  the  By- 
Laws,  and  the  Scientific  Meetings  shall  be  open 
to  all  registered  members  and  guests. 

ARTICLE  VIII 
Officers 

Section  1.  The  officers  of  the  Association  shall 
be  a President,  President-Elect,  a Vice-President 
for  each  of  the  three  grand  divisions  of  the  State, 
a Secretary-Editor,  the  six  elected  Trustees,  ten 
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Councilors,  a Speaker  of  the  House  of  Delegates, 
and  a vice-speaker  of  the  House  of  Delegates. 

Sec.  2.  The  Board  of  Trustees  shall  consist  of 
the  President  of  the  Association,  the  Speaker  of 
the  House  of  Delegates,  the  immediate  Past-Presi- 
dent, the  President-Elect,  the  Secretary-Editor  of 
the  Journal,  and  six  members  elected  by  the 
House  of  Delegates  as  hereinafter  provided. 

Six  members  of  the  Board  of  Trustees  shall  be 
elected  by  the  House  of  Delegates,  two  from  each 
grand  division  of  the  State,  and  no  two  will  be 
from  any  one  component  society. 

The  elected  Trustees  shall  serve  for  a period 
of  three  years  and  no  Trustee  shall  be  eligible 
immediately  to  succeed  himself.  The  Board  of 
Trustees  will  organize  by  the  election  of  a Chair- 
man. The  Chairman  of  the  Board  of  Trustees 
shall  be  ex-officio  Treasurer  of  the  Association. 

Sec.  3.  There  shall  be  one  Councilor  for  each 
Councilor  District  and  such  Councilor  Districts 
shall  coincide  with  the  Congressional  Districts  for 
the  State  of  Tennessee  in  the  year  1948.  The 
Councilors  shall  be  elected  for  a term  of  two 
years,  in  the  following  manner:  Councilors  from 
odd  numbered  districts  will  be  elected  in  even 
calendar  years  and  Councilors  from  even  num- 
bered districts  will  be  elected  in  odd  calendar 
years.  No  Councilor  shall  serve  more  than  four 
consecutive  years. 

The  Council  shall  organize  annually  by  the  elec- 
tion of  a Chairman  and  a Secretary. 

Sec.  4.  The  President-Elect,  the  three  Vice- 
Presidents,  the  Secretary-Editor  and  the  Speaker 
of  the  House  of  Delegates  shall  be  elected  annually 
for  one  year,  and  the  Speaker  of  the  House  shall 
hold  office  for  not  more  than  four  consecutive 
years.  The  President-Elect  shall  assume  office  as 
President  at  the  expiration  of  the  term  of  the 
President. 

Sec.  5.  The  President,  Secretary,  and  Speaker 
of  the  House  of  Delegates  shall  be  ex-officio  mem- 
bers of  the  Council. 

Sec.  6.  Every  officer  shall  hold  office  until  his 
successor  is  elected  and  assumes  office. 

Sec.  7.  All  officers  of  the  Association,  except 
the  Councilors,  shall  be  elected  at  the  second  regu- 
lar session  of  the  House  of  Delegates,  and  they 
shall  assume  office  when  elected. 

Sec.  8.  No  member  who  has  not  been  a mem- 
ber in  good  standing  for  five  years  next  preceding 
election,  or  who  is  not  in  attendance  at  the  meet- 
ing, shall  be  eligible  for  election  as  President- 
Elect  or  Vice-President. 

ARTICLE  IX 

The  Powers  and  Duties  of  the  Board  of  Trustees 

Section  1.  The  Board  of  Trustees  shall  have 
entire  control  of  the  publication,  the  policy  and 
the  editorial  and  financial  management  of  the 
Journal  of  the  Association.  It  shall  be  authorized 
and  empowered  to  make  all  contracts  necessary 
for  the  conduct  of  the  Journal. 

Sec.  2.  The  Treasurer  of  this  Association  shall 
be  the  custodian  of  all  the  funds  of  the  Associa- 
tion. 


Sec.  3.  The  Board  of  Trustees  shall  hold  semi- 
annual meetings,  one  of  which  shall  be  held  on 
the  last  day  of  the  Annual  Meeting,  and  such  other 
meetings  as  the  business  of  the  Association  may 
require,  subject  to  the  call  of  the  Chairman.  The 
Board  of  Trustees  shall  make  expenditures  of  the 
funds  of  the  Association  dependent  upon  the 
availability  of  such  funds  as  determined  by  the 
Board  of  Trustees  and  as  ordered  by  the  House 
of  Delegates.  The  Board  of  Trustees  shall  render 
at  the  Annual  Session  a full  and  detailed  account- 
ing of  all  receipts  and  disbursements. 

Sec.  4.  In  the  event  of  a vacancy  by  death  or 
resignation  of  any  member  of  the  Board  of  Trus- 
tees between  the  Annual  Meetings  of  the  Associ- 
ation, the  Vice-President  for  that  division  of  the 
State  in  which  the  vacancy  occurs,  shall  serve  as 
a member  of  the  Board  of  Trustees  until  the  next 
annual  meeting. 

Sec.  5.  The  Board  of  Trustees  shall  be  the 
Executive  Board  of  the  Association  to  determine 
the  policy  and  details  of  management  between 
sessions  of  the  House  of  Delegates. 

Sec.  6.  The  Board  of  Trustees  shall  serve  with- 
out compensation,  except  the  Chairman;  who  is 
ex-officio  the  Treasurer,  whose  compensation  shall 
be  fixed  by  the  House  of  Delegates;  however,  their 
actual  expense  in  attending  the  meetings  of  the 
Board  shall  be  paid  out  of  the  funds  of  the  As- 
sociation. This  is  not  to  apply  where  a meeting 
is  held  at  the  Annual  Meeting. 

ARTICLE  X 
Fiscal  Year  and  Dues 

Section  1.  The  fiscal  year  of  the  Association 
shall  be  from  January  1 through  December  31. 

Sec.  2.  The  annual  dues  of  Active  Members 
shall  be  fixed  in  the  By-Laws.  No  dues  shall  be 
paid  by  Veteran,  Associate,  Student,  or  Honorary 
Members.  (Chap.  IX.) 

ARTICLE  XI 

Referendum 

The  General  Meeting  of  the  Association  may,  by 
a two-thirds  vote  of  the  members  present  and 
voting,  order  a general  referendum  upon  any 
question  pending  before,  or  already  decided  by 
the  House  of  Delegates.  The  House  of  Delegates 
may,  by  a similar  vote  of  its  own  members,  or 
after  a vote  of  the  general  meetings,  submit  any 
such  question  to  the  membership  of  the  Associa- 
tion for  a final  vote.  If  the  persons  voting  shall 
comprise  a majority  of  all  the  members  registered 
at  that  Annual  Meeting,  a majority  of  such  vote 
shall  determine  the  question  and  be  binding  upon 
the  House  of  Delegates. 

ARTICLE  XII 

The  Seal 

The  Association  shall  have  a common  seal,  with 
the  power  to  break,  change  or  renew  the  same  at 
pleasure,  by  action  of  the  House  of  Delegates. 

ARTICLE  XIII 

Amendments 

The  House  of  Delegates  may  amend  any  article 
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of  this  Constitution  by  a two-thirds  vote  of  the 
Delegates  registered  at  the  Annual  Session;  pro- 
vided that  such  amendment  shall  have  been  pre- 
sented in  open  meeting  at  the  previous  Annual 
Session,  and  that  it  shall  have  been  sent  officially 
to  each  component  Society  at  least  two  months 
before  the  Session  at  which  action  is  to  be  taken. 

BY-LAWS 

CHAPTER  I 

Membership  and  Sections 

Section  1.  All  Active  Members,  Associate 
Members,  Veteran  Members,  Student  Members, 
Honorary  Members,  and  invited  guests  shall  be 
privileged  to  attend  all  scientific  meetings  and 
take  part  in  the  discussion  of  all  scientific  ques- 
tions, but  Active  Members  and  Veteran  Members 
only  shall  be  entitled  to  vote  and  hold  office. 

Sec.  2.  A physician  whose  name  is  upon  a 
properly  certified  roster  of  members,  or  list  of 
delegates  of  a chartered  component  Society,  which 
has  paid  its  annual  assessment,  or  an  invited  guest, 
is  eligible  to  register  at  the  annual  meeting. 

Sec.  3.  No  person  who  is  under  sentence  of 
suspension  or  expulsion  from  any  component  So- 
ciety of  this  Association,  or  whose  name  has  been 
dropped  from  its  roll  of  members  shall  be  entitled 
to  any  of  the  rights  or  benefits  of  this  Association 
nor  shall  he  be  permitted  to  take  any  part  in  any 
of  its  proceedings  until  such  time  as  he  has  been 
relieved  of  such  disability. 

Sec.  4.  Each  member  in  attendance  at  the  An- 
nual Meeting  shall  enter  his  name  on  the  regis- 
tration book  or  card,  indicating  the  component 
Society  of  which  he  is  a member.  When  his  right 
to  membership  has  been  verified,  by  reference  to 
the  roster  of  his  society,  he  shall  receive  a badge, 
which  shall  be  evidence  of  his  right  to  all  the 
privileges  of  membership  at  that  meeting.  No 
Member  or  Delegate  shall  take  part  in  any  of  the 
proceedings  of  an  Annual  Meeting  until  he  has 
complied  with  the  provisions  of  this  Section. 

CHAPTER  II 

Annual  and  Special  Meetings  of  the  Association 

Section  1.  The  Association  shall  hold  an  An- 
nual Meeting  beginning  on  Monday  preceeding  the 
second  Tuesday  in  April,  and  at  such  place  as 
has  been  fixed  at  the  preceding  Annual  Session, 
but  it  is  agreed  that  the  meetings  shall  rotate  an- 
nually to  Middle,  West,  and  East  Tennessee. 

The  House  of  Delegates  shall  meet  annually  at 
the  place  of  the  Annual  Meeting  of  the  Associa- 
tion. It  shall  meet  on  Sunday  preceding  the  sec- 
ond Tuesday  of  April  and  thereafter  until  its  work 
is  completed. 

If  the  business  interests  of  the  Association  re- 
quire, it  may  meet  in  advance  of  or  remain  in 
session  after  the  final  adjournment  of  the  general 
meeting,  such  extraordinary  sessions  being  subject 
to  the  call  of  the  Speaker  of  the  House  of  Dele- 
gates. 

Sec.  2.  Special  Meetings  of  either  the  Associa- 
tion or  House  of  Delegates  shall  be  called  by  the 


President  at  his  discretion  or  upon  petition  of 
twenty  Delegates. 

Sec.  3.  If  for  any  valid  reason  an  Annual 
Meeting  cannot  be  held  on  date  as  named,  the 
President,  the  three  Vice-Presidents,  the  Secre- 
tary, and  the  Board  of  Trustees  may  fix  another 
date,  provided  the  Secretaries  of  component  Soci- 
eties are  notified  as  far  in  advance  of  the  changed 
date  as  possible  by  the  Secretary  of  the  Associa- 
tion and,  if  time  permits,  each  Member  shall  be 
notified  by  a personal  communication  mailed  to 
his  address. 

CHAPTER  III 
General  Meetings 

Section  1.  The  General  Meeting  shall  include 
all  registered  Active  Members,  Associate  Members, 
Veteran  Members,  Student  Members,  Honorary 
Members  and  guests,  all  of  whom  shall  have  equal 
rights  to  participate  in  the  proceedings  and  dis- 
cussions. Each  General  Meeting  shall  be  presided 
over  by  the  President,  or,  in  his  absence  or  dis- 
ability, or  by  his  request,  by  one  of  the  Vice- 
Presidents.  Before  it,  at  such  time  and  place  as 
may  have  been  arranged,  shall  be  delivered  the 
Annual  Address  of  the  President  and  the  annual 
orations;  and  the  entire  time  of  the  meeting,  so 
far  as  possible,  shall  be  devoted  to  papers  and 
discussions,  clinics,  and  demonstrations,  relating 
to  scientific  medicine. 

Sec.  2.  The  General  Meeting  shall  have  au- 
thority to  create  committees  or  commissions  for 
scientific  investigation  of  special  interest  and  im- 
portance to  the  profession  and  public,  and  to  re- 
ceive and  dispose  of  reports  of  the  same,  but  any 
expense  in  connection  therewith  must  first  be  au- 
thorized by  the  House  of  Delegates. 

Sec.  3.  Except  by  special  vote,  the  order  of 
exercises,  papers,  and  discussions  as  set  forth  in 
the  official  program,  shall  be  followed  from  day 
to  day  until  it  has  been  completed,  and  all  papers 
omitted  shall  be  recalled  in  regular  order. 

Sec.  4.  No  address  or  paper  before  the  Associ- 
ation, except  the  address  of  the  President  and 
invited  guests,  shall  occupy  more  than  twenty 
minutes  in  its  delivery;  and  no  Member  may  speak 
longer  than  five  minutes,  nor  more  than  once  on 
the  same  subject,  provided  each  essayist  be  al- 
lowed five  minutes  in  which  to  close  the  discus- 
sion. 

Sec.  5.  All  papers  read  before  the  Society  shall 
be  its  own  property.  Each  paper  shall  be  depos- 
ited with  the  Secretary  when  read. 

CHAPTER  IV 
House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  meet 
annually  at  the  time  and  place  of  the  Annual 
Meeting  of  the  Association.  It  shall  meet  on  the 
Sunday  preceding  the  second  Tuesday  in  April 
and  thereafter  until  its  work  is  completed.  If 
the  business  interests  of  the  Association  require, 
it  may  meet  in  advance  of  or  remain  in  session 
after  the  final  adjournment  of  the  General  Meet- 
ing, such  extraordinary  sessions  being  subject  to 
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the  call  of  the  Speaker  of  the  House  of  Delegates. 

Sec.  2.  Each  component  Society  shall  be  en- 
titled to  send  to  the  House  of  Delegates  each  year 
one  delegate  for  every  fifty  active  and  veteran 
membei's  and  one  for  every  fraction  thereof,  based 
upon  the  number  of  such  members  in  the  com- 
ponent Society  in  good  standing  as  of  December 
1 of  the  year  preceding  the  session  of  the  House. 
Each  component  Society  holding  a charter  from 
the  Association,  which  has  made  its  annual  re- 
port and  paid  its  assessment  as  provided  in  the 
Constitution  and  By-Laws,  shall  be  entitled  to  at 
least  one  delegate. 

Sec.  3.  A majority  of  the  registered  Delegates 
shall  constitute  a quorum,  and  all  the  sessions  of 
the  House  of  Delegates  shall  be  open  to  Members 
of  the  Association. 

Sec.  4.  From  among  members  of  the  House  of 
Delegates  the  Speaker  of  the  House  of  Delegates, 
for  the  purpose  of  expediting  proceedings,  shall 
appoint  Reference  Committees  to  which  reports 
and  resolutions  shall  be  referred.  He  shall  also 
appoint  a Committee  on  Credentials  and  such 
other  committees  as  may  be  considered  by  him 
to  be  necessary. 

Sec.  5.  It  shall  elect  representatives  to  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation in  accordance  with  the  Constitution  and 
By-Laws  of  that  body,  for  a period  of  two  years, 
no  two  residing  in  the  same  grand  division  of 
the  State,  except  when  more  than  three  delegates 
are  authorized.  The  Association  shall  pay  the 
expenses  of  each  Delegate  representing  the  Asso- 
ciation at  the  American  Medical  Association  meet- 
ings. 

Sec.  6.  It  shall,  upon  application,  provide  and 
issue  charters  to  component  Societies  organized 
to  conform  to  the  spirit  of  this  Constitution  and 
By-Laws  of  the  Association,  or  in  the  ethics  of 
the  American  Medical  Association,  when  so  recom- 
mended by  the  Councilors. 

Sec.  7.  In  sparsely-settled  sections  it  shall  have 
authority  to  organize  the  physicians  of  two  or 
more  counties  into  one  component  Society,  the 
name  to  be  chosen  by  that  Society,  so  as  to  dis- 
tinguish them  from  district  and  other  classes  of 
Societies;  and  these  Societies,  when  organized  and 
chartered,  shall  be  entitled  to  all  the  privileges 
and  representations  provided  herein  for  compo- 
nent Societies. 

Sec.  8.  It  shall  have  authority  to  appoint  spe- 
cial committees  for  special  purposes  from  its  own 
membership,  or  from  among  members  of  the  As- 
sociation who  are  not  members  of  the  House  of 
Delegates;  and  such  committeemen  shall  report 
to  the  House  of  Delegates  in  person,  and  may  par- 
ticipate in  the  debate  thereon. 

CHAPTER  V 
Election  of  Officers 

Section  1.  All  elections  shall  be  by  ballot  of 
the  House  of  Delegates  and  the  majority  of  the 
votes  cast  shall  be  necessary  to  elect. 

Sec.  2.  On  or  before  March  1st  each  year,  pre- 
ceding the  annual  session,  the  Board  of  Trustees 


shall  consider  the  names  of  those  members  from 
county  medical  societies  certified  to  the  Tennessee 
State  Medical  Association,  as  delegates  to  the 
House  of  Delegates.  The  Board  will  select  nine 
delegates  from  those  certified  to  compose  a Nom- 
inating Committee.  The  nominees  should  repre- 
sent the  three  grand  divisions  of  the  state,  with 
three  members  being  from  East  Tennessee,  three 
members  from  Middle  Tennessee  and  three  mem- 
bers from  West  Tennessee.  No  two  members  of 
the  Nominating  Committee  shall  represent  the 
same  county  medical  society.  Upon  confirmation 
of  the  Nominating  Committee  by  the  Board  of 
Trustees,  the  Executive  Director  of  the  Associa- 
tion shall  notify  the  secretaries  of  all  component 
medical  societies  of  the  names  of  members  of  the 
Nominating  Committee,  with  the  request  that 
those  members  named  to  the  Nominating  Com- 
mittee shall  be  made  known  to  the  membership 
of  each  of  the  component  societies. 

The  Nominating  Committee  will  be  supplied  by 
the  Board  of  Trustees  with  the  offices  that  are  to 
be  filled  and  elected  by  the  House  of  Delegates. 
Any  county  medical  society  desiring  to  place  the 
name  of  any  physician  for  an  office  of  the  Ten- 
nessee State  Medical  Association,  will  have  the 
opportunity  to  contact  his  representatives  on  the 
Nominating  Committee  from  the  grand  division 
of  the  state  in  which  he  resides. 

The  Nominating  Committee  shall  elect  its  chair- 
man. It  shall  be  the  duty  of  the  Nominating 
Committee  to  consult  with  other  members  in  se- 
lecting candidates  for  the  offices  and  to  hold  one 
or  more  meetings  prior  to  the  opening  session  of 
the  House  of  Delegates,  at  which  the  best  interest 
of  the  Association  and  of  the  profession  of  the 
state  for  the  ensuing  year  shall  be  carefully  con- 
sidered. The  committee  shall  report  the  results 
of  these  deliberations  to  the  House  of  Delegates 
in  the  form  of  a ticket  containing  the  names  of 
the  nominees  for  the  offices  to  be  filled.  The 
Nominating  Committee  shall  name  at  least  one 
member  for  each  of  the  offices  to  be  filled  at  the 
general  session. 

Sec.  3.  The  Councilors  shall  be  elected  on  the 
afternoon  of  the  first  day  of  the  Session  after  their 
report  is  made  to  the  House  of  Delegates,  so  that 
they  may  organize  and  plan  the  year’s  work.  The 
nominations  of  Councilors  may  be  made  by  the 
Nominating  Committee. 

Sec.  4.  The  report  of  the  Nominating  Com- 
mittee and  the  election  of  officers,  except  the 
Councilors,  shall  be  the  first  order  of  business  of 
the  House  of  Delegates,  after  reading  of  the  min- 
utes on  the  morning  of  the  second  day  of  the 
General  Meeting  of  the  Association. 

Sec.  5.  Nothing  in  this  Chapter  shall  be  con- 
strued to  prevent  additional  nominations  being 
made  by  members  of  the  House  of  Delegates. 

Sec.  6.  In  balloting  for  the  nominees  for  Presi- 
dent-Elect, if  on  the  first  ballot  no  one  receives 
a majority  of  the  votes  cast,  the  name  receiving 
the  smallest  number  of  votes  shall  be  dropped, 
and  the  balloting  shall  proceed  in  this  manner 
until  an  election  is  had. 
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CHAPTER  VI 
Duties  of  Officers 

Section  1.  The  President,  or  his  appointees, 
shall  preside  at  all  meetings  of  the  Association. 
He  shall  appoint  all  members  of  Committees  not 
otherwise  provided  for,  shall  deliver  an  Annual 
Address  at  such  time  as  may  be  arranged,  shall 
give  a deciding  vote  in  case  of  a tie,  and  shall  per- 
form such  other  duties  as  custom  and  parliamen- 
tary usage  may  require.  He  shall  be  the  head  of 
the  profession  of  the  State  during  his  term  of 
office,  and,  as  far  as  practicable,  shall  visit,  by 
invitation,  the  various  Sections  of  the  State  and 
assist  the  Councilors  in  building  up  the  Compo- 
nent Societies  and  in  making  their  work  more 
practical  and  useful.  The  retiring  President  shall 
be  ex-officio  a member  of  the  Board  of  Trustees 
for  one  year. 

Sec.  2.  The  Vice-Presidents  shall  assist  the 
President  in  the  discharge  of  his  duties,  as  re- 
quested by  the  President.  In  the  event  of  his 
death,  resignation,  inability  to  serve,  or  removal 
from  office,  the  Vice-President  to  succeed  him 
shall  be  from  the  same  Grand  Division  of  the 
State. 

Sec.  3.  The  Treasurer  shall  give  bond  for  the 
trust  reposed  in  him,  for  such  amount  as  the  re- 
maining members  of  the  Board  of  Trustees  may 
name,  said  bond  to  be  made  by  a regular  bonding 
company,  and  paid  for  by  the  Association.  He 
shall  demand  and  receive  all  funds  due  the  As- 
sociation, together  with  bequests  and  donations. 
All  funds  shall  be  deposited  in  a National  Bank. 
He  shall  pay  money  out  of  the  treasury  on  bills 
certified  to  by  the  Secretary  or  Executive  Direc- 
tor of  the  Association  only;  he  shall  subject  his 
accounts  to  such  examination  as  the  House  of 
Delegates  may  order;  he  shall  annually  render 
an  account  of  his  acts  and  of  the  state  of  the 
funds  in  his  hands. 

Sec.  4.  The  Secretary-Editor  of  this  Associa- 
tion, as  Chairman,  acting  with  the  Committee  on 
Scientific  Work,  shall  prepare  and  issue  the  pro- 
grams for  and  attend  the  meetings  of  the  Associa- 
tion, and  shall  keep  the  minutes,  or  cause  them 
to  be  kept,  of  the  proceedings.  He  shall  be  Editor- 
in-Chief  of  the  Journal  of  the  Association  and 
shall  discharge  such  other  duties  as  the  Trustees 
shall  specifically  direct.  His  honorarium  shall  be 
determined  by  the  Board  of  Trustees. 

Sec.  5.  The  Board  of  Trustees  shall  be  em- 
powered to  select  and  remove,  without  assigning 
cause,  an  Executive  Director.  The  Executive  Di- 
rector may  or  may  not  be  a member  of  this 
Association,  and  may  or  may  not  be  a graduate 
in  medicine.  He  shall  be  custodian  of  all  records, 
books,  papers,  building  and  property  belonging  to 
the  Association,  except  such  property  belonging 
to  the  Secretary-Editor,  the  Council,  the  Sections 
and  the  various  committees,  and  shall  keep  ac- 
count of  and  promptly  turn  over  to  the  Treasurer 
all  funds  of  the  Association  which  may  come  into 
his  hands;  he  shall  provide  for  the  registration  of 
members  and  delegates  at  the  Annual  Meeting; 


and  upon  request,  shall  transmit  a copy  of  this 
list  to  the  American  Medical  Association.  Insofar 
as  in  his  power,  he  shall  use  the  printed  matter, 
correspondence,  and  influence  of  his  office  to  aid 
the  Councilors  in  the  organization  of  the  com- 
ponent Societies  and  in  the  extension  of  the  power 
and  influence  of  this  Association.  He  shall  visit 
each  councilor  district  at  least  once  a year  and 
oftener,  if  advisable,  and  assist  the  Councilors  in 
organizing  unorganized  counties,  and  use  every 
means  possible  to  promote  the  interests  of  the 
Association.  Should  the  Executive  Director  and 
Councilors  deem  it  wise  to  organize  two  or  more 
counties  into  one  society,  they  shall  have  the  right 
to  take  such  action  and  such  societies  shall  be 
recognized  by  the  State  Association.  He  shall 
conduct  the  official  correspondence,  notifying 
members  of  meetings,  officers  of  their  election, 
and  committees  of  their  appointment  and  duties. 
He  shall  discharge  such  other  duties  as  the  Board 
of  Trustees  shall  direct.  He  shall  act  as  business 
manager  of  the  Journal  of  the  Association,  and 
he  shall  be  the  director  of  all  activities  in  the 
central  office.  His  salary  shall  be  determined  by 
the  Board  of  Trustees.  He  shall  be  required  to 
furnish  bond  paid  for  by  the  Association  in  the 
amount  designated  by  the  Board  of  Trustees. 

Sec.  6.  The  Speaker  of  the  House  of  Delegates 
shall  preside  over  that  body  and  perform  the  usual 
duties  of  such  officer.  He  shall  sign  the  Minutes 
of  its  transactions  when  same  have  been  read 
and  approved  by  the  House.  In  the  event  of  his 
absence  for  any  cause,  or  upon  request  of  the 
Speaker,  the  Vice  Speaker  of  the  House  of  Dele- 
gates, shall  perform  those  duties.  The  Speaker 
shall  also  be  ex-officio  member  of  the  Board  of 
Trustees. 

Sec.  7.  In  the  absence  of  the  Secretary,  the 
House  of  Delegates  may  elect  a Temporary  Secre- 
tary. 

Sec.  8.  In  the  event  of  the  death,  resignation, 
disability,  or  removal  of  any  official  of  this  As- 
sociation, other  than  the  President,  or  a member 
of  the  Board  of  Trustess,  the  vacancy  so  created 
shall  be  filled  by  the  Board  of  Trustees,  and  the 
officer  so  appointed  shall  serve  until  the  next 
regular  session  of  the  House  of  Delegates. 

This  shall  include  Delegates  and  Alternate  Dele- 
gates to  the  House  of  Delegates  of  the  American 
Medical  Association. 

CHAPTER  VII 
Council 

Section  1.  The  Council  shall  hold  meetings 
during  the  Annual  Meeting  of  the  Association, 
and  at  such  other  times  as  necessity  may  require, 
subject  to  the  call  of  the  Chairman  or  on  petition 
of  three  Councilors.  It  shall  meet  after  the  elec- 
tion of  Councilors  on  the  second  day  of  the  An- 
nual Session  for  organization,  and  for  the  outlin- 
ing of  work  for  the  ensuing  year.  At  this  meeting 
it  shall  keep  a permanent  record  of  its  proceed- 
ings. Five  Councilors  shall  constitute  a quorum. 

Sec.  2.  Each  Councilor  shall  be  the  representa- 
tive of  the  Tennessee  State  Medical  Association 
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in  his  District  in  matters  pertaining  to  the  con- 
duct of  members  and  of  component  societies.  He 
shall  make  investigations  and  suggest  solutions 
of  problems  which  come  to  his  attention.  He 
shall  make  annually  a written  report  of  his  ac- 
tivities to  the  Council. 

Sec.  3.  The  Council  may  recommend  to  the 
House  of  Delegates  censure,  suspension,  or  expul- 
sion of  any  member;  or  recommend  to  the  House 
of  Delegates  censure  or  revocation  of  the  Charter 
of  any  component  society  after  a hearing  before 
such  persons  and  in  such  manner  as  the  Council 
shall  direct  at  which  the  accused  member  or  com- 
ponent society,  with  or  without  counsel,  shall  be 
given  an  opportunity  for  a full  and  equitable  hear- 
ing; or  may  suspend  or  drop  from  membership 
any  member  for  the  non-payment  of  dues.  Any 
member  shall  be  dropped  from  membership  au- 
tomatically upon  the  filing  by  any  person  with  the 
Council  of  a certified  copy  of  the  final  order  of 
revocation  of  license  of  such  member  by  any  tri- 
bunal of  competent  jurisdiction.  Any  member 
suspended,  expelled,  or  dropped  from  the  mem- 
bership may  be  reinstated  by  the  affirmative  vote 
of  the  majority  of  the  House  of  Delegates  upon 
recommendation  of  the  Council.  It  shall  make 
such  report  or  recommendation  to  the  House  of 
Delegates  as  it  deems  to  the  best  interest  of  the 
Association. 

CHAPTER  VIII 
Committees  and  Their  Duties 

Section  1.  (a)  The  Committees  of  this  Associ- 

ation shall  be  Standing  and  Special  Committees. 
The  Standing  Committees  shall  be  as  follows: 

1.  A Committee  on  Scientific  Work. 

2.  A Committee  on  Public  Policy  and  Legisla- 
tion. 

3.  A Liaison  Committee  to  the  Public  Health 
Department. 

4.  A Committee  on  Memoirs. 

5.  An  Insurance  Committee. 

6.  A Committee  on  Post-Graduate  Medical  Edu- 
cation. 

7.  A Committee  on  Cancer. 

8.  A Committee  on  Hospitals. 

9.  A Grievance  Committee. 

10.  An  Advisory  Committee  to  the  State  Depart- 
ment of  Public  Welfare. 

11.  A Public  Service  Committee. 

12.  A Rural  Health  Committee. 

13.  A Committee  on  Prepaid  Health  Insurance. 

14.  A Committee  on  Tennessee  Medical  Founda- 
tion. 

(b)  The  members  of  these  standing  committees 
shall  be  appointed  by  the  Board  of  Trustees.  The 
terms  of  service  of  members  of  standing  commit- 
tees shall  be  for  a period  of  one  to  three  years 
except  when  otherwise  provided  in  the  By-Laws. 

The  appointments  shall  be  made  for  such  a 
period  of  years  that  the  terms  of  not  more  than 
one-third  of  the  members  will  terminate  each 
year.  Each  standing  committee  shall  make  a re- 
port to  the  House  of  Delegates  at  each  Annual 
Session. 


(c)  Special  Committees  may  be  appointed  from 
time  to  time  by  the  President  or  the  Board  of 
Trustees  to  carry  on  special  activities. 

Sec.  2.  The  Committee  on  Scientific  Work  shall 
consist  of  ten  members,  nine  of  whom  are  ap- 
pointed. The  Secretary-Editor  shall  be  a member, 
and  Chairman  of  the  Committee.  It  is  the  duty 
of  this  Committee  to  plan  and  provide  the  scien- 
tific program  for  each  meeting  of  this  Association. 
Previous  to  each  Annual  Meeting  it  shall  prepare 
and  issue  a scientific  program  which  shall  be  ad- 
hered to  by  the  Association  as  nearly  as  practica- 
ble. It  shall  also  be  the  duty  of  this  Committee 
actively  to  assist  the  Secretary-Editor  and  those 
acting  as  the  Editorial  Board  in  preparing  the 
scientific  portion  of  the  Journal  of  the  Association. 

Sec.  3.  The  Committee  on  Public  Policy  and 
Legislation  shall  consist  of  nine  members,  one 
from  each  congressional  district  of  the  state.  The 
committee  shall  be  appointed  by  the  Board  of 
Trustees  and  the  Board  will  appoint  the  chairman 
of  the  committee.  The  Secretary-Editor  will  be 
ex-officio,  a member  of  the  committee.  The  com- 
mittee shall  be  organized  with  three  members  to 
be  named  for  three  years,  three  for  two  years  and 
three  for  one  year.  Thereafter,  members  of  the 
committee  shall  be  named  for  a term  of  three 
years  each.  In  the  work  of  the  committee,  if  it 
is  found  that  additional  members  are  necessary  in 
the  conduct  of  the  committee’s  business,  the  com- 
mittee may  request  the  Board  of  Trustees  for  ad- 
ditional appointments  to  serve  one  year  terms. 
Under  the  direction  of  the  House  of  Delegates,  it 
shall  represent  the  Association  in  securing  and 
enforcing  legislation  in  the  interest  of  the  public 
health  and  of  scientific  medicine.  It  shall  keep  in 
touch  with  professional  and  public  opinion,  shall 
endeavor  to  shape  legislation  so  as  to  secure  the 
best  results  for  the  whole  people,  and  shall  utilize 
every  organized  influence  of  the  profession  to  pro- 
mote the  general  influence  in  local,  state,  and  na- 
tional affairs  and  elections.  Its  work  shall  be 
done  with  the  dignity  becoming  a great  profession, 
and  with  that  wisdom  which  shall  make  effective 
its  power  and  influence.  It  shall  have  authority 
to  be  heard  before  the  entire  Association  upon 
questions  of  great  concern  at  such  times  as  may 
be  arranged  during  the  Annual  Meeting. 

Sec.  4.  The  Liaison  Committee  to  the  State 
Public  Health  Department  shall  consist  of  five 
members,  to  be  appointed  by  the  Board  of  Trustees 
of  the  Association  and  who  shall  name  the  Chair- 
man of  the  Committee  for  the  period  of  the  ap- 
pointee’s term  of  office.  At  least  one  member 
shall  be  from  each  grand  division  of  the  State. 
One  member  shall  be  appointed  for  a period  of 
five  years;  one  for  four  years;  one  for  three  years; 
one  for  two  years;  and  one  for  one  year.  There- 
after, one  member  shall  be  appointed  annually 
for  a period  of  five  years. 

It  shall  be  the  duty  of  this  Committee  to  con- 
fer with  the  officials  of  the  Department  of  Health 
of  the  State  in  matters  of  policy  affecting  the 
profession  of  the  State;  and  it  shall  be  the  further 
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duty  of  this  Committee  to  confer  with  any  mem- 
ber or  members  of  this  Association  in  matters 
concerning  the  activities  of  the  Department  of 
Health  of  the  State.  Provided,  that  all  matters 
over  which  this  Committee  shall  have  jurisdiction 
shall  be  presented  to  the  Committee,  through  its 
Chairman,  in  writing. 

It  shall  be  the  duty  of  the  Committee  to  make 
a detailed  annual  report  to  the  House  of  Delegates 
of  its  activities;  said  report  being  subject  to  re- 
view by  the  House  of  Delegates.  In  the  interval 
between  the  annual  sessions  of  the  House  of  Dele- 
gates the  action  of  this  Committee  by  a majority 
vote  shall  be  final. 

In  the  event  of  a vacancy  in  the  membership 
of  the  Committee  for  any  cause,  said  vacancy  shall 
be  filled  by  appointment  by  the  Board  of  Trustees, 
said  appointee  assuming  the  position  on  the  Com- 
mittee for  the  unexpired  term  of  the  member 
whom  he  succeeds.  The  House  of  Delegates  di- 
rects the  Liaison  Committee  to  act  in  an  advisory 
manner  to  the  Public  Health  Council  as  now  con- 
stituted, in  the  matter  of  formation  of  all  policies. 

Sec.  5.  The  Committee  on  Memoirs  shall  per- 
form such  duties  as  will  contribute  to  the  proper 
recognition  of  deceased  members. 

Sec.  6.  The  Committee  on  Insurance  shall  con- 
sist of  three  members,  one  from  East,  one  from 
Middle,  and  one  from  West  Tennessee,  to  be  ap- 
pointed by  the  Board  of  Trustees  of  the  Associa- 
tion. One  member  shall  be  appointed  for  one 
year,  one  for  two  years,  and  one  for  three  years. 
Thereafter  one  member  shall  be  appointed  an- 
nually for  a term  of  three  years.  Any  vacancy 
shall  be  filled  for  any  unexpired  term  that  might 
occur  by  the  Board  of  Trustees  at  any  Annual 
Session. 

It  shall  be  the  duty  of  this  Committee  to  attend 
to  all  group  insurance  in  which  this  Association  is 
or  may  become  interested.  It  shall  have  power 
to  select  insuring  companies,  accept  or  reject 
master  policies,  arrange  premium  rates,  and  act  as 
trustees  for  this  Association  in  the  matter  of  such 
group  insurance. 

All  actions  of  the  Committee  shall  be  subject  to 
the  approval  of  the  Board  of  Trustees. 

The  Chairman  of  the  Committee  shall  be  desig- 
nated by  the  Board  of  Trustees.  He  shall  report 
to  the  House  of  Delegates  at  each  Annual  Session 
upon  the  activities  of  the  Committee  during  the 
preceding  year.  All  necessary  expenses  of  the 
Committee  in  the  performance  of  its  duties  shall 
be  paid  by  the  Treasurer  of  this  Association  upon 
certification  of  the  expenses  by  the  Chairman  of 
the  Committee,  but  this  shall  not  apply  to  at- 
tendance at  meetings  held  at  the  Annual  Meeting. 

Sec.  7.  The  Committee  on  Postgraduate  Med- 
ical Education  shall  have  for  its  duties  the  promo- 
tion of  postgraduate  medical  activities  among 
members  of  this  Association. 

The  members  of  the  Committee  shall  be  ap- 
pointed by  the  Board  of  Trustees  and  shall  have 
representation  from  each  Councilor  District,  from 


each  of  the  major  specialties,  and  from  each 
participating  medical  school. 

The  Chairman  shall  be  appointed  by  the  Board 
of  Trustees. 

Sec.  8.  The  Committee  on  Cancer  shall  pro- 
mote educational  activities  directed  at  two  ob- 
jectives: (a)  the  fullest  possible  knowledge  on  the 
part  of  the  medical  profession  concerning  the 
recognition  of  malignancy  in  its  early  stages,  and 
(b)  the  disposition  on  the  part  of  lay  people  to 
consult  a well-qualified  physician  when  a condi- 
tion presents  which  may  be  an  early  malignancy. 

Sec.  9.  The  Committee  on  Hospitals  shall  con- 
sider all  matters  relating  to  the  operations  of  hos- 
pitals as  the  same  may  affect  the  medical  pro- 
fession and  the  public  welfare.  It  shall  make 
recommendations  to  the  House  of  Delegates  when 
in  its  judgment  action  should  be  taken  on  any  mat- 
ter pertaining  to  the  policies  enforced  in  the  opera- 
tion of  a hospital. 

The  principal  objective  of  this  Committee  is 
that  of  preserving  a proper  relationship  between 
the  medical  profession  and  the  hospitals  in  the 
State.  When  policies  are  formulated  and  enforced 
by  a hospital,  which  in  the  opinion  of  the  Com- 
mittee constitute  a violation  of  the  ethical  princi- 
ple which  should  govern  the  relationship  of  a 
hospital  to  members  of  the  medical  profession 
and  the  public,  it  shall  be  its  duty  to  bring  the 
matter  to  the  attention  of  the  medical  profession 
and  to  take  such  other  steps  as  are  deemed  neces- 
sary and  appropriate  to  correct  the  practice. 

The  Committee  is  charged  with  the  duty  of 
recommending  legislation  on  the  subject  to  the 
House  of  Delegates  should  such  a step  be  consid- 
ered advisable. 

Sec.  10.  The  Grievance  Committee’s  duties 
shall  be  to  act  as  a body  to  hear  any  complaints 
that  are  registered  by  patients  against  any  phy- 
sician at  whose  hands  he  thinks  he  has  suffered 
an  injustice.  This  Committee  shall  consist  of 
three  members — one  from  each  Grand  Division 
of  the  State.  The  Committee  will  be  composed 
of  the  last  three  surviving  Ex-Presidents.  The 
Ex-president  which  has  served  on  the  Committee 
for  the  two  previous  years  will  serve  as  Chairman 
during  the  third  year  of  his  term  on  the  Commit- 
tee. 

Sec.  11.  The  Advisory  Committee  to  the  State 
Department  of  Public  Welfare  shall  consist  of  five 
members  to  be  appointed  by  the  Board  of  Trustees 
for  a term  of  five  years,  provided,  that  the  first 
appointments  shall  be  for  the  following  terms:  one 
member  for  one  year;  one  member  for  two  years; 
one  member  for  three  years;  one  member  for  four 
years;  and  one  member  for  five  years — all  subse- 
quent appointments  to  be  for  a term  of  five  years. 

The  Committee  shall  (1)  assist  the  Department 
of  Public  Welfare  formulate  policies  which  con- 
cern the  relationship  of  the  Department  to  the 
medical  profession;  (2)  assist  in  determining  dis- 
ability for  public  assistance  programs  of  the  De- 
partment and  other  medical  problems  related  to 
public  assistance;  and  (3)  advise  the  commissioner 
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on  the  medical  aspects  of  other  departmental 
projects  or  problems. 

The  Committee,  through  its  Chairman,  shall 
make  an  annual  report  of  its  activities  to  the 
House  of  Delegates. 

Sec.  12.  The  Public  Service  Committee — This 
Committee  shall  be  appointed  by  the  Board  of 
Trustees  and  shall  consist  of  one  representative 
from  each  Councilor  District  and  six  members 
from  the  state-at-large,  two  members  being  ap- 
pointed from  each  grand  division. 

It  shall  be  the  duty  of  the  Public  Service  Com- 
mittee to  enlighten  and  direct  public  opinion  in 
regard  to  the  problems  of  health  and  medical  care, 
and  the  promotion  of  understanding  between  the 
public  and  the  medical  profession. 

This  Committee  shall  have  a full-time  Secretary 
who  will  be  the  Public  Service  Director  and  who 
shall  be  a member  of  the  Central  Office  staff.  He 
shall  be  responsible  for  the  conduct  of  the  ac- 
tivities of  the  Committee  throughout  the  State 
and  he  will  assist  with  the  other  field  services  of 
the  Association. 

The  Public  Service  Director  shall  be  employed 
or  removed  without  assignment  of  cause  by  the 
Board  of  Trustees  upon  recommendation  of  the 
Public  Service  Committee.  His  salary  shall  be 
determined  by  the  Board  of  Trustees. 

The  Public  Service  Committee  shall  submit  to 
the  Board  of  Trustees  annually  a proposed  budget. 

Sec.  13.  Rural  Health  Committee — The  Rural 
Health  Committee  shall  be  appointed  by  the  Board 
of  Trustees.  The  Chairman  shall  be  appointed  by 
the  Board  of  Trustees. 

The  duties  of  the  Rural  Health  Committee  shall 
be  to  promote  the  improvement  of  health  stand- 
ards in  rural  areas  of  Tennessee. 

Sec.  14.  The  Prepaid  Health  Insurance  Com- 
mittee— This  Committee  shall  be  composed  of  such 
members,  lay  and  medical,  as  deemed  necessary 
by  the  Board  of  Trustees.  A chairman  shall  be 
designated  by  the  Board  of  Trustees. 

The  duties  of  the  Prepaid  Health  Insurance 
Committee  shall  be  the  perpetual  study  and  in- 
vestigation of  the  problems  of  prepaid  health  in- 
surance. 

Sec.  15.  The  Committee  on  Tennessee  Medical 
Foundation  shall  consist  of  nine  members  to  be 
appointed  by  the  Board  of  Trustees,  the  members 
to  serve  terms  of  three  years  each,  with  three 
members  to  be  appointed  each  year;  that  the  first 
appointments  shall  be  made  for  the  following 
terms:  three  members  for  three  years;  three  mem- 
bers for  two  years  and  three  members  for  one 
year,  with  all  subsequent  appointments  to  be  for 
terms  of  three  years. 

The  Committee  shall  formulate  the  policies  and 
determine  the  program  of  the  Tennessee  Medical 
Foundation.  It  shall  have  the  general  manage- 
ment and  control  of  the  activities  of  the  Founda- 
tion. The  Committee,  through  its  chairman,  shall 
make  an  annual  report  to  the  House  of  Delegates. 

At  all  meetings  of  the  Committee,  five  members 
shall  constitute  a quorum  for  the  transaction  of 
business. 


The  Chairman  of  the  Committee  shall  be  ap- 
pointed by  the  Board  of  Trustees. 

The  duties  of  the  Committee  shall  be  to  study 
the  problems  involved  with  medical  care  in  rural 
and  isolated  ai’eas  and  to  assist  in  providing  medi- 
cal care  to  such  areas. 

The  Committee  on  Tennessee  Medical  Founda- 
tion may  establish  such  subordinate  committees 
as  necessary  to  conduct  the  business  of  the  Foun- 
dation. The  Committee  on  Tennessee  Medical 
Foundation  shall  also  constitute  the  members  of 
the  Board  of  Directors  of  the  Tennessee  Medical 
Foundation. 

CHAPTER  IX 

Assessments  and  Expenditures 

Section  1.  The  annual  dues  shall  be  deter- 
mined by  the  House  of  Delegates  and  shall  be 
levied  per  capita  on  the  active  members  of  the 
chartered  component  societies.  The  annual  dues 
shall  be  payable  on  January  1 of  the  year  for 
which  they  are  levied,  but  any  component  society 
reporting  dues  to  the  Tennessee  State  Medical  As- 
sociation shall  be  considered  delinquent  if  pay- 
ment of  dues  are  not  made  by  July  1 of  the  year 
for  which  they  are  levied.  The  secretary  of  each 
component  society  shall  cause  to  be  collected  and 
shall  forward  to  the  offices  of  the  State  Associa- 
tion, the  dues  for  its  members.  Any  member 
whose  name  has  not  been  reported  for  enroll- 
ment and  whose  dues  for  the  current  year  have 
not  been  remitted  to  the  secretary  of  the  State 
Association  on  or  before  July  1 of  the  year  for 
which  they  are  levied  shall  stand  delinquent  until 
his  name  is  properly  reported  and  his  dues  for 
the  current  year  properly  remitted.  Every  active 
member  of  the  Association  shall  receive  the  Jour- 
nal without  cost. 

Sec.  2.  A new  member  joining  the  Association 
for  the  first  time  and  who  is  so  reported  after 
July  1 of  a given  year,  shall  pay  one  half  of  the 
annual  dues  for  that  year  only. 

Sec.  3.  The  Honorary  Members  of  any  com- 
ponent medical  society  are  exempt  from  payment 
of  dues,  but  a complete  list  of  their  names,  certi- 
fied by  the  respective  component  medical  society, 
will  be  kept  in  the  Headquarters  Office  of  the 
Tennessee  State  Medical  Association.  Likewise, 
a component  medical  society  is  required  to  report 
a list  of  its  Veteran  Members  who  have  been 
elected  by  that  society  and  the  Journal  will  be 
furnished  to  Veteran  Members  without  cost. 

Sec.  4.  The  secretary  or  treasurer  of  each  com- 
ponent society  shall  forward  a roster  of  all  offi- 
cers, membership,  a list  of  delegates  to  the  House 
of  Delegates  of  the  Tennessee  State  Medical  As- 
sociation, together  with  a list  of  non-affiliated 
physicians  of  the  county  if  practical,  and  also  a 
list  of  members  who  have  died  during  the  year, 
to  the  Executive  Director  of  this  Association 
thirty  days  in  advance  of  the  annual  meeting. 

Sec.  5.  The  record  of  payment  of  dues  on  file 
in  the  offices  of  the  Tennessee  State  Medical  As- 
sociation shall  be  final  as  to  the  fact  of  payment 
by  a member  of  the  Association. 
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CHAPTER  X 
Rules  of  Conduct 

The  Principles  set  forth  in  the  Code  of  Ethics 
of  the  American  Medical  Association  shall  govern 
the  conduct  of  members  in  their  relations  to  each 
other  and  to  the  public. 

CHAPTER  XI 

The  deliberations  of  this  Association  shall  be 
governed  by  parliamentary  usage  as  contained  in 
Robert’s  “Rules  of  Order.” 

CHAPTER  XII 
Component  Societies 

Section  1.  All  Component  Societies  now  in  af- 
filiation with  the  State  Association,  or  those  that 
may  hereafter  be  organized  in  this  State,  which 
have  adopted  principles  of  organization  not  in  con- 
flict with  this  Constitution  and  By-Laws,  may, 
upon  application  to  the  House  of  Delegates,  re- 
ceive a charter  from  and  become  a component 
part  of  this  Association. 

Sec.  2.  Charters  shall  be  issued  only  upon  ap- 
proval of  the  House  of  Delegates,  and  shall  be 
signed  by  the  President  and  Secretary  of  this  As- 
sociation. The  House  of  Delegates  shall  have  au- 
thority to  revoke  the  charter  of  any  component 
Society,  whose  actions  are  in  conflict  with  the  let- 
ter or  spirit  of  this  Constitution  and  By-Laws,  or 
the  code  of  ethics  of  the  American  Medical  As- 
sociation upon  recommendation  of  the  Council. 

Sec.  3.  Each  component  Society  shall  judge  of 
the  qualifications  of  its  own  members;  but  as  such 
Societies  are  the  only  portals  to  this  Association, 
and  to  the  American  Medical  Association.  Every 
reputable  and  legally  registered  physician,  who  is 
practicing  or  who  will  agree  to  practice  nonsec- 
tarian medicine,  shall  be  entitled  to  membership. 
Each  component  Society  of  this  Asociation  may 
amend  its  constitution  and/or  by-laws  to  provide 
that  the  payment  of  dues  to  the  American  Medical 
Association  shall  be  a condition  of  active  member- 
ship in  that  society.  Before  a charter  is  issued 
to  any  component  Society,  full  and  ample  notice 
and  opportunity  shall  be  given  to  every  such  phy- 
sician in  the  County  to  become  a member. 

Sec.  4.  Only  one  component  Medical  Society 
shall  be  chartered  in  any  County.  When  more 
than  one  County  Society  exists,  friendly  overtures 
and  concessions  shall  be  made,  with  the  aid  of  the 
Councilor  for  the  District,  if  necessary,  and  all 
of  the  members  brought  into  one  organization.  In 
case  of  failure  to  unite,  an  appeal  may  be  made  to 
the  Council,  which  shall  decide  what  action  shall 
be  taken. 

Sec.  5.  Any  physician  who  may  feel  aggrieved 
by  the  action  of  the  Society  in  his  County  in  re- 
fusing him  membership,  or  in  suspending  or  ex- 
pelling him,  shall  have  the  right  to  appeal  to  the 
Council. 

Sec.  6.  In  hearing  appeals,  the  Council  may 
admit  oral  or  written  evidence,  as  in  its  judgment 
will  best  and  more  fairly  present  the  facts,  but 


in  the  case  of  every  appeal,  both  as  a board  and 
as  individual  Councilors  in  district  and  county 
work,  efforts  at  conciliation  and  compromise 
should  precede  all  such  hearings. 

Sec.  7.  When  a Member  in  good  standing  in  a 
component  Society  moves  to  another  County  in 
the  State,  his  name,  upon  request,  and  with  the 
consent  of  his  component  Society,  shall  be  trans- 
ferred, without  cost,  to  the  roster  of  the  com- 
ponent Society  in  whose  jurisdiction  he  moves, 
but  he  shall  not  hold  membership  in  more  than 
one  component  Society. 

Sec.  8.  A physician  living  on  or  near  a County 
line  may  hold  his  membership  in  that  County 
most  convenient  for  him  to  attend,  on  permission 
of  the  Society  in  whose  jurisdiction  he  resides,  and 
with  consent  of  his  Councilor. 

Sec.  9.  Each  component  Society  shall  have  gen- 
eral direction  of  the  affairs  of  the  profession  in 
the  County  or  Counties  and  its  influence  shall  be 
constantly  exerted  for  bettering  the  scientific, 
moral,  and  material  condition  of  every  physician 
in  the  County;  and  systematic  effort  shall  be  made 
by  each  member,  and  by  the  Society,  as  a whole, 
to  increase  the  membership  until  it  embraces 
every  qualified  physician  in  the  County. 

Sec.  10.  Frequent  meetings  shall  be  encouraged 
and  the  most  attractive  programs  arranged  that 
are  possible.  The  younger  members  shall  be 
especially  encouraged  to  do  postgraduate  and 
original  research  work  and  to  give  the  Society  the 
benefits  of  such  labors.  Official  position  and  other 
preferments  should  be  unstintingly  given  to  such 
members. 

Sec.  11.  At  some  meetings  in  advance  of  the 
Annual  Meeting  of  this  Association,  each  com- 
ponent Society  shall  elect  a Delegate  or  Delegates 
to  represent  it  in  the  House  of  Delegates  of  this 
Association,  in  the  proportion  of  one  Delegate  and 
one  alternate  to  each  fifty  members  or  fraction 
thereof;  and  the  Secretary  of  the  Society  shall 
send  a list  of  such  Delegates  to  the  Secretary  of 
this  Association  at  last  ten  days  before  the  An- 
nual Meeting. 

Sec.  12.  The  Secretary  of  each  component  So- 
ciety shall  keep  a roster  of  its  members  and  shall 
furnish  an  official  report  of  the  membership  to  the 
Secretary  of  this  Association  at  least  once  each 
year  and  oftener  if  circumstances  as  to  member- 
ship may  require.  The  Secretary  shall  note  any 
changes  in  the  personnel  of  the  membership,  with 
special  reference  to  changes  due  to  death  and  re- 
moval from  the  district. 

CHAPTER  XIII 
Amendments 

In  order  to  amend  the  by-laws  of  this  Associa- 
tion, a two-thirds  majority  of  the  members  of  the 
House  of  Delegates  present  and  voting  shall  be 
necessary.  Such  amendment,  after  having  been 
filed  in  writing,  shall  lie  over  one  day.  Any  by- 
law may  be  suspended  during  the  pending  meet- 
ing by  unanimous  consent. 
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President — W.  O.  Vaughan,  M.D.,  2103 
Hayes  Street,  Nashville 
President-Elect — William  J.  Sheridan, 
M.D.,  Medical  Arts  Building,  Chat- 
tanooga 

Vice-President— G.  Baker  Hubbard, 
M.D.,  Jackson  Clinic,  Jackson 
Vice-President — J,  Harvill  Hite,  Jr., 
M.D.,  215  Cedar  Lane,  Pulaski 
Vice-President — Walter  E.  Scribner, 
M.D.,  Holston  Valley  Hospital, 
Kingsport 

Secretary-Editor — R.  H.  Kampmeier, 
M.D.,  8210  Vanderbilt  Hospital, 
Nashville 

Executive  Director — 

Mr.  J.  E.  Ballentine,  112  Louise  Av- 
enue, Nashville  5 

BOARD  OF  TRUSTEES 

‘Robert  M.  Finks,  M.D.,  Chairman 
and  Treasurer  (1964),  2122  West  End 
Ave.,  Nashville 

G.  H.  Berryhill,  M.D.,  (1963),  616 
West  Forest  Avenue,  Jackson 
John  H.  Burkhart,  M.D.,  (1963),  3000 
No.  Broadway,  Knoxville 
‘Bland  W.  Cannon,  M.D.,  (1963),  20 
So.  Dudley  Street,  Memphis 
Carl  C.  Gardner,  Jr„  M.D.,  (1963), 
815  So.  Garden  St.,  Columbia 


Joseph  W.  Johnson,  Jr.,  M.D.,  (1962), 
Interstate  Building,  Chattanooga 
*R.  H.  Kampmeier,  M.D.,  (1962),  8210 
Vanderbilt  Hospital,  Nashville 
Harmon  L.  Monroe,  M.D.,  (1962), 
Erwin 

Ralph  O.  Rychener,  M.D.,  (1962),  1720 
Exchange  Building,  Memphis 
‘William  J.  Sheridan,  M.D.,  (1964), 
Medical  Arts  Building,  Chattanooga 
*W.  O.  Vaughan.  M.D..  (1963).  2103 
Hayes  Street,  Nashville 
‘Members  of  Executive  Committee  of 
Board  of  Trustees 
SPEAKER  OF  THE  HOUSE 
Joseph  W.  Johnson,  Jr.,  M.D.,  Inter- 
state Building,  Chattanooga 
Vice-Speaker — J.  Malcolm  Aste,  M.D., 
188  South  Bellevue,  Memphis 
COUNCILORS 

First  District — J.  O.  Hale,  M.D.,  401 
North  Boone  St.,  Johnson  City 
( 1962) 

Second  District  — B.  M.  Overholt, 
M.D.,  717  Cumberland  Avenue, 
S.W.,  Knoxville  (1963) 

Third  District — Donald  H.  Bradley, 
M.D.,  Sparta  (1962) 

Fourth  District — Thurman  Shipley, 
M.D.,  135  W.  2nd  St.,  Cookeville 


Fifth  District — Ben  H.  Marshall,  M.D., 
Fayetteville  (1962) 

Sixth  District — Laurence  A.  Gross- 
man,  M.D.,  1816  Hayes  Street,  Nash- 
ville (1963) 

Seventh  District — Wm.  K.  Owen, 
M.D.,  Pulaski  (1962) 

Eighth  District — Frank  A.  Moore, 
M.D.,  Jackson  Clinic,  Jackson  (1963) 
Ninth  District — R.  David  Taylor, 
M.D.,  620  Main  Street,  Dyersburg 
(1962) 

Tenth  District — Francis  H.  Cole,  M.D., 
188  South  Bellevue  Blvd.,  Memphis 
(1963) 

DELEGATES  TO  THE  AMA 

Wm.  C.  Chaney,  M.D.,  Physicians  and 
Surgeons  Building,  Memphis  (1961) 
Chas.  C.  Smeltzer,  M.D.,  521  W.  Cum- 
berland Avenue,  Knoxville  (1962) 
Daugh  W.  Smith.  M.D.,  1926  Hayes 
Street,  Nashville  (1963) 

Alternates — 

Harold  B.  Boyd.  M.D.,  869  Madison 
Avenue,  Memphis  (1961) 

Wm.  J.  Sheridan,  M.D.,  Medical  Arts 
Building,  Chattanooga  (1962) 

R.  H.  Kampmeier,  M.D.,  Vanderbilt 
Hospital,  Nashville  (1961) 


PRESIDENTS  AND  SECRETARIES  OF  COUNTY  MEDICAL  SOCIETIES,  1961-62 


COUNTY 

Bedford 

Benton-Humphreys 

Blount 

Bradley 

Campbell 

Chattanooga- Hamilton 


PRESIDENTS 

Albert  Cooper,  M.D.,  Shelbyville 
Wm.  H.  Blackburn,  M.D..  Camden 
Joe  S.  Henderson,  Jr.,  M.D.,  139  S.  Hall 
Road,  Alcoa 

Wm.  R.  Smith,  M.D.,  420  Central  Avenue, 
N.W.,  Cleveland 
Chas.  Rogers,  M.D.,  Caryville 
Augustus  McCravey,  M.D.,  540  McCallie 
Avenue,  Chattanooga 


Cocke  Drew  A.  Mims,  M.D.,  Newport 

Coffee  Coulter  S.  Young,  M.D.,  Manchester 

Consolidated  Medical  Assem-Oscar  McCallum,  M.D.,  P.  O.  Box  128, 
bly  of  West  Tennessee  Henderson 


SECRETARIES 

Grace  Moulder,  M.D.,  Shelbyville 

H.  C.  Capps,  M.D.,  Waverly 

Oliver  K.  Agee,  M.D.,  139  S.  Hall  Road,  Alcoa 

E.  Harris  Pierce,  M.D.,  343  Central  Avenue, 
N.W.,  Cleveland 

Roscoe  C.  Pryse,  M.D.,  LaFollette 
Chas.  W.  Hawkins,  M.D.,  211  Doctors  Build- 
ing, Chattanooga 

Mrs.  Flo  Richardson,  Executive  Secretary,  109 
Medical  Arts  Building,  Chattanooga 
Fred  M.  Valentine.  Sr.,  M.D.,  Newport 
Chas.  B.  Harvey,  M.D.,  Tullahoma 
George  B.  Wyatt,  M.D.,  444  E.  Main  Street, 
Jackson 


Cumberland 
Nashville  Academy  of 
Medicine — Davidson 


Dickson 

Fentress 

Franklin 

Giles 

Greene 

Hamblen 

Hawkins 

Henry 

Hickman-Perry 

Jackson 

Knoxville  Academy 
of  Medicine 
Lauderdale 
Lawrence 
Lincoln 

Macon 

Marshall 

Maury 

McMinn 

Memphis-Shelby 


Monroe 

Montgomery 

Northwest  Tennessee 
Academy  of  Medicine 
Overton 
Putnam 
Roane 

Robertson 

Rutherford 

Scott 

Sevier 

Smith 

Sullivan- Johnson 

Sumner 

Tipton 

Warren 

Washington-Carter-Unicoi 

Weakley 

White 

Williamson 

Wilson 


R.  Gene  Cravens,  M.D.,  Crossville 
Laurence  A.  Grossman,  M.D.,  1816  Hayes 
Street,  Nashville 


W.  M.  Jackson,  M.D.,  Dickson 
Shelley  O.  Turner,  M.D.,  Jamestown 
Dewey  W.  Hood,  M.D.,  Decherd 

J.  U.  Speer,  M.D.,  522  Jefferson,  Pulaski 

Haskell  Fox,  M.D.,  Greeneville 

Howard  T.  Brock,  M.D.,  Morristown 

J.  S.  Lyons,  M.D.,  Rogersville 
John  E.  Neumann,  M.D.,  302  Caldwell 
Avenue,  Paris 

Gordon  H.  Turner,  Jr.,  M.D..  Linden 
L.  R.  Dudney,  M.D.,  Gainesboro 
Jack  Chesney,  M.D.,  Shelbourne  Towers, 
Knoxville 

C.  R.  Webb,  M.D.,  Ripley 
V.  H.  Crowder,  M.D.,  Lawrenceburg 
Jas.  V.  McRady,  M.D.,  202  Market  Street, 
Fayetteville 

C.  C.  Chitwood,  M.D..  Lafayette 
J.  T.  Gordon,  M.D.,  Lewisburg 

Harry  C.  Helm,  M.D.,  Mt.  Pleasant  Pike, 
Columbia 

Karl  K.  Boyd,  M.D.,  Epperson  Hospital, 
Athens 

Bland  W.  Cannon,  M.D..  20  South  Dud- 
ley St.,  Memphis 


Joe  K.  Wallace,  M.D.,  Sweetwater 
John  H.  Ledbetter,  Jr.,  M.D.,  208  Legion 
Street,  Clarksville 
M.  T.  Tipton,  M.D.,  Union  City 

M.  E.  Clark,  M.D..  Livingston 
J.  Fred  Terry,  M.D.,  Cookeville 
Gould  A.  Andrews,  M.D.,  Medical  Div. 

ORINS,  E.  Vance  Rd.,  Oak  Ridge 
J.  W.  Atwood.  M.D.,  Springfield 
Wm.  Bryant,  M.D.,  Woodbury 

Roy  L.  McDonald,  M.D.,  Oneida 
Ralph  H.  Shilling,  M.D.,  Gatlinburg 
Odell  Mason,  M.D.,  Alexandria 
Frederick  V.  Vance,  Jr.,  M.D.,  210  Me- 
morial Drive,  Bristol 
Walter  H.  Stephenson,  M.D.,  301  S. 
Water,  Gallatin 

Hugh  W.  Vaughan,  M.D.,  Munford 
J.  E.  Phillips,  M.D.,  Montgomery  Bldg., 
McMinnville 

Robert  H.  Harvey,  M.D.,  105  Gay  Street, 
Erwin 

G.  S.  Plog,  M.D.,  Martin 
Chas.  A.  Mitchell,  M.D.,  Sparta 
R.  H.  Hutcheson,  M.D.,  Cordell  Hull 
Building,  Nashville 

Morris  D.  Ferguson,  M.D.,  McFarland 
Hospital,  Lebanon 


M.  M.  Young,  M.D.,  Crossville 
Tom  E.  Nesbitt,  M.D.,  1921  Hayes  Street, 
Nashville 

Mr.  Jack  Drury,  112  Louise  Avenue,  Nash- 
ville, Executive  Secretary 
H.  W.  Hooper,  M.D.,  Dickson 
D.  F.  Allred,  M.D.,  Jamestown 
George  L.  Smith,  M.D.,  Winchester 

K.  M.  Kressenberg,  M.D.,  215  Cedar  Lane, 
Pulaski 

Luke  L.  Ellenburg,  M.D.,  106  Irish  Street, 
Greeneville 

L R.  Barclay,  M.D.,  1119  So.  Cumberland, 
Morristown 

Wm.  H.  Lyons,  M.D.,  Rogersville 
Kenneth  G.  Ross,  M.D.,  Paris  Clinic,  Paris 

Parker  D.  Elrod,  M.D.,  Centerville 
J.  S.  Johnson,  M.D.,  Gainesboro 
Ray  J.  Leffler,  M.D.,  Baptist  Hospital,  Knox- 
ville 

L.  S.  Tucker,  M.D.,  Ripley 

R.  E.  Methvin,  M.D.,  Loretto 
C.  D.  Toone,  M.D.,  Fayetteville 

M.  E.  Painter,  M.D.,  Lafayette 

Wm.  L.  Taylor,  M.D.,  122-E  Commerce  Street, 
Lewisburg 

Ambrose  M.  Langa,  M.D.,  502  N.  Garden 
Street,  Columbia 

Robert  W.  Trotter,  M.D.,  Medical  Center, 
Athens 

Chas.  L.  Clarke,  M.D.,  1275  Eastmoreland, 
Memphis 

Mr.  Les  Adams,  774  Adams  Street,  Memphis, 
Executive  Secretary 
Jas.  H.  Barnes,  M.D.,  Sweetwater 
Wm.  H.  Wall,  Jr.,  M.D.,  College  & 4th  St., 
Clarksville 

James  W.  Polk,  M.D.,  Union  City 

W.  G.  Quarles,  M.D.,  Livingston 
Thurman  Shipley,  M.D.,  Cookeville 
Harvey  Keese,  Jr.,  M.D.,  Medical  Arts  Build- 
ing, Oak  Ridge 

W.  P.  Stone,  M.D.,  7th  & Garner,  Springfield 
Richard  Green,  M.D.,  Medical  Arts  Building, 
Murfreesboro 

H.  M.  Leeds,  M.D.,  Oneida 
Charles  L.  Roach,  M.D.,  Sevierville 
David  G.  Petty,  M.D.,  Carthage 
J.  W.  Erwin,  M.D.,  Blountville 

C.  M.  Cowden,  M.D.,  570  Hartsville  Pike, 
Gallatin 

N.  L.  Hyatt,  M.D.,  Covington 

Duane  J.  Davidson,  M.D  . 202  Morford  Drive, 
McMinnville 

John  F.  Lawson,  M.D.,  406  N.  Roane  St., 
Johnson  City 

Nathan  Porter,  M.D.,  Greenfield 
C.  B.  Roberts,  M.D.,  Sparta 
H.  T.  McCall.  M.D.,  Allisona 

T.  R.  Puryear,  M.D.,  239  E.  Main,  Lebanon 


TENNESSEE  STATE  MEDICAL  ASSOCIATION  1961-1962  STANDING  COMMITTEES 


Committee  on  Scientific  Work — R.  H.  Kampmeier,  Chair- 
man, Nashville;  Wendell  W.  Wilson,  Old  Hickory;  W.  Da- 
vid Dunavant,  Memphis;  Henry  B.  Turner,  Memphis; 
Boyer  M.  Brady,  Jr.,  Memphis;  Bruce  E.  Walls,  Memphis; 

C.  Harold  Steffe,  Memphis;  Fred  B.  Ballard,  Jr.,  Chatta- 
nooga; John  H.  Burkhart,  Knoxville;  Robert  P.  McBurney, 
Memphis. 

Committee  on  Hospitals — Merlin  L.  Trumbull,  Chairman, 
Memphis  (1963);  C.  D.  Hawkes,  Memphis  (1962);  Harry  T. 
Moore,  Jr.,  Nashville  (1962);  Chester  K.  Jones,  Jackson 
(1964);  John  W.  Adams,  Jr.,  Chattanooga  (1964R  James  A. 
Burdette,  Knoxville  (1963);  Thomas  K.  Young,  Jr.,  Colum- 
bia (1964). 

Legislative  and  Public  Policy  Committee — Douglas  H. 
Riddell,  Chairman,  Nashville  (1964);  H.  L.  Monroe.  Erwin 
(1962);  Charles  C.  Smeltzer,  Knoxville  (1963);  George  K. 
Henshall,  Chattanooga  (1964);  Sam  Hay,  Murfreesboro 
(1962);  John  U.  Speer,  Pulaski  (1963);  G.  H.  Berryhill, 
Jackson  (1962);  Byron  O.  Garner,  Union  City  (1963);  M. 
Beckett  Howorth,  Jr.,  Memphis  (1964).  (Appointed  for 
One-year  Terms) — Alvin  J.  Ingram,  Memphis  (1962);  Perry 

J.  Williamson,  Knoxville  (1962);  Harry  A.  Stone,  Chatta- 
nooga (1962);  Daugh  W.  Smith,  Nashville  (1962);  Chas.  C. 
Trabue,  IV,  Nashville  (1962);  John  K.  Twilla,  Smithville 
(1962);  James  T.  Callis,  Crossville  (1962);  R.  H.  Elder,  Ce- 
dar Hill  (1962);  Carl  C.  Gardner,  Jr.,  Columbia  (1962); 
Addison  B.  Scoville,  Jr.,  Nashville  (1962):  Thomas  F.  Frist, 
Nashville  (1962);  R.  H.  Kampmeier,  Nashville  (1962). 

Liaison  Committee  to  the  Public  Health  Department — 
C.  D.  Hawkes,  Chairman,  Memphis  (1965);  Wm.  A.  Hens- 
ley, Cookeville  (1966);  Wm.  A.  Garrott,  Cleveland  (1962); 
John  R.  Thompson,  Jr.,  Jackson  (1963);  Thomas  S.  Weaver, 
Nashville  (1964). 

Committee  on  Insurance — B.  F.  Byrd,  Sr.,  Chairman, 
Nashville  (1963);  Edward  D.  Mitchell,  Jr.,  Memphis  (1962); 
George  L.  Inge,  Knoxville  (1964). 

Symposium  Committee  on  Postgraduate  Education — Rob- 
ert A.  Davison,  Chairman,  Memphis;  Harrison  J.  Shull, 
Nashville;  E.  Charles  Sienknecht,  Knoxville;  Van  Fletcher, 
Chattanooga;  L.  A.  Killeffer,  Harriman;  Sam  H.  Hay,  Mur- 
freesboro; Henry  T.  Kirby-Smith,  Sewanee;  B.  L.  Pente- 
cost, Memphis;  Wm.  A.  Garrott,  Cleveland;  Julian  K. 
Welch,  Jr.,  Brownsville;  J.  T.  Moore,  Jr.,  Algood;  Byron 
O.  Garner.  Union  City;  R.  H.  Harvey,  Erwin;  J.  H.  Hite, 
Jr.,  Pulaski;  James  W.  Ellis,  Nashville;  Edward  R.  Atkin- 
son, Clarksville;  John  R.  Thompson,  Jr.,  Jackson. 

Committee  on  Memoirs — Henry  L.  Douglass,  Chairman, 
Nashville  (1962);  A.  M.  Patterson,  Chattanooga  (1963);  N. 
S.  Shofner,  Nashville  (1961). 

Committee  on  Prepaid  Health  Insurance — James  A.  Kirt- 
ley,  Jr.,  Chairman,  Nashville;  Joseph  W.  Johnson,  Jr., 
Chattanooga;  Daugh  W.  Smith,  Nashville;  Jas.  C.  Gardner, 
Nashville;  E.  L.  Caudill,  Jr.,  Elizabethton;  James  J.  Calla- 
way. Nashville;  Wm.  A.  Garrott,  Cleveland;  James  N.  Prof- 
fitt, Maryville;  Greer  Ricketson,  Nashville;  Harry  T.  Moore, 
Jr.,  Nashville;  Luther  A.  Beazley,  Nashville;  J.  Cash  King, 
Memphis:  Thomas  F.  Parrish.  Nashville;  W.  T.  Satterfield, 
Memphis;  Wm.  R.  Bishop,  Chattanooga;  Fontaine  B.  Moore, 


Jr.,  Memphis;  B.  K.  Hibbett,  III,  Nashville;  Robert  N. 
Buchanan,  Jr.,  Nashville;  Mr.  Clyde  York,  Columbia;  Mr. 
Charles  L.  Cornelius,  Sr.,  Nashville;  R.  H.  Kampmeier, 
ex  officio,  Nashville.  Executive  Sub-Committee — James  A. 
Kirtley,  Jr.,  Chairman,  Nashville;  Daugh  W.  Smith,  Nash- 
ville; James  J.  Callaway,  Nashville;  Thomas  F.  Parrish, 
Nashville;  Jas.  C.  Gardner,  Nashville;  B.  K.  Hibbett,  III, 
Nashville;  Mr.  Charles  L.  Cornelius,  Sr.,  Nashville;  R.  H. 
Kampmeier,  ex  officio,  Nashville. 

Committee  on  Cancer — R.  R.  Braund,  Chairman,  Mem- 
phis (1962);  Ralph  H.  Monger,  Knoxville  (1964);  Louis 
Rosenfeld,  Nashville  (1961);  S.  S.  Marchbanks,  Chatta- 
nooga (1962);  Hollis  E.  Johnson,  Nashville  (1964);  Walter 

D.  Hankins,  Johnson  City  (1963);  G.  Sydney  McClellan, 
Nashville  (1962). 

Advisory  Committee  to  the  State  Department  of  Public 
Welfare — Aubrey  Harwell,  Chairman,  Nashville  (1965); 
Carl  A Hartung,  Chattanooga  (1962);  F.  T.  Billings,  Jr., 
Nashville  (1964);  Harold  J.  Starr,  Chattanooga  (1966);  Jo- 
seph J.  Baker,  Nashville  (1966);  Joseph  W.  Kyle,  Memphis 
(1962);  N.  E.  Hyder,  Erwin,  (1962);  Royal  G.  Cravens, 
Crossville  (1962);  Herschel  Penn,  Knoxville  (1962);  Thomas 
F.  Stevens,  Knoxville  (1962);  Harwell  Wilson,  Memphis 
(1962);  William  Tyson,  Memphis  (1962). 

Public  Service  Committee — Walter  L.  Diveley,  Chairman, 
Nashville  (1963);  Addison  B.  Scoville,  Jr.,  Nashville  (1964); 
Harmon  L.  Monroe,  Erwin  (1962);  Wm.  A.  Garrott,  Cleve- 
land (1963);  Wm.  K.  Owen,  Pulaski  (1964);  John  R.  Thomp- 
son, Jr.,  Jackson  (1962);  R.  A.  Calandruccio,  Memphis 
(1964);  Roy  L.  McDonald,  Oneida  (1964);  J.  Malcolm  Aste, 
Memphis  (1963);  William  N.  Cook,  Columbia  (1963);  O. 
Reed  Hill,  Lebanon  (1962).  Members  State-at-Large — R. 
H.  Kampmeier,  Nashville  (1962);  John  H.  Burkhart,  Knox- 
ville (1962);  Laurence  A.  Grossman,  Nashville  (1963);  A. 
R.  Tyrer,  Jr.,  Memphis  (1963);  Augustus  McCravey,  Chat- 
tanooga (1964);  Thomas  F.  Frist,  Nashville  (1964).  Execu- 
tive Sub-Committee — Walter  L.  Diveley,  Chairman,  Nash- 
ville (1963);  Addison  B.  Scoville,  Jr.,  Nashville  (1964);  R. 
H.  Kampmeier,  Nashville  (1962);  Laurence  A.  Grossman, 
Nashville  (1963). 

Grievance  Committee — James  C.  Gardner,  Chairman, 
Nashville  (1962);  Harmon  L.  Monroe,  Erwin  (1963);  Ralph 
O.  Rychener,  Memphis  (1964). 

Rural  Health  Committee — Julian  C.  Lentz.  Jr.,  Chairman, 
Maryville  (1962);  Rae  B.  Gibson,  Greeneviile  (1963);  Wm. 
N.  Cook,  Columbia  (1963);  T.  G.  Cranwell,  Pikeville  (1962); 
H.  P.  Clemmer,  Milan  (1962);  David  E.  Stewart,  Browns- 
ville (1963);  Robert  H.  Elder,  Cedar  Hill  (1963);  W.  M. 
Phillips,  Jackson  (1964);  Thomas  A.  Patrick,  Jr.,  Fayette- 
ville (1964);  Mr.  Kenneth  Cherry,  Columbia  (1962);  Mr. 
Vernon  Darter,  Knoxville  (1962). 

Committee  on  the  Tennessee  Medical  Foundation — Har- 
rison J.  Shull,  Chairman,  Nashville  (1963);  Ernest  G.  Kelly, 
Memphis  (1963):  B.  M.  Overholt,  Knoxville  (1963);  Julian 

K.  Welch.  Jr.,  Brownsville  (1964);  Daugh  W.  Smith,  Nash- 
ville (1964);  Ralph  H.  Monger,  Knoxville  (1964);  Robert 
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Value  And  Applications  Of  Pulmonary 
Function  Testing  In  Pulmonary  Tuberculosis 
And  In  Chronic  Bronchopulmonary  Disease 

GLENN  E.  HORTON,  M.D.,  and  JAMES  W.  PATE,  M.D.,f  Memphis,  Tenn. 


Introduction 

Testing  of  pulmonary  function  is  all  too 
often  neglected  by  the  practitioner  because 
of  the  failure  to  understand  its  value  and, 
often,  its  simplicity.  Thus,  these  tests  too 
often  are  left  to  the  cardiopulmonary  phys- 
iologist. 

In  addition  to  its  usual  indications,  test- 
ing of  pulmonary  function  can  prove  most 
informative  in  the  management  and  follow- 
ing the  progress  of  both  the  ill  and  inactive 
or  arrested  tuberculous  patient.  This  is  es- 
pecially true  since  a good  proportion  of  the 
deaths  in  this  era  of  chemotherapy  result 
from  pulmonary  insufficiency  and  cor  pul- 
monale resulting  from  progressive  pulmo- 
nary changes.  The  clinical  applications  of 
the  testing  of  pulmonary  function  in  both 
the  active  and  inactive  tuberculous  patient 
is  presented  with  application  to  chronic 
bronchopulmonary  disease. 

Procedure 

The  objective  measurements  (parameters) 
selected  for  study  of  the  patients  to  be  dis- 
cussed in  this  paper  were  obtained  upon  the 
9 and  13.5  liter  Respirometers,*  the  Vita- 
lor**  (bellows)  vital  capacity  apparatus,  and 
by  bronchospirometry.* 

fFrom  the  Departments  of  Medicine  and  Sur- 
gery, University  of  Tennessee  College  of  Medicine 
and  the  City  of  Memphis  Hospitals,  Memphis, 
Tenn. 

*Warren  E.  Collins  Company,  Boston,  Mass. 

**McKesson  Appliance  Company,  Toledo,  Ohio. 


Results  and  Discussion 

The  application  of  testing  of  pulmonary 
function  in  the  tuberculous  patient  may  be 
divided  into  four  main  categories:  (1)  detec- 
tion of  reversible  deficits,  as  in  broncho- 
spastic  disorders  or  endobronchial  disease; 
(2)  evaluation  of  response  to  various  modal- 
ities of  therapy;  (3)  appraisal  of  preopera- 
tive status;  and  (4)  in  the  education  of  the 
patient. 

I.  Detection  of  Reversible  Deficits 
of  Pulmonary  Function 

Testing  of  pulmonary  function  is  most 
useful  in  the  detection  of  pulmonary  insuffi- 
ciency in  the  tuberculous  patient  who  will 
be  benefited  by  the  various  modalities  of 
medical  therapy.  Frequently  old  tubercu- 
lous patients  have  emphysema  and  broncho- 
spasm  in  addition  to  the  fibrosis  of  inactive 
tuberculosis.  These  patients  may  respond 
to  bronchodilators,  expectorants,  steroids, 
mechanical  breathing  devices  which  assist 
respiration,  and  training  in  the  maintenance 
of  an  effective  bronchopulmonary  toilet. 

Testing  of  pulmonary  function  can  give 
additional  information  not  always  demon- 
strated on  physical  examination,  by  fluor- 
oscopy, or  roentgenograms  of  the  chest, 
Methods  of  testing  ventilatory  function 
have  been  well  established.  The  minimal 
evaluation  includes  both  a total  vital  ca- 
pacity and  a timed  expiratory  (vital)  ca- 
pacity. 
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Fig.  1 (A). 


Fig.  1.  Normal  pulmonary  ventilation  function 
parameters  as  obtained  on  the  (A)  Conventional 
spirometer  (Respirometer);  (B)  Bellows  vital  ca- 
pacity apparatus  (The  Vitalor**). 


Normal  spirographic  and  ventilographic 
findings,  as  obtained  by  the  conventional 
spirometer,  have  been  well  documented  by 
Cournand  and  Richards,1  Comroe,-  Me- 
neely,3  Motley,4  and  Horton  and  Drerup/' 
These  normal  parameters  are  illustrated  in 
figure  1A  which  demonstrates  a normally 
performed  maximum  breathing  capacity 
and  total  and  timed  expiratory  vital  capaci- 
ties. Much  of  the  same  information  is  ob- 
tained by  use  of  the  Vitalor  as  originally 
described  by  Horton  and  Phillips,'1  and  is 
illustrated  in  figure  IB  indicating  the  nor- 
mal total  and  timed  expiratory  vital  capaci- 
ties and  maximum  expiratory  flow  rate. 
The  latter  parameters  can  be  obtained  sim- 
ply and  rapidly  in  the  office  or  at  the  bed- 
side, if  necessary. 

The  parameters  are  observed  when  pul- 


July,  1961 


VALUE,  APPLICATIONS  OF  PULMONARY  FUNCTION  TESTING— Horton,  Pate 


237 


o OOOOOO  o o 

O «r>  « to  oj  - o <T>  <n 


o 

<D 


Fig.  2.  “ Restrictive ” ventilatory  pattern  in  case 

of  pulmonary  fibrosis  associated  with  pulmonary 
sarcoidosis,  as  determined  on  the  (A)  Conven- 
tional spirometer;  (B)  Bellows  vital  capacity  ap- 
paratus. 


monary  (volume)  is  “ restricted ” due  to  de- 
creased lung  volume  or  decreased  expansi- 
bility of  the  lung  caused  by  intrinsic  or 
extrinsic  mechanism.  The  former  may  be 
secondary  to  pulmonary  fibrosis  and  the  lat- 
ter due  to  pleural  effusion,  fibrothorax, 
pneumothorax,  thoracoplasty,  and  plomb- 
age.  The  basic  ventilographic  change  con- 
sists of  a loss  of  the  total  vital  capacity.  The 
maximum  expiratory  flow  rate  may  be  well 
preserved  also,  as  determined  either  on  the 
conventional  spirometer  or  the  Vitalor.  Fig- 
ures 2A  and  2B  present  these  changes. 

The  “ obstructive ” ventilatory  pattern 
(Figs.  3 A and  3B)  demonstrates  a marked 
diminution  of  the  timed  expiratory  capacity 
and  the  maximal  rate  of  flow  as  seen  in  in- 
creased resistance  to  air  flow  as  seen  in 
endobronchial  disease  or  stenosis,  emphy- 
sema, and  bronchospasm.  The  latter  is  usu- 
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Fig.  3.  “Obstructive”  ventilatory  pattern  in  case 
of  obstructive  pulmonary  emphysema  as  obtained 
on  the  (A)  conventional  spirometer;  (B)  Bellows 
vital  capacity  apparatus  (the  vertical  lines  repre- 
sent volume  only — explanation  has  been  previ- 
ously described"). 

ally  reversible  after  the  administration  of 
bronchodilator  therapy. 


II.  Evaluation  of  Response  to  Therapy 

Testing  of  pulmonary  function  is  valua- 
ble in  determining  the  response  to  various 
forms  of  therapy.  Active  tuberculosis  may 
impair  ventilation.  The  permanence  of  this 
may  be  indicated  by  serial  testing  of  pul- 
monary function,  since  a return  toward  nor- 
mal may  result  from  therapy  of  this  infec- 
tious disease.  Even  when  the  disease  is 
inactive,  residual  complicating  emphysema 
and  fibrosis,  in  addition  to  the  chronic  bron- 
chitis syndrome,  may  pose  problems  in  the 
management  of  the  patient.  In  such  cases 
the  response  to  bronchodilator  drugs  may 
indicate  the  severity  of  the  bronchospastic 
element  and  the  implications  of  therapy. 
Figure  4 indicates  the  response  to  the  con- 
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Fig.  4. 


methods 

drome. 


Ventilatory  response  to  the  conventional 
of  therapy  for  the  chronic  bronchitis  syn- 


ventional  methods  of  the  chronic  bronchitis 
syndrome.  In  figure  5,  the  temporary  fa- 


Fig.  5.  Ventilatory  response  to  an  injection  of 
prednisolone  in  a patient  with  inactive  pulmonary 
tuberculosis  complicated  by  the  chronic  bronchitis 
syndrome  with  bronchospasm. 


vorable  response  of  the  expiratory  ventila- 
gramr‘  of  a tuberculous  patient  to  intramus- 
cular prednisolone  given  for  a subdeltoid 
bursitis  is  seen.  It  was  concluded  that  in 
advent  of  severe  respiratory  failure  in  this 
patient,  steroids  may  be  life  saving.  This 
was  later  borne  out  in  the  subsequent  clin- 
ical course  of  this  patient.  Figure  6 presents 
the  ventilatory  response  of  a patient  with 
severe  cor  pulmonale  resulting  in  anasarca 
resistant  to  diuretics,  correction  of  electro- 
lyte imbalance  digitalis,  low  salt  diet,  and 
daily  intravenous  aminophylin.  The  addi- 
tion of  steroid  therapy  resulted  in  a dra- 


Fig. 6.  Ventilatory  response  of  a patient  with 
cor  pulmonale  and  therapeutically  resistant  ana- 
sarca, treated  with  the  addition  of  adrenocortical 
steroids  (prednisolone). 

matic  ventilatory  and  clinical  response.  The 
response  on  the  expiratory  ventilogram  of 
another  tuberculous  patient  to  digitalization 
before  and  after  nebulized  bronchodilator 
therapy  is  illustrated  in  figure  7. 


Fig.  7.  Ventilagraphic  response  of  a tuberculous 
patient  with  cor  pulmonale  and  obstructive  em- 
physema to  digitalization  before  and  after  nebu- 
lized bronchodilator  therapy. 


III.  Estimation  of  Preoperative  Status 

Pulmonary  function  tests  are  valuable  in 
the  preoperative  study  of  tuberculous  pa- 
tients being  prepared  for  chest  surgery. 
These  studies  are  aimed  at  alerting  the 
clinician  to  prevent  postoperative  complica- 
tions. Comroe2  states  that  no  definite  cri- 
teria have  as  yet  been  developed  for  the 
preoperative  evaluation  of  the  candidate 
for  lobectomy  or  pneumonectomy,  and  it  is 
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likely  that  such  criteria  will  only  result 
from  a cooperative  study  requiring  a period 
of  years. 

Studies  of  pulmonary  function  were  ob- 
tained on  200  tuberculous  patients  under- 
going chest  surgery,  and  in  no  instance  did 
the  function  tests  exceed  the  clinical  ap- 
praisal of  the  patients’  tolerance  to  opera- 
tion.7 

In  some  instances  the  true  exercise  toler- 
ance, which  is  a major  factor  in  the  actual 
preoperative  evaluation  of  a patient,  may 
not  be  reflected  on  the  usual  pulmonary 
ventilation  tests.  The  ability  of  the  patient 
to  walk,  climb  stairs,  etc.  may  be  of  more 
significance  than  the  values  of  the  ventila- 
tory functions. 

A patient  requires  a vital  capacity  of  at 
least  1 to  1.5  liters  to  produce  an  effective 
cough  in  the  postoperative  period.  Thus, 
the  preoperative  vital  capacity  would  be  of 
prognostic  value  in  this  regard. 

Cardiopulmonary  insufficiency  is  more 
apt  to  develop  in  the  patient  with  obstruc- 
tive emphysema  who  has  hypercapnia  and 
hypoxia.  The  latter  can  produce  or  accen- 
tuate hypertension  in  the  pulmonary  vas- 
cular bed,  thus  putting  an  additional  load 
on  the  right  ventricle  which  may  result  in 
right  heart  failure.  Nitrous  oxide  anes- 
thesia is  avoided  in  this  type  of  patient,  and 
cyclopropane  with  80%  oxygen  is  preferred. 
With  cyclopropane  anesthesia  oxygenation 
is  usually  normal,  but  hypercapnia  may  de- 
velop unless  the  anesthetist  avoids  alveolar 
hypoventilation  by  adequately  assisting  the 
air  exchange.  Medications  that  depress  the 
respiratory  center,  such  as  barbiturates  and 
morphine,  are  to  be  avoided. 

The  resection  of  lung  tissue  may  decrease 
the  vital  capacity  and  the  maximum  breath- 
ing capacity  (or  the  maximum  voluntary 
ventilation),  but  the  changes  in  these  para- 
meters fail  to  correlate  with  the  extent  of 
the  resection.  Pneumonectomy  for  a de- 
stroyed lung  in  a tuberculous  patient  who 
has  previously  had  a thoracoplasty  usually 
has  no  significant  effect  upon  pulmonary 
function.  However,  late  thoracoplasty  after 
pneumonectomy  usually  further  decreases 
the  vital  capacity  and  the  maximum  breath- 
ing capacity.  Resection  of  an  atelectatic 
lobe  usually  has  no  effect  on  pulmonary 
function,  but  thoracoplasty  over  a diseased 


area  may  produce  more  atelectasis  by  com- 
pression of  the  previously  expanded  lung, 
decreasing  pulmonary  function. 

The  determination  of  the  vital  capacity 
parameters  prior  to  operation  may  suggest 
the  need  for  a tracheotomy  before  or  dur- 
ing the  surgical  procedure.  An  adequate 
vital  capacity  must  be  maintained  to  ensure 
an  adequate  cough.  Tracheotomy  may  also 
be  indicated  for  the  aspiration  of  bronchial 
secretions,  to  decrease  dead  space,  and  to 
facilitate  a more  effective  bronchopulmo- 
nary toilet. 

IV.  Education  of  the  Patient 

Recorded  serial  studies  of  pllmonary  func- 
tion are  of  great  value  in  the  education  of 
the  tuberculous  patient.  An  illustration 
may  be  worth  a thousand  words. 

Psychologically,  objective  evidence  of  im- 
proving pulmonary  function  can  offer  great 
encouragement  to  the  patient.  It  can  also 
illustrate  the  effectiveness  of  various  drugs 
or  treatment  programs  as  seen  in  figures  5 
and  6,  following  steroid  therapy,  or  the  re- 
sponse to  digitalization  before  and  after 
nebulized  bronchodilator  therapy,  as  in  fig- 
ure 7. 

The  investigation  of  new  drugs  used  in 
the  therapy  of  the  chronic  bronchitis  syn- 
drome can  be  more  adequately  evaluated 
by  those  methods.  In  addition,  the  lack  of 
a therapeutic  response  to  a certain  drug 
may  be  significant  in  the  overall  manage- 
ment of  the  tuberculous  patient.  Testing  of 
pulmonary  function  may  establish  greater 
rapport  between  patient  and  physician. 
Finally,  the  harmful  effects  of  smoking  can 
be  more  forcefully  pointed  out  to  the  pa- 
tient. Such  a demonstration,  presenting  ob- 
jective personal  evidence  may  be  more  ac- 
ceptable to  the  patient  than  theoretical 
discussions  with  him. 

Summary 

The  value  and  applications  of  pulmonary 
function  testing  in  the  active  and  inactive 
tuberculous  patient  with  chronic  broncho- 
pulmonary disease  has  been  presented  and 
discussed. 
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Complicated  by  Diabetes  Mellitus:  Sims,  Ethan, 

A.  H.,  M.D.  Diabetes,  May-June,  1961,  10,  p. 

190. 

In  normal  midpregnancy  renal  plasma  flow  is 
increased  approximately  50%  and  glomerular  fil- 
tration rate  about  30%.  The  juvenile  diabetic  is 
subject  to  three  forms  of  kidney  disease,  namely, 
glomerulosclerosis,  pyelonephritis  and  toxemia. 
The  purpose  of  this  study  was  to  delineate  the 
effect  of  pregnancy  on  renal  function  and  8 pa- 
tients who  had  diabetes,  5 with  clinical  renal  dis- 
ease, were  studied  with  insulin  and  para-amino 
hippurate  clearance. 

Essentially  the  same  increase  in  filtration  rate 
and  plasma  flow  was  found  as  has  been  found  in 
normal  pregnant  patients.  However,  there  was 


a proportionally  greater  increase  in  plasma  flow 
than  in  filtration  rate,  so  that  the  filtration  frac- 
tion was  lower  than  in  normal  subjects.  Reduced 
filtration  rate  characteristically  occurred  in  the 
presence  of  pregnancy  complicated  by  Kimmel- 
stiehl-Wilson’s  disease. 

In  the  presence  of  pyelonephritis  and  preg- 
nancy, renal  clearances  were  not  as  diagnostic 
and  were  found  to  be  normal  or  even  above  nor- 
mal. 

The  physiologic  edema  of  pregnancy  in  these 
patients  developed  in  the  presence  of  a normal 
rate  of  glomerular  filtration. 

Finally,  the  tendency  toward  glucosuria  was 
increased  as  a result  of  the  physiological  increase 
in  filtration  rate.  (Abstracted  for  Tennessee  Dia- 
betic Association  by  Dr.  Fred  Goldner,  Nashville.) 
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CASE  REPORT 

Postoperative  Death  Due  to 
Pheochromocytoma. 

Benjamin  T.  Po,  M.D.  and  Lynch  D.  Bennett,  M.D.,* 
Nashville,  Tenn. 

Patients  who  have  a history  of  hyper- 
tension and  who  are  to  undergo  a major  or 
minor  surgical  procedure  should  be  care- 
fully evaluated  as  to  their  hypertensive 
problem.  A complete  past  history  is  essen- 
tial, especially  with  respect  to  the  hyper- 
tensive status.  Fifty  percent  of  the  patients 
encountered  with  hypertension  due  to  pheo- 
chromocytoma are  not  readily  distinguish- 
able from  those  with  essential  hyperten- 
sion. Symptoms  and  signs  of  hypertension 
due  to  pheochromocytoma  are  the  result  of 
epinephrine  and  norephinephrine  which 
these  tumors  produce.1  The  development  of 
acute  hypertension  during  anthesesia  or 
during  an  operative  procedure  may  rarely 
be  due  to  the  presence  of  an  unsuspected 
pheochromocytoma.  It  is  important  that 
both  surgical  and  anesthesia  teams  be  aware 
of  this,  for  adrenolytic  drugs  may  be  the 
only  method  available  to  control  the  dan- 
gerous and  fatal  hypertension.-  Smithwick 
and  coauthor8  reported  that  in  their  series 
of  patients  who  were  to  be  treated  by  ex- 
tensive sympathectomy  for  hypertension, 
0.5'  o had  pheochromocytoma.  According 
to  Graham1  pheochromocytoma  is  responsi- 
ble for  the  death  of  about  800  persons  in  this 
country  annually.  Some  of  these  patients 
undergo  surgery  and  their  response  to  ei- 
ther anesthesia  and/or  surgery  may  be  fa- 
tal. Apgar  and  Papper3  showed  that  the 
danger  of  performing  unrelated  surgical 
procedures  on  patients  with  pheochromo- 
cytoma is  associated  with  mortality  of  about 
50  percent.  If  one  is  aware  of  this  condi- 
tion and  recognizes  some  of  the  potential 
dangerous  responses  during  a surgical  or 
anesthetic  procedure,  it  may  lead  to  the 
recognition  of  the  unsuspected  disease.  Un- 
fortunately, 70%  of  all  instances  of  pheo- 
chromocytoma are  diagnosed  only  at  post- 
mortem.6 

In  this  report  a case  is  being  used  to  stress 
the  importance  of  a good  past  history,  and 


*From  the  Surgical  Service,  Baptist  Hospital, 
Nashville,  Tenn. 


a careful  evaluation  of  the  hypertension 
even  if  the  patient  is  to  undergo  a minor 
procedure. 

Case  Report 

A.  B.  (326720)  a 52  year  old  white  woman  was 
admitted  on  Nov.  27,  1960,  for  a diagnostic  dila- 
tation and  curettage  because  of  vaginal  bleeding 
which  started  on  Oct.  15,  1960.  Bleeding  lasted 
for  8 days,  resembling  what  the  patient  described 
as  a regular  menstrual  flow.  The  last  menstrual 
period  was  approximately  2 years  ago.  No  other 
symptoms  were  noted  to  be  attributed  to  her 
gynecologic  problem. 

The  only  significant  past  history  available  was 
that  she  had  been  treated  for  episodes  of  high 
blood  pressure  on  several  occasions  with  anti- 
hypertensive drugs. 

Further  inquiries  after  the  death  of  the  patient 
revealed  that  she  had  been  treated  elsewhere  for 
high  blood  pressure  with  a reading  of  180/100  on 
April  23,  1958.  She  was  treated  with  Rauwiloid 
and  Veriloid.  On  May  23,  1958,  her  B.P.  was 
210/100.  Subsequent  follow-up  twice  weekly  re- 
vealed pressure  reading  oscilating  from  140/80 
to  170/100.  On  her  last  visit  on  May  10,  1959,  the 
B.P.  was  150/80.  Except  for  some  urinary  infec- 
tion, she  had  no  other  symptoms.  The  patient 
was  not  seen  by  a doctor  for  the  hypertensive 
disorder  from  May  1959  until  onset  of  vaginal 
bleeding. 

On  admission  to  the  hospital  the  B.P.  was 
180/100,  P.  82  per  minute,  and  R.  18  per  minute, 
T.  98.6°  F.  Complete  physical  examination  re- 
vealed no  abnormal  findings  other  than  moderate 
cervicitis,  with  bleeding  from  the  cervix  of  a 
normal  sized  uterus. 

Laboratory  examinations  revealed  urinalysis 
and  complete  blood  counts  to  be  within  normal 
limits,  except  for  a low  urinary  specific  gravity 
of  1.002.  On  Nov.  27,  1960,  the  patient  was  given 
Nembutal  (pentobarbital  sodium)  0.1  Gm.,  Dem- 
erol (meperidine)  75  mg.,  atropine  0.0004  Gm. 
for  premedication.  On  the  following  day,  under 
Surital  (thiamylal  sodium)  200  mg.,  nitrous  oxide 
1.5%,  cyclopropane  300  cc.  per  minute  and  oxy- 
gen 1.5%  combination  anesthesia,  dilatation  and 
curettage  were  performed.  A very  small  amount 
of  atrophic  tissue  was  obtained.  Biopsy  of  the 
cervix  and  endocervix  were  also  done.  The  pro- 
cedure lasted  15  minutes.  During  the  procedure, 
the  B.P.  was  maintained  between  140/90  to  160/ 
100,  P.  85  per  minute  and  R.  20  per  minute.  No 
untoward  reactions  were  noted.  The  patient  tol- 
erated the  procedure  well  and  left  the  operating 
room  in  satisfactory  condition. 

Upon  arrival  to  the  recovery  room,  the  patient 
had  a B.P.  of  200/140.  This  was  soon  followed 
by  pallor  and  sweating.  Re-evaluation  of  the 
patient’s  condition  revealed  a B.P.  of  190/140. 
The  patient  rapidly  developed  signs  and  symp- 
toms of  pulmonary  edema  (dyspnea,  tachycardia, 
and  rales  on  both  lung  fields).  She  was  digi- 
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talized  with  lanatoside  C.  She  then  developed 
hypotension,  the  blood  pressure  dropping  to  shock 
level.  She  was  given  vasopressor  agents  in  the 
form  of  Vasoxyl  (methoxamine  Hcl.)  and  then 
Levophed  (levarterenol)  and  Neosynephrine  (phe- 
nylephrine). In  spite  of  all  efforts,  the  patient 
died  3 hours  after  the  termination  of  the  surgical 
procedure. 

An  autopsy  was  obtained  and  the  patient  was 
found  to  have:  (1)  a pheochromocytoma  in  the 
left  suprrenal  gland;  (2)  pulmonary  edema  and 
congestion;  (3)  cerebral  edema;  (4)  parasagittal 
meningioma;  and  (5)  passive  visceral  congestion. 

Comments 

It  has  been  postulated  that  the  prolonged 
high  level  of  circulatory  vasopressor  prod- 
ucts from  the  pheochromocytoma  might 
cause  a chronic  decrease  in  the  total  blood 
volume.  If  this  were  true,  the  removal  of 
the  source  of  the  vasopressor  substances 
would  result  in  the  expansion  of  the  vascu- 
lar bed  to  normal,  in  turn  resulting  in  shock 
unless  the  reduced  blood  volume  was  re- 
stored to  normal.  There  have  been  pub- 
lished reports  of  the  beneficial  effect  of 
whole  blood  transfusion  at  the  time  of  the 
• removal  of  the  tumor,  but  these  have  been 
given  apparently  on  an  empirical  basis.7'8 
Death  usually  follows  as  the  result  of  hyper- 
tensive crisis,  which  may  lead  to  cerebral 
hemorrhage,  pulmonary  edema,  ventricular 
fibrillation  or  acute  ventricular  failure.  This 
is  usually  followed  by  secondary  hypoten- 
sion which  may  be  severe  and  fatal.  It  is 
thought  that  hypotension  is  due  to  a cessa- 
tion of  secretion  of  norepinephrine  and 
epinephrine  by  the  tumor.9  Bartels  and  Ca- 
tell10  emphasize  that  these  instances  of  hy- 
pertension constitute  an  extremely  danger- 
ous situation  and  that  urgent  treatment 
should  be  instituted. 

Two  instances  of  pheochromocytoma  were 
reported  by  Taylor,2  which  were  suspected 
and  diagnosed  after  an  unusual  hyperten- 
sive crisis  during  induction  of  anesthesia 
and  surgical  procedure. 

A number  of  signs  and  symptoms  suggest 
the  possibility  of  a pheochromocytomas  or 
paragangliomas  as  a cause  of  hypertension. 
These  include  paroxysmal  or  nonparoxys- 
mal  hypertension,  sweating,  vasomotor  phe- 
nomena, elevated  body  temperature,  normal 
cold  pressor  response,  postular  hypotension 
and  postular  tachycardia.  Laboratory  ex- 
aminations include  a fasting  blood  sugar 


level  above  120  mgs.  per  100  cc.  or  more,  a 
basal  metabolic  rate  of  plus  20%  or  more, 
glycosuria  and  elevated  catecholamine  lev- 
els in  the  urine.  Other  diagnostic  tests  are 
intravenous  pyelogram,  insufflation  of  air 
retroperitoneally,  glucose  tolerance  test, 
precipitation  of  attacks  with  the  histamine 
and  the  Regitine  (methanesulfonate)  test. 
Radioactive  Diodrast  (iodopyracet)  uptake, 
and  a test  of  renal  function,  especially  How- 
ard’s test,  are  of  diagnostic  aid  in  distin- 
guishing hypertension  of  renal  origin.  Git- 
low  and  associates,11  described  a simple 
colorimetric  urine  test  for  pheochromocy- 
toma. The  test  involved  in  the  semi-quan- 
titative  determination  of  VMA  (3-methoxy, 
4-hydroxymandelic  acid),  a metabolite  of 
epinephrine  and  norepinephrine)  in  the 
urine.  The  VMA  is  present  in  normal  hu- 
man urine  but  is  abnormally  elevated  in  the 
patients  with  pheochromocytoma.  This  test 
is  used  as  a screening  test  and  further  stud- 
ies should  be  made  if  a possitive  result  is 
obtained.  It  helps  differentiate  normal  sub- 
jects or  patients  with  primary  hypertension 
from  those  with  pheochromocytoma. 

Although  there  is  no  absolute  test  which 
is  invariably  diagnostic,  careful  study  of  the 
patient  often  reveal  a number  of  highly 
suspicious  findings,  and  with  these,  explora- 
tion will  rarely  show  negative  result. 

Summary 

Pheochromocytomas,  although  considered 
to  be  rare,  can  often  be  detected  by  careful 
appraisal  of  the  history  and  the  patient’s 
physique.  This  tumor  is  peculiar  to  thin 
people,  especially  those  with  persistent  hy- 
pertension. 

A case  has  been  presented  in  which  a past 
history  failed  to  reveal  intermittent  hyper- 
tension and  the  hypertension  on  admission 
was  considered  to  be  of  an  origin  other  than 
a pheochromocytoma. 

A simple  colorimetric  test  for  pheochro- 
mocytoma has  been  described  which  can 
easily  be  performed  in  ordinary  clinical  lab- 
oratory. 

During  anesthesia  or  surgical  procedure, 
a sudden  rise  of  blood  pressure  without  un- 
due reasons  should  alert  both  the  anesthesi- 
ologist and  the  surgeon  to  the  possibility  of 
an  unsuspected  pheochromocytoma;  the 
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procedure  should  be  terminated  and  the  pa- 
tient be  thoroughly  screened  for  this  tumor. 
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for  more  trips  to  the  doctor  than  either  of  the  two 
leading  disease  categories,  respiratory  and  circula- 
tory disorders.  N.D.T.I.  results  point  up  a major 
role  of  the  American  physician  in  maintaining  the 
good  health  of  “well”  patients.  N.D.T.I.  collected 
data  from  approximately  2700  doctors  during  1960. 
The  study  estimated  a grand  total  of  972  million 
individual  diagnoses  were  made  by  physicians  for 
private  patients  in  the  U.  S.  last  year.  (Release — 
April,  1961). 
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CASE  REPORT 

Histoplasmosis  Resembling 

Tumor  of  the  Lung 

Marvin  L.  Wolff,  M.D.,*  Memphis,  Tenn. 

A 41  year  old  white  man  came  to  my  office  on 
January  20,  1959,  with  the  complaint  that  he  had 
been  having  a fever  up  to  101°F.  each  afternoon 
for  the  previous  3 weeks.  Except  for  general  ma- 
laise associated  with  the  fever,  he  had  no  symp- 
toms. The  physical  examination  was  normal,  an 
electrocardiogram  and  urinalysis  were  normal,  but 
his  temperature  was  100. 5°F.,  his  white  blood 
count  was  elevated  to  13,000,  with  a nomal  differ- 
ential count,  and  the  sedimentation  rate  was  rapid, 
45  mm.  per  hour.  A chest  film  showed  an  infiltra- 
tion in  the  right  lower  lung  field.  I considered  a 
likely  diagnosis  to  be  a partially  resolved  primary 
atypical  pneumonia,  prescribed  a tetraclycline  in 
the  dosage  of  250  mg.  every  4 hours,  and  asked 
the  patient  to  remain  at  home  in  bed  for  one  week. 

At  the  end  of  this  week,  he  felt  better,  his  tem- 
perature reached  only  99.5°F.  in  the  afternoons, 
but  another  chest  film  showed  that  the  infiltrate 
persisted  in  the  right  lower  lung  field,  and  his 
white  blood  count  had  risen  to  16,000.  The  sedi- 
mentation rate  remained  rapid,  44  mm.  per  hour. 
First  and  second  strength  tuberculin  skin  tests 
were  negative.  Neither  chest  pain  nor  cough  de- 
veloped. Careful  questioning  failed  to  reveal  ex- 
posure to  any  noxious  agents  or  contact  with  in- 
fectious persons  or  animals.  It  was  only  many 
months  later,  after  the  patient  had  recovered,  that 
an  article  in  the  New  Yorker  on  histoplasmosis 
reminded  him  that  he  had  cleaned  an  abandoned 
chickenhouse  in  October,  1958. 

On  Feb.  2,  1959,  he  was  admitted  to  Baptist 
Memorial  Hospital,  Memphis,  for  further  study. 


*From  the  Department  of  Medicine,  University 
of  Tennessee  College  of  Medicine,  Memphis,  Tenn. 


There  postero-anterior  and  lateral  roentgeno- 
grams of  the  chest,  along  with  laminagrams, 
demonstrated  a right  hilar  mass  depressing  and 
distorting  the  lower  lobe  main  stem  bronchus, 
with  an  infiltration  extending  laterally  and  pos- 
teriorly into  the  upper  portion  of  the  right  lower 
lobe  (Fig.  1-A,  B).  On  Feb.  6,  Dr.  Duane  M.  Carr 
performed  a bronchoscopic  examination,  which 
was  negative  Bronchial  washings  were  negative 
for  tumor  cells,  acid-fast  organisms,  fungi,  or  any 
pathogenic  bacteria.  Samples  of  sputum,  blood, 
and  sternal  marrow  were  examined  directly  and 
by  culture;  none  revealed  any  abnormality.  Ro- 
entgenograms of  the  hands  and  feet  were  normal; 
there  was  no  evidence  of  sarcoidosis.  Further 
chest  films  indicated  a persistence  of  the  hilar 
mass  and  peripheral  infiltrate;  the  hilar  mass  was 
perhaps  somewhat  enlarged.  A skin  test  for  histo- 
plasmosis was  positive  and  interestingly,  excited  a 
week-old  negative  tuberculin  skin  test  to  become 
positive.  Later  serologic  tests  for  the  whole  yeast 
antigen  of  Histoplasma  capsulatum,  performed 
at  Kennedy  Veterans  Administration  Hospital, 
were  reported  indicative  of  an  active  infection; 
the  positive  titer  was  over  256. 1 During  the  period 
of  hospitalization  the  patient  remained  asympto- 
matic, except  that  his  temperature  rose  each  after- 
noon to  99.5  or  100. 0°F.,  the  white  blood  count 
ranged  from  16,000  to  19,000,  and  the  sedimenta- 
tion rate  continued  rapid,  at  45  mm.  per  hour. 

On  March  3,  1959,  Dr.  Duane  M.  Carr  performed 
a thoracotomy.  A nodular  lesion  was  found  in 
the  periphery  of  the  right  lower  lobe,  and  a wedge 
resection  of  this  was  done.  Frozen  section  ex- 
amination proved  it  nonmalignant.  The  medi- 
astinal mass  turned  out  to  be  enlarged  lymph 
nodes  with  caseous  centers.  Material  from  an 
enlarged  node  was  aspirated  and  sent  to  the  lab- 
oratory, along  with  the  resected  nodule,  for  cul- 
tures and  tissue  study.  All  cultures  were  nega- 
tive, and  the  tissue  study  revealed  a chronic, 


Fig.  1 (B). 


Fig.  1 (A). 
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granulomatous,  caseating  lesion;  neither  acid-fast 
nor  other  organisms  were  identified. 

The  patient’s  postoperative  course  was  smooth 
and  uneventful,  and  he  was  discharged  from  the 
hospital  on  March  12.  While  awaiting  the  labora- 
tory reports,  isoniazid  and  para-amino-salicylic 
acid  were  given  as  precautionary  measures.  These 
were  discontinued  in  about  6 weeks  when  the  cul- 
tures were  reported  negative  for  acid-fast  or- 
ganisms. The  diagnosis  of  histoplasmosis  being 
probable,  the  patient  was  continued  on  bed  rest 
and  given  Gantrisin'  for  approximately  3 months. 
He  remained  asymptomatic,  was  gradually  reha- 
bilitated, and  slowly  resumed  normal  activity.  He 
has  continued  healthy  and  free  of  symptoms.  Fol- 
low-up chest  films  have  not  revealed  any  evidence 
of  a recurrent  infection.  The  most  recent  film, 
of  April  12,  1961,  is  shown  (Fig.  2). 


Fig.  2. 

Comment 


The  clinical  and  roentgenographic  pic- 
tures in  this  case  are  compatible  with  a num- 


ber of  entities:  Hodgkin’s  disease,  lymph- 
oma, carcinoma,  tuberculosis,  sarcoidosis, 
and  histoplasmosis,  to  mention  a few.  The 
evidence  favors  a diagnosis  of  histoplas- 
mosis on  the  basis  of  the  positive  skin  test 
and  the  positive  serologic  studies,  the  his- 
tory of  cleaning  an  abandoned  chicken- 
house  3 months  before  the  illness  began, 
failure  to  demonstrate  acid-fast  organisms 
in  a caseating,  granulomatous  lesion,  and 
the  apparently  spontaneous  remission  of  the 
active  process.  Inability  to  demonstrate  the 
organisms  Histoplasma  capsulatum  has  been 
stressed.11  It  may  be  added  that  the  disease 
is  indigenous  in  western  Tennessee. 

No  apology  is  needed  for  the  surgical  ex- 
plorations. Histoplasmosis  may  take  many 
forms,5  and  when  it  resembles  a neoplasm, - 
surgery  may  be  the  only  recourse  for  ex- 
cluding a diagnosis  of  a malignancy. 

Of  interest  is  that  the  patient  remains 
well. 
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Vanderbilt  University  Hospital* 

Cushing's  Syndrome 

DR.  JOHN  FOSTER:  The  subject  for  dis- 
cussion today  is  Cushing’s  Syndrome.  Dr. 
Main  will  present  a patient  who  is  cur- 
rently in  the  hospital. 

DR.  BEACHLEY  MAIN:  This  19  year  old  white 
man  was  admitted  to  Vanderbilt  University  Hos- 
pital for  the  first  time  on  March  16,  1961,  because 
of  weakness  and  fatigue.  The  present  illness 
probably  dated  back  about  six  to  eight  months 
prior  to  admission  when  he  first  noted  unusually 
easy  fatiguability.  This  was  followed  by  a rapid 
weight  gain  to  180  pounds  for  which  he  was  hos- 
pitalized at  home  on  Nov.,  1960.  He  was  placed 
on  a diet  and  lost  about  15  pounds.  He  was  sub- 
sequently hospitalized  twice  for  weakness,  with 
persistent  leucocytosis  of  15,000-17,000  and  with 
red  blood  cells  in  his  urine.  During  the  past  3 
months  prior  to  admission,  he  developed  a “moon- 
faced” appearance,  low  back-ache,  acne  over  the 
trunk,  headaches,  marked  weakness  and  alleged 
hypertension.  He  had  had  no  cardiopulmonary, 
gastrointestinal,  or  urologic  symptoms. 

On  physical  examination  B.P.  was  100/80,  P. 
100,  R.  20,  and  T.  98°  orally.  He  was  a round- 
faced,  young  man  with  truncal  obesity.  There 
was  a suggestion  of  a “buffalo  hump”  over  the 
upper  thoracic  spine.  Visual  fields  were  full  and 
no  abnormalities  of  the  optic  discs  were  noted. 
Thyroid  was  not  enlarged.  Examination  of  the 
heart,  lungs,  abdomen,  genitalia,  and  rectum  were 
normal. 

Laboratory  results  revealed  a PCV.  of  50  and 
WBC.  count  of  7,700  with  a normal  differential, 
platelets,  bleeding  and  clotting  time.  One  serum 
calcium  was  7.8  mg.%,  but  two  subsequent  de- 
terminations were  normal.  Serum  electrolytes, 
fasting  blood  sugar,  and  liver  function  studies 
were  normal.  Urinalysis  was  negative.  Glucose 
tolerance  test  revealed  the  blood  sugar  slightly 
elevated  to  168  mg.%  at  2 hours  and  159  mg.% 
at  3 hours  without  glycosuria.  Baseline  urinary 
17-hydroxycorticosteroids  averaged  20  mg.  with 
an  unusually  wide  variation  from  9 to  39  mg. 
per  24  hours.  ACTH  stimulation  on  two  occa- 
sions resulted  in  increases  to  53  and  72  mg.  re- 
spectively. There  was  no  suppression  of  17- 
hydroxycorticosteroid  production  on  either  small 
or  large  doses  of  dexamethasone.  Electrocardio- 
gram revealed  no  abnormalities.  Skull  and  chest 
x-rays  were  normal.  X-ray  studies  of  the  ab- 
domen, intravenous  pyelograms,  and  intravenous 
aortograms  showed  no  abnormalities.  He  was 
transferred  to  the  Surgical  Service  and  taken  to 


*From  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine  and  Vanderbilt 
University  Hospital,  Nashville,  Tenn. 


the  operating  room  on  April  5,  1961. 

DR.  JOHN  FOSTER:  Dr.  Liddle,  would 
you  please  tell  us  of  the  endocrinologist’s 
approach  to  a patient  suspected  to  have 
Cushing’s  syndrome? 

DR.  GRANT  LIDDLE:  Cushing’s  syn- 
drome is  to  be  suspected  when  patients 
present  the  manifestations  listed  in  Table  1. 


Table  I. 

Incidence  of  Manifestations  of  Cushing’s 
Syndrome  in  a Series  of  33  Patients 


Clinical  Manifestations 

33/33 

Protein  Wasting 

26/33 

Osteoporosis 

22/30 

Ecchymoses 

22/33 

Striae 

17/33 

Impaired  Glucose  Tolerance 

26/31 

Hypertension 

24/33 

Central  Obesity 

31/33 

Mental  Aberrations 

13/33 

Menstrual  Aberrations 

13/17 

Weakness 

18/33 

Edema 

8/33 

Hypokalemia 

3/33 

Elevated  17-OHCS 

33/33 

Abnormal  Resistance  to  Pituitary- 
Adrenal  Suppression 

33/33 

The  frequencies  with  which  various  mani- 
festations occur  in  patients  with  Cushing’s 
syndrome  are  also  given  in  the  table.  Un- 
fortunately for  the  clinician  these  manifes- 
tations are  rather  nonspecific.  Each  mani- 
festation is  seen  in  the  absence  of  Cushing’s 
syndrome,  and  most  patients  with  Cush- 
ing’s syndrome  exhibit  only  a fraction  of 
the  manifestations  which  are  listed.  While 
the  clinical  picture  alone  is  sometimes  suf- 
ficiently clear  to  enable  one  to  make  a firm 
diagnosis  of  Cushing’s  syndrome,  it  is  fre- 
quently necessary  to  confirm  the  clinical 
diagnosis  by  means  of  special  studies  of 
adrenocortical  function.  Cushing’s  syn- 
drome is  now  known  to  be  due  to  a chronic 
excess  of  cortisol  (hydrocortisone),  and  the 
special  tests  which  are  pertinent  to  the  eval- 
uation of  this  disorder  include,  (1)  determi- 
nations of  cortisol  secretion  rate,  (2)  assays 
of  plasma  cortisol,  and  (3)  assays  of  urinary 
cortisol  metabolites,  so-called  “17-hydroxy- 
corticosteroids.”  These  measurements  are 
made  not  only  under  “control”  conditions 
but  also  during  standard  treatment  with 
corticotropin  (ACTH),  dexamethasone,  or 
Metopirone  (SU-4885).  The  detailed  pro- 
cedures and  the  results  obtained  with  these 
tests  have  been  described  previously.123 

In  our  laboratory  the  most  practical  in- 
dex of  cortisol  secretion  has  been  the  quan- 
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tity  of  17-hydroxycorticosteroids  in  the 
urine.  Normal  adults  usually  excrete  3 to 
12  mg.  of  17-hydroxycorticosteroids  per  24 
hours.  Occasionally  very  large  and  active 
individuals  excrete  greater  quantities.  One 
can  gain  some  idea  about  the  accuracy  of 
urine  collection  and  at  the  same  time  make 
an  adjustment  for  body  size  by  relating  the 
quantity  of  17-hydroxycorticosteroids  to  the 
quantity  of  creatinine  in  the  urine.  Normal 
individuals  excrete  from  4 to  8 mg.,  and 
patients  with  Cushing’s  syndrome  almost 
always  excrete  more  than  10  mg.  of  17- 
hydroxycorticosteroids  per  gram  of  creat- 
inine. 

The  fact  that  patients  with  Cushing’s 
syndrome  secrete  such  large  quantities  of 
cortisol  suggests  that  the  pituitary-adrenal 
system  of  these  individuals  is  abnormally 
resistive  to  the  suppressive  influence  of 
cortisol-like  steroids.  This  abnormal  resis- 
tance can  readily  be  demonstrated  by  ob- 
serving the  response  to  dexamethasone,  a 
potent  synthetic  steroid  which,  like  cortisol, 
is  capable  of  suppressing  ACTH  secretion. 
When  normal  subjects  are  treated  with 
dexamethasone  0.5  mg.  every  6 hours,  their 
urinary  17-hydroxycorticosteroids  fall  to 
less  than  2.5  mg.  per  24  hours  by  the  sec- 
ond day  of  treatment.  When  patients  with 
Cushing’s  syndrome  are  similarly  treated, 
their  17-hydroxycorticosteroids  do  not  fall 
to  a comparable  degree,  remaining  at  or 
above  5 mg.  per  day.  This  diagnostic  ma- 
neuver is,  therefore,  valuable  in  separating 
patients  who  have  true  hyperadrenocorti- 
cism  from  those  who  do  not.  It  is  also  pos- 
sible to  carry  the  suppression  test  one  step 
further  in  an  effort  to  separate  patients  who 
have  Cushing’s  syndrome  due  to  autono- 
mous adrenocortical  activity  (adrenal  tu- 
mors) from  those  who  have  ACTH-depend- 
ent  (bilateral)  adrenocortical  hyperfunc- 
tion. In  response  to  dexamethasone  2.0  mg. 
every  6 hours  (equivalent,  physiologically, 
to  more  than  240  mg.  of  cortisol  per  day), 
patients  with  ACTH-dependent  hyper- 
adrenocorticism  almost  always  exhibit  dis- 
tinct decreases  in  urinary  17-hydroxycorti- 
costeroids. This  response  has  been  observed 
in  28  out  of  31  cases  of  ACTH-dependent 
hyperadrenocorticism  studied  in  our  unit. 
Of  the  3 exceptions,  2 were  patients  with 


“ACTH-secreting”  tumors  of  the  lung  and 
one  was  the  patient  described  in  this  report. 
In  all  3 cases  corticotropic  activity  was  dem- 
onstrated in  the  plasma,  leaving  little  doubt 
as  to  the  cause  of  the  adrenocortical  hyper- 
activity. The  fact  that  adrenocortical  ac- 
tivity was  demonstrated  to  be  suppressible 
in  the  other  28  cases  may  also  be  taken  as 
an  indication  that  the  hyperadrenocorticism 
of  these  patients  was  ACTH-dependent, 
since  the  only  way  in  which  dexamethasone 
is  known  to  affect  adrenal  function  is 
through  suppression  of  ACTH  secretion.  In 
contrast  to  most  patients  with  ACTH- 
dependent  hyperadrenocorticism,  those  with 
Cushing’s  syndrome  due  to  autonomously 
functioning  adrenal  tumors  fail  to  show 
significant,  reproducible  decreases  in  17- 
hydroxy  corticosteroid  excretion  when 
treated  with  large  doses  of  dexamethasone. 
This  “absolute”  resistance  to  the  suppres- 
sive influence  of  exogenous  corticosteroids 
has  been  observed  in  all  10  of  the  patients 
with  Cushing’s  syndrome  due  to  adrenal 
tumors  who  have  been  studied  in  our  unit. 
It  is  possible,  therefore,  to  state  with  a very 
high  degree  of  probability  that  patients 
either  have  adrenal  tumors  or  extra-adrenal 
malignancies  if  their  17-hydroxycorticos- 
teroids cannot  be  suppressed  significantly 
with  large  doses  of  dexamethasone. 

Further  diagnostic  information  can  be  ob- 
tained through  observations  of  responses  to 
standard  intravenous  infusions  of  ACTH. 
In  normal  adults  and  patients  without 
Cushing’s  syndrome,  urinary  17-hydroxy- 
corticosteroids usually  rise  to  20  to  40  mg. 
per  24  hours  in  response  to  the  continuous 
infusion  of  50  units  of  ACTH  over  a period 
of  8 hours.  Greater  responses  are  shown 
by  about  5%  of  the  “non-Cushing”  popula- 
tion and  by  over  90%  of  patients  with  Cush- 
ing’s syndrome  due  to  bilateral  adrenal 
hyperfunction.  Patients  with  Cushing’s 
syndrome  due  to  adrenal  carcinoma  rarely 
respond  to  a single  infusion  of  ACTH.  A 
small  majority  of  patients  with  benign 
adrenal  adenomas  respond  excessively  to 
exogenous  ACTH  while  a sizeable  minority 
respond  subnormally  or  not  at  all. 

Still  another  diagnostic  maneuver  which 
can  be  employed  is  the  standard  Metopirone 
(SU-5885)  test.  Patients  with  ACTH- 
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dependent  Cushing’s  syndrome  generally 
respond  to  this  11/3-hydroxylase  inhibitor 
with  an  increase  (often  a supernormal  in- 
crease) in  urinary  17-hydroxycorticoster- 
oids.  Such  increases  have  not  been  observed 
in  patients  with  Cushing’s  syndrome  due  to 
autonomous  adrenocortical  tumor. 

With  proper  use  of  these  tests  it  is  almost 
always  possible  to  diagnose  the  cause  of 
Cushing’s  syndrome  without  resorting  to 
surgical  exploration  of  the  adrenals.  In 
the  present  case,  however,  the  failure  of  the 
17-hydroxycorticosteroids  to  fall  signifi- 
cantly in  response  to  large  doses  of  dex- 
amethasone  suggested  that  the  patient 
might  have  an  adrenal  tumor  even  though 
adrenal  tumors  which  are  responsive  to  ex- 
ogenous ACTH  are  extremely  rare  in  males. 
It  was  felt  mandatory,  therefore,  that  this 
particular  patient  undergo  adrenal  explora- 
tion. 

DR.  JOHN  FOSTER:  Dr.  Harris,  how  does 
the  urologist  localize  an  adrenal  tumor? 

DR.  A.  PAGE  HARRIS:  When,  from  the 
laboratory  data,  one  strongly  suspects  an 
adrenal  tumor  as  the  etiologic  basis  for 
Cushing’s  syndrome,  efforts  directed  toward 
its  lateralization  should  be  instituted.  In 
step-wise  fashion,  one  should  obtain  intra- 
venous urography  followed  by  simultaneous 
aortography  and  retroperitoneal  carbon  di- 
oxide insufflation.  In  the  presence  of  large 
tumors  (>  7 cm.)  intravenous  urography 
usually  suffices  since  a tumor  of  this  size 
often  displaces  the  kidney.  Occasionally 
one  will  be  misled  by  a disproportionately 
large  hyperplastic  adrenal.  Keeping  in 
mind  the  fact  that  small  tumors  (<  3 cm.) 
seldom  lend  themselves  to  localization, 
aortography  and  retroperitoneal  insuffla- 
tion of  carbon  dioxide  will  often  clearly 
demonstrate  the  tumors  of  intermediate 
size  (3-7  cm.). 

DR.  JOHN  FOSTER:  Dr.  Allen,  would 
you  please  interpret  the  roentgenograms  in 
the  present  case? 

DR.  JOSEPH  H.  ALLEN:  Films  of  the 
chest,  abdomen,  skull,  and  intravenous  py- 
elograms,  made  between  March  17  and 
April  3,  1961,  were  all  within  normal  limits. 
Bone  structure  appeared  normal.  An  in- 
travenous aortagram  was  performed  on 
April  4,  using  the  routine  technic  at  this 


institution.  This  consists  of  100  cc.  of  75% 
Hypaque  injected  in  equally  divided  doses 
into  both  antecubital  veins  with  film  timing 
determined  by  the  Decholin  circulation 
time.  Good  visualization  was  obtained  and 
no  abnormality  was  noted.  Specifically,  no 
evidence  of  adrenal  tumor  is  seen. 

DR.  JOHN  FOSTER:  Dr.  Scott,  would 
you  discuss  the  surgical  treatment  of  Cush- 
ing’s syndrome  and  tell  us  of  the  operative 
findings  in  this  patient? 

DR.  H.  WILLIAM  SCOTT,  JR.:  During 
the  last  7 years  at  the  Vanderbilt  Hospital 
we  have  explored  the  adrenal  glands  in  18 
patients  with  Cushing’s  syndrome.  Ages 
have  ranged  from  9 months  to  47  years  and 
there  were  12  females  and  6 males  in  the 
group.  Six  of  the  patients  proved  to  have 
an  adrenal  cortical  tumor  and  2 of  these 
tumors  were  malignant.  In  the  other  12 
patients  bilateral  hyperplasia  was  present, 
although  in  one  of  the  latter  a small  adrenal 
cortical  adenoma  was  also  present  in  a hy- 
perplastic gland.  Sixteen  of  these  patients 
survived  the  operation  and  have  shown  gen- 
erally good  results.  Two  patients  were  lost 
in  the  immediate  postoperative  period.  One 
of  these  was  a small  child  with  a huge 
adrenal  cortical  carcinoma  which  had  in- 
vaded the  suprarenal  vena  cava  and  renal 
veins,  producing  a fatal  anuria.  Another 
patient  had  bilateral  hyperplasia  with  ex- 
tensive purpuric  manifestations  and  died 
from  postoperative  bleeding.  Her  death 
should  have  been  preventable. 

Our  findings  at  operation  in  these  18  pa- 
tients have  validated  Dr.  Liddle’s  preopera- 
tive endocrine  detective  work  and  have 
confirmed  his  ability  to  predict  the  pres- 
ence of  a functioning  tumor  as  distinct  from 
hyperplasia  on  the  basis  of  the  urinary  17- 
hydroxycorticosteroid  responses  to  stimula- 
tion and  suppression.  In  the  patient  under 
discussion  these  responses  were  confusing  al- 
though tumor  was  suggested.  Laminograms, 
pyelograms  and  aortograms  failed  to  sup- 
port this  impression,  however,  and  did  not 
lateralize  the  tumor.  Accordingly,  Dr.  Har- 
ris and  I explored  both  adrenal  glands  using 
bilateral  posterior  incisions.  No  tumor  was 
identified  but  rather  each  gland  was  hyper- 
trophied. Total  removal  of  each  adrenal 
was  carried  out  without  event  and  the  pro- 
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cedure  was  well  tolerated  by  the  patient. 

In  most  of  the  patients  who  have  been 
operated  on  here  for  Cushing’s,  we  have 
used  a long,  transverse,  or  bucket  handle 
upper  abdominal  incision.  This  type  of  in- 
cision permits  one  to  examine  both  adrenal 
glands  and  if  a tumor  is  present  and  uni- 
lateral exposure  inadequate,  the  incision 
can  be  extended  into  the  ninth  interspace 
to  improve  exposure.  Transabdominal  ex- 
posure of  the  right  adrenal  is  accomplished 
by  incising  the  posterior  peritoneum  in  the 
subhepatic  fossa  lateral  to  the  descending 
duodenum.  Usually  the  right  gland  can  be 
exposed  in  this  manner  without  difficulty, 
although  at  times  it  lies  well  up  beneath 
the  right  lobe  of  the  liver  and  requires  ex- 
tensive retraction  upward  of  that  organ. 
On  the  left  side  using  the  transabdominal 
approach  we  have  usually  gained  access  to 
the  adrenal  fossa  by  dividing  the  spleno- 
renal and  lienocolic  ligaments  and  mobiliz- 
ing the  spleen  and  stomach  medially.  This 
provides  good  exposure  and  may  be  espe- 
cially valuable  if  a large  tumor  of  the  left 
adrenal  is  present.  A disadvantage  is  that 
a fairly  extensive  retroperitoneal  dissection 
is  needed,  and  it  is  all  too  easy  to  lacerate 
the  splenic  capsule  during  the  mobilization 
of  this  organ  or  by  retraction  after  mobili- 
zation has  been  completed.  I am  afraid  we 
have  removed  several  spleens  in  this  insti- 
tution during  the  course  of  left  adrenalec- 
tomy following  this  technic.  Another  ave- 
nue of  approach  to  the  left  adrenal  using 
the  transabdominal  route  is  that  recently 
described  by  Dr.  James  Hardy.  This  in- 
volves incising  the  root  of  the  transverse 
mesocolon  to  the  left  of  the  midcolic  vessels 
in  an  avascular  area  and  dissecting  upward 
beneath  the  tail  of  the  pancreas,  exposing 
in  turn  the  left  adrenal  vein  and  then  the 
adrenal  gland.  I believe  this  exposure  is 
preferable  to  that  involving  mobilization  of 
the  spleen  unless  a large  tumor  of  the  gland 
is  present.  The  disadvantages  of  the  trans- 
abdominal approach  are  related  to  the  ex- 
treme truncal  obesity  of  so  many  patients 
with  Cushing’s  syndrome,  the  poor  quality 
of  the  abdominal  musculature  in  these  pro- 
tein depleted  patients  with  the  prospect  of 
postoperative  dehiscence  and  the  fact  that 
a great  deal  of  retraction  of  intraperitoneal 


viscera  is  required  with  resultant  need  for 
postoperative  gastrointestinal  suction  and 
other  adjuvants  to  combat  the  inevitable 
postoperative  ileus.  In  the  last  few  patients 
we  have  become  interested  in  using  the 
posterior  approach  to  the  gland.  This  was 
originally  popularized  by  Dr.  Hugh  Young, 
the  late  urologist,  at  Hopkins.  The  incision 
should  extend  obliquely  down  from  the  10th 
rib  level  across  the  length  of  the  11th  and 
12th  ribs.  If  only  the  12th  rib  is  resected, 
the  exposure  at  times  may  be  rather  lim- 
ited. More  extensive  exposure  can  be  ob- 
tained by  dividing  or  resecting  the  11th  rib 
as  well  as  the  12th,  and  if  desirable  the 
diaphragm  may  be  incised.  We  believe 
the  adrenal  gland  can  be  more  directly  ap- 
proached and  more  readily  visualized  using 
this  posterior  approach  than  by  the  trans- 
abdominal method.  Retracting  the  kidney 
downward  aides  greatly  in  bringing  the 
gland  in  view,  and  the  use  of  Cushing  clips 
to  control  the  adrenal  blood  supply  facili- 
tates excision  of  the  gland.  The  advantages 
of  the  posterior  approach  include  not  only 
the  direct  exposure  of  the  gland  but  also 
the  minimal  discomfort  and  ileus  in  the 
postoperative  period.  A bilateral  simulta- 
neous posterior  approach  permits  inspec- 
tion of  both  adrenal  glands  and  such  in- 
spection I believe  is  quite  desirable  in  the 
accurate  appraisal  of  the  pathologic  state 
of  the  glands  in  Cushing’s  syndrome.  Even 
when  a tumor  is  present  and  can  be  later- 
alized  preoperatively,  examination  of  both 
glands  gives  valuable  correlative  informa- 
tion, and  Mark  Hayes  of  New  Haven  has 
pointed  out  that  approximately  10%  of 
adrenal  cortical  tumors  are  bilateral  lesions. 

DR.  JOHN  FOSTER:  Dr.  McSwain  will 
tell  us  of  the  gross  and  microscopic  studies 
of  the  surgical  specimen. 

DR.  BARTON  McSWAIN:  The  normal 
adrenal  gland  ranges  from  3 to  5 cm.  in 
length,  a little  bit  less  in  width,  and  0.4  to 
0.6  cm.  in  thickness.  Its  average  weight  is 
from  3.5  to  5.0  Gm.  The  left  one  is  usually 
the  larger.  On  this  patient  the  left  adrenal 
measured  6x3x1  cm.  and  weighed  15  Gm. 
The  right  adrenal  measured  5 x 2 x 0.5  cm. 
and  weighed  12  Gm. 

The  microscopic  examination  of  the  left 
adrenal  gland  showed  that  the  normal  zones 
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(glomerulosa,  fasciculata  and  reticulosa) 
were  present  and  normal  (figure  1).  The 
cells  were  perfectly  normal  throughout. 
There  were  some  nodules  on  the  surface  of 
the  gland  which  were  well  encapsulated 
and  contained  normal  looking  adrenal  tis- 
sue. These  areas  are  called  cortical  nodules 
and  perfectly  normal.  They  are  not  ade- 
nomas. 

The  right  adrenal  gland  also  showed  no 
evidence  of  anything  abnormal. 

Thus,  microscopically  both  adrenal  glands 
were  perfectly  normal  and  grossly  they 
were  normal  except  for  the  size  and  weight. 
On  that  account  the  final  diagnosis  was 
hypertrophy  of  the  adrenal  gland,  bilateral. 

DR.  JOHN  FOSTER:  Dr.  Headrick,  what 
has  been  the  postoperative  course  in  this 
patient? 

DR.  JAMES  HEADRICK:  The  postopera- 
tive course  has  been  uncomplicated.  Dex- 
amethasone  phosphate  and  fludrocortisone 
have  been  used  for  steroid  replacement.  He 
received  9 Gm.  of  salt  daily;  this  was  given 
parenterally  for  the  first  two  postoperative 
days.  He  has  remained  afebrile;  serum 
electrolytes  have  remained  within  normal 
limits.  The  patient  is  now  ambulatory  and 
is  taking  a regular  diet. 

DR.  JOHN  FOSTER:  Dr.  Liddle,  what 
will  be  the  future  course  of  this  patient? 

DR.  GRANT  LIDDLE:  The  patient  who 
is  subjected  to  treatment  of  Cushing’s  syn- 
drome is  confronted  with  several  problems. 

First,  he  has  the  risk  of  operative  compli- 
cations. I have  known  of  patients  who  have 
died  as  a result  of  postoperative  wound  in- 
fection, hemorrhage,  intestinal  obstruction 
related  to  postoperative  adhesions,  and  li- 


gation of  the  aorta.  This  patient’s  operation 
has  been  uncomplicated,  and  no  difficulties 
are  anticipated  in  the  future. 

Second,  there  is  a slight  risk  that  the 
adrenal  hyperfunction  will  recur.  This  is 
common  following  subtotal  adrenal  resec- 
tion but  rare  following  total  bilateral  adren- 
alectomy (presumably  because  of  the  rarity 
of  significant  amounts  of  accessory  adrenal 
tissue  in  man).  In  the  event  that  this  pa- 
tient should  develop  a recurrence,  we  could 
carry  out  a “medical  adrenalectomy”  with 
DDD,4  or,  if  that  failed,  we  could  diminish 
his  pituitary  activity  by  means  of  external 
irradiation,  implantation  of  radioactive 
gold,  or  even  hypophysectomy. 

Third,  a small  percentage  of  patients  with 
Cushing’s  syndrome  develop  large  pituitary 
tumors  following  bilateral  adrenalectomy.5 
If  this  occurs,  irradiation  and,  if  necessary, 
surgical  removal  of  the  tumor  will  be  per- 
formed. 

Fourth,  the  secondary  complications  of 
hyperadrenocorticism,  such  as  cardiovascu- 
lar-renal disease  or  osteoporosis,  may  per- 
sist after  the  endocrinologic  disorder  has 
been  corrected.  This  patient  had  no  serious 
complications  of  Cushing’s  syndrome,  pre- 
sumably because  the  total  duration  of  his 
illness  was  short.  The  manifestations  of 
weakness,  central  obesity,  “plethora,”  acne, 
cutaneous  striae,  and  impaired  carbohydrate 
tolerance  are  expected  to  disappear  during 
the  next  few  months. 

Fifth,  the  patient  is  faced  with  the  prob- 
lem of  living  with  Addison’s  disease.  In- 
telligent life-long  cooperation  with  a care- 
ful regimen  of  adrenal  substitution  therapy 
is  essential.  With  such  cooperation  the 
prognosis  for  a long  and  productive  life  is 
excellent.  The  details  of  such  a regimen 
are  given  elsewhere.0 

DR.  JOHN  FOSTER:  I wish  to  thank  all 
of  the  discussors  for  participating  in  the 
staff  conference. 
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Veterans  Administration  Hospital* 

Alveolar  Cell  Carcinoma 

On  April  29,  1960  the  patient  was  admitted  to 
the  Nashville  VA  Hospital  for  the  first  time,  as 
a transfer  from  another  VA  Hospital.  He  was  a 
66  year  old  negro  man  who  was  in  good  health 
until  5 months  prior  to  admission,  when  he  noted 
the  onset  of  increasing  shortness  of  breath  ac- 
companied by  cough  and  white  sputum.  In  Dec. 
1959  and  early  1960,  chest  x-ray  films  were  read 
as  negative.  In  March  1960,  before  admission  to 
the  hospital,  a chest  film  was  interpreted  as  show- 
ing bilateral  nodular  infiltrate.  The  patient  has 
worked  40  years  doing  outside  work  except  4 
hours  per  week  at  which  time  he  swept  the  floor 
in  an  area  where  tobacco  was  handled.  He  was 
never  a miner,  welder  or  farmer.  There  was  an 
associated  weight  loss.  Chest  films  in  the  hospi- 
tal also  revealed  a dense  confluent  infiltration 
throughout  both  lung  fields.  Films  of  the  hands 
revealed  punched-out  lesions  suggestive  of  sar- 
coid. Numerous  sputum  samples  cultured  for 
acid-fast  bacilli  were  negative  at  another  VA 
Hospital.  He  did  not  have  night  sweats,  chills, 
chest  pain  or  hemoptysis. 

Physical  Examination.  B.P.  was  110/80,  P.  90, 
with  frequent  premature  ventricular  contractions, 
R.  35.  The  patient  was  a well  developed,  fairly 
well  nourished  negro  man  in  moderate  respira- 
tory distress.  There  was  no  cyanosis  at  the  time 
of  admission,  nor  clubbing,  and  without  edema. 
Fundi  unremarkable.  The  scleras  were  clear,  and 
throat  negative.  The  neck  was  supple,  the  thy- 
roid normal,  and  neck  veins  were  flat.  There 
was  good  expansion  of  the  chest;  generalized  dull- 
ness to  percussion  was  present.  Some  wet  rales 
were  present  over  the  entire  lung  fields,  with  in- 
creased breath  sounds  throughout.  Heart  was 
normal  size,  numerous  extrasystoles  noted,  but 
no  murmurs  were  present.  Pulses  were  normal. 
The  liver  was  down  3 fingerbreadths  and  tender. 
There  was  no  peripheral  edema. 

Laboratory  Findings.  Serum  electrophoresis 
revealed  a decreased  A/G  ratio.  Arterial  oxygen 
saturation  was  74.7%,  rising  to  88%  on  oxygen. 
Arterial  CO-  was  19.6  (normal  21)  and  arterial 
pH  7.35.  EKG.  revealed  numerous  premature 
ventricular  contractions,  abnormal  P-waves  and 
right  axis  deviation  was  suggestive  of  right  ven- 
tricular hypertrophy.  Liver  biopsy  revealed  a 
normal  architectural  pattern.  Bone  marrow  cul- 
ture was  sterile  and  the  marrow  histologically 
was  normal.  PPD  #2  and  histoplasmin  skin  tests 
were  positive.  Small  lymph  nodes  in  a scalene 


*From  the  Departments  of  Surgery  and  Pathol- 
ogy, Veterans  Administration  Hospital  and  Van- 
derbilt University  School  of  Medicine,  Nashville, 
Tenn. 


fat  pad  at  biopsy  were  diagnosed  as  reticuloendo- 
thelial hyperplasia.  Follow-up  studies  of  oxygen 
saturation  on  May  24  was  59.48%.  The  hemato- 
crit 50.,  WBC.  count  10,867  with  a shift  to  the 
left,  BUN.  25  mg.,  FBS.  100  mg  per  100  ml. 
Thymol  was  3 units;  total  serum  protein  6.8  Gm. 
with  3.6  Gm.  of  albumin.  Alkaline  phosphatase 
was  8.  Electrolytes  were  normal.  Calcium  was 
8.6  mg.  Serologic  tests  for  syphilis  was  negative. 
Urinalysis  was  unremarkable  with  a concentra- 
tion up  to  1.020  and  no  white  or  red  cells  or  al- 
bumin in  the  sediment.  Twenty-four  hour  uri- 
nary calcium  was  42  mg.  and  21  mg.  on  a second 
determination.  Cephalin  flocculation  test  showed 
a trace.  Acid  fast  bacillus  smears  were  negative. 
Histoplasmin  complement  fixation  test  was  nega- 
tive. Prothrombin  time  was  80%.  A second 
BUN.  was  18  mg.  and  C02  of  35. 

X-ray  Reports.  (Figs.  1 and  2.)  In  a chest 
film  on  May  2,  1960,  a markedly  extensive  nodu- 
lar interstitial  disseminated  infiltrate  with  conflu- 
ence of  the  individual  nodules  is  spread  through- 
out the  entirety  of  both  lung  fields.  Neither  bony 
thorax,  mediastinum  or  cardiac  borders  can  be 
adequately  delineated. 

The  above  findings  are  consistent  with  the  clin- 
ical impression  of  sarcoid.  Films  of  the  hand 
revealed  small  cyst-like  areas  in  several  of  the 
distal  ends  of  the  phalanges. 

Hospital  Course.  In  spite  of  extensive  investi- 
gation, the  exact  etiology  of  the  patient’s  condi- 
tion was  not  clarified.  Sarcoid  was  suspected  but 
not  proved.  The  advisability  of  a scalene  node 
biopsy  on  the  opposite  side  was  raised.  Arterial 
oxygen  saturation  progressively  decreased  and  on 
May  24,  was  59.5%.  It  was  clear  that  the  patient 
had  a diffusion  defect  of  a severe  nature  and  he 
required  oxygen  continually,  without  which  he 
developed  severe  cyanosis.  On  May  31,  he  was 
placed  on  Tapazole,  hoping  that  this  might  allevi- 
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ate  his  dyspnea  to  some  extent.  On  June  6,  it 
was  learned  that  he  had  a positive  acid-fast  cul- 
ture at  the  first  VA  Hospital  taken  just  prior  to 
his  transfer  here  and  he  was  therefore  trans- 
ferred to  the  Tuberculosis  Service  for  further 
care.  He  was  placed  on  INH.  He  had  been  on 
steroids  for  several  weeks. 

Addendum — July  14,  1960:  On  the  tuberculosis 
service  the  patient  was  continued  on  INH  anti- 
tuberculous drug  therapy;  Tapazole  therapy  was 
discontinued.  Also  he  was  continued  on  nasal 
oxygen  and  steroids,  receiving  20  mg.  prednisone 
a day.  There  was  no  improvement  noted  in  the 
patient’s  general  well  being  or  in  his  ventilatory 
function.  Further  sputum  studies  were  still  neg- 
ative on  smear,  as  was  culture  for  acid-fast  or- 
ganisms, and  no  additional  bacteriologic  proof  of 
pulmonary  tuberculosis  was  obtained  in  this  hos- 
pital. On  June  23,  the  patient  became  apneic  for 
a short  period  of  time  but  after  resuming  res- 
pirations and  return  of  consciousness  it  was  not 
thought  there  was  any  significant  change  from 
previous  day.  On  June  24,  1960  the  patient  died. 

Discussion 

DR.  WALTER  GOBBEL:  The  dominant 
features  this  patient  presents  from  the  ini- 
tial onset  until  death  were  those  of  diffuse 
and  progressive  bilateral  pulmonary  infil- 
tration, a clinical  picture  of  alveolar  capil- 
lary block  in  the  presence  of  adequate  al- 
veolar ventilation,  and  an  absence  of  any 
response  to  multiple  therapeutic  measures. 
The  arterial  oxygen  unsaturation  and  CCb 
retention  which  became  worse  during  the 
course  of  his  illness  is  in  keeping  with  the 
picture  of  alveolar  capillary  block.  Arterial 


oxygen  unsaturation  also  may  be  associated 
with  right-to-left  intracardiac  shunts  and 
with  pulmonary  A-V  fistula;  but  in  this 
elderly  colored  man  without  previous  ill- 
ness and  without  evidence  of  heart  mur- 
murs there  is  nothing  to  suggest  cardiac 
right-to-left  shunting.  The  roentgeongrams 
of  this  patient’s  chest  in  no  way  suggest 
either  isolated  or  multiple  pulmonary  A-V 
fistulae.  Thus,  in  arriving  at  a correct  in- 
terpretation of  this  man’s  underlying  illness 
the  various  disease  entities  that  may  pro- 
duce an  alveolar  capillary  block  must  be 
considered,  such  as:  diffused  pulmonary  sar- 
coidosis, berylliosis,  eosinophilic  granuloma, 
pulmonary  manifestations  of  the  collagen 
diseases,  certain  chronic  pneumonias  and 
postpneumonic  states,  asbestosis,  acute  mili- 
ary tuberculosis,  silo  filler’s  disease,  bron- 
chiolar  carcinoma,  metastatic  carcinoma 
with  lymphogenous  spread,  and  reaction  to 
certain  hypertensive  drugs — notably  hexa- 
methonium  and  hydralazine. 

The  failure  to  demonstrate  tubercle  ba- 
cilli in  repeated  sputum  examinations  plus 
the  failure  to  have  the  clinical  course  al- 
tered with  intensive  streptomycin,  INH., 
and  steroid  therapy  tends  to  rule  out  this  as 
a possible  cause  of  his  basic  problem.  Since 
this  man  never  worked  around  volatile 
gases,  it  is  unlikely  that  he  has  developed  a 
bronchiolitis  fibrosa  obliterans.  He  never 
worked  as  a welder  nor  in  the  mining  in- 
dustry. He  did  not  work  in  the  presence  of 
irritating  dust.  This  would  tend  to  rule  out 
asbestosis,  bagassosis  and  byssinosis,  as  well 
as  many  of  the  more  common  pneumoconi- 
oses. From  the  history  it  is  unlikely  that 
this  patient  ever  worked  in  the  presence  of 
beryllium  dust,  and  since  fluorescent  light 
bulbs  have  not  contained  beryllium  com- 
pounds since  1949  it  is  unlikely  that  beryl- 
lium is  a causative  agent  in  this  man’s  dis- 
ease process. 

Boeck’s  sarcoidosis  was  strongly  suspected 
as  a diagnosis,  and  many  of  the  clinical  fea- 
tures of  sarcoidosis  are  present.  The  insidi- 
ous onset,  the  diffused  bilateral  pulmonary 
infiltration,  the  punched-out  bony  lesions  in 
the  distal  phalanges  of  the  hands,  and  the 
relatively  small  amount  of  sputum  produc- 
tion are  suggestive  of  sarcoidosis.  However, 
the  absence  of  peripheral  lymphadenopathy, 
the  absence  of  pulmonary  hilar  adenopathy, 
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a normal  liver  biopsy,  normal  serum  cal- 
cium, normal  serum  phosphorus  and  a nor- 
mal 24  hour  urine  excretion  of  calcium  are 
factors  suggesting  the  absence  of  sarcoidosis 
here.  In  addition,  there  was  no  evidence  of 
leukopenia,  eosinophilia,  elevation  of  serum 
alkaline  phosphatase  and  elevation  of  serum 
globulin  to  suggest  sarcoidosis.  And  finally, 
a biopsy  of  the  left  supraclavicular  lymph 
node,  which  was  not  clinically  enlarged, 
showed  no  evidence  of  Boeck’s  sarcoid. 

The  absence  in  the  history  of  the  patient 
having  received  drugs  known  to  produce 
alveolar  capillary  block  and  the  fact  that 
this  man  was  a normotensive  and  thus  sup- 
posedly never  received  antihypertensive 
drugs  such  as  hexamethonium  and  hydrala- 
zine, does  not  argue  well  that  this  process  is 
based  on  drug  reaction. 

If  this  process  is  due  to  lymphangitic 
spread  of  a primary  lung  carcinoma  then 
one  would  most  likely  see  evidence  some- 
where in  the  roentgenogram  of  the  chest  of 
a primary  carcinoma.  This  is  absent.  If 
this  process  is  due  to  lymphangitic  and/or 
hematogenous  spread  of  metastatic  tumor 
originating  outside  of  the  chest  cavity  then 
one  would  hope  for  some  suggestive  evi- 
dence for  location  of  the  primary  site.  Car- 
cinoma of  the  kidney  occasionally  will  me- 
tastasize to  the  lungs  in  a diffuse  manner, 
but  nowhere  in  this  history  or  subsequent 
clinical  course  is  there  a suggestion  of  renal 
involvement,  nor  were  any  abdominal 
masses  palpated  other  than  the  lower  mar- 
gin of  the  liver.  Repeated  urine  examina- 
tions were  all  within  normal  limits,  and  the 
patient  never  experienced  any  gastrointes- 
tinal symptoms  or  abdominal  complaints. 

Another  entity  that  could  present  itself 
in  this  patient  is  that  of  bronchiolar  carci- 
noma. This  process  is  frequently  insidious 
in  onset,  may  be  rapidly  progressive  in  na- 
ture, and  contrary  to  frequently  expressed 
views  may  be  present  in  the  absence  of  vo- 
luminous sputum.  Hemoptysis,  infrequent 
in  bronchiolar  carcinoma  and  metastases, 
although  not  unusual  to  the  hilar  lymph 
nodes,  is  rare  to  areas  beyond  the  confines 
of  the  chest  cavity.  Although  this  entity 
has  been  frequently  documented  as  arising 
in  a limited  area  in  the  lung  parenchyma, 
it  may  diffusely  spread  by  intrabronchial 
dissemination  throughout  all  of  the  pul- 


monary parenchymal  areas.  Papanicolaou 
smears  of  the  sputum  are  frequently  help- 
ful in  diagnosis  of  such  cases,  but  this  diag- 
nostic procedure  was  not  carried  out  in  this 
case.  Bronchiolar  carcinoma  is  frequently 
misdiagnosed  clinically  as  sarcoidosis,  sili- 
cosis, bronchopneumonia,  metastatic  carci- 
noma, fungus  disease,  bronchiectasis,  and 
atypical  pneumonia.  This  patient’s  clinical 
picture  was  not  one  of  a progressive  inflam- 
matory process.  Although  steroid  therapy 
does  not  give  beneficial  response  in  all  cases 
of  Boeck’s  sarcoid,  a beneficial  response  can 
be  expected  in  the  majority  of  cases.  The 
absence  of  such  response  to  steroid  therapy 
would  suggest  that  this  entity  is  one  of  car- 
cinoma. Thus,  in  the  absence  of  evidence 
of  a primary  tumor  I think  the  most  likely 
diagnosis  in  this  case  is  that  of  bronchiolar 
carcinoma,  with  death  due  to  the  sheer  ex- 
tent of  the  pulmonary  involvement  causing 
an  arterial  oxygen  unsaturation  by  the  na- 
ture of  the  alveolar  capillary  block  pro- 
duced. Cor  pulmonale  due  to  increasing 
resistance  in  the  lesser  circulation  was  also 
present  as  suggested  by  electrocardiograph 
changes  and  the  presence  of  an  enlarged 
liver,  but  was  of  secondary  significance  in 
this  case. 

Clinical  Diagnosis:  Bronchiolar  carci- 
noma. 

Pathology  Discussion 

DR.  ROBERT  W.  SOMMER.  At  autopsy, 
the  lungs  were  large  and  adherent  to  the 
pleural  cavities.  The  cut  surface  presented 
a rather  uniform  grayish-white  appearance 
as  seen  in  figure  3.  There  was  very  little 
mucus  seen  on  the  cut  surface  or  in  the 
bronchi.  The  prosector  estimated  the  lung 
weight  between  2000  and  3000  grams.  He 
did  not  weigh  them  at  the  time  because  he 
felt  the  gross  appearance  suggested  tubercu- 
losis pneumonia  and  he  wanted  to  limit  the 
areas  contaminated  by  the  lung.  As  you  can 
see  from  the  picture  there  is  very  little  re- 
maining uninvolved  lung  parenchyma  at 
the  medial  margin  of  the  left  upper  and 
lower  lobes.  Microscopically,  (Fig.  4)  mul- 
tiple sections  from  the  lungs  revealed  a 
tumor  which  either  has  grown  through  the 
pre-existing  lung  as  a framework  much  as 
a vine  grows  on  a supporting  structure,  or 
which  has  replaced  the  lung  but  mimicked 
its  structure.  This  is  the  typical  appear- 
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Fig.  3. 


Fig.  4. 


ance  of  an  alveolar  cell  carcinoma.  The 
alveolar  like  spaces,  however,  are  much 
larger  than  those  in  a normal  lung  and  the 
septa  are  much  thickened.  Occasional  mi- 
croscopic foci  of  uninvolved  lung  tissue  can 
still  be  recognized. 

The  heart  weighed  390  grams.  There  was 
dilatation  and  hypertrophy  of  the  right 
chamber.  The  coronary  arteries  were  only 
moderately  involved  with  atherosclerosis 
but  multiple  microscopic  patches  of  scar- 
ring were  present  as  seen  in  figure  5.  I 
interpret  this  scarring  as  due  to  the  poor 
oxygenation  resulting  from  replacement  of 
lung  tissue  by  tumor.  There  was  also  mod- 


Fig.  5. 


erate  passive  congestion  in  the  liver  because 
of  right-sided  heart  failure. 

In  spite  of  the  massive  tumor  involve- 
ment of  the  lungs,  distant  or  regional  me- 
tastases  were  not  found.  No  other  important 
findings  were  present  in  the  case.  The  cys- 
tic lesions  in  the  phalanges  could  not  be 
biopsied  at  autopsy  without  defacing  the 
hands  and,  therefore,  I am  not  able  to  ex- 
plain them  pathologically. 

Alveolar  cell  carcinoma  is  difficult  to  di- 
agnose clinically  and  often  the  final  diag- 
nosis is  made  either  at  an  exploratory  oper- 
ation or  at  autopsy.  Papanicolaou  smears 
may  be  of  aid  in  diagnosis.  There  are  two 
basic  patterns  of  growth.  One  is  a diffuse 
involvement  as  in  the  present  case  and  the 
other  is  a multinodular  form  in  which  large 
gross  nodules  will  be  separated  by  unin- 
volved lung  tissue.  In  the  earlier  litera- 
ture, alveolar  cell  carcinoma  and  pulmonary 
adenomatosis  were  described  as  separate 
entities  but  most  writers  now  feel  that  they 
are  identical.  A most  interesting  sidelight 
is  the  presence  of  similar  tumors  in  mice, 
sheep,  goats  and  horses.  In  sheep  the  dis- 
ease is  called  Jagziekte  and  it  is  infectious. 
In  Iceland  Jagziekte  became  epidemic  and 
decimated  sheep  herds.  A similar  tumor 
process  has  been  elicited  in  mice  chemically. 

Anatomical  Diagnoses: 

1.  Alveolar  cell  carcinoma. 

2.  Cardiac  hypertrophy  and  dilatation, 
right  side. 

3.  Myocardial  fibrosis. 

4.  Passive  congestion  of  liver. 
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Words  of  warning  were  uttered  by  a prominent  United  States 
Senator  at  the  recent  medical  legislative  conference  conducted 
by  the  American  Medical  Association  in  Chicago.  Senator  Robert 
Kerr,  Oklahoma,  was  the  speaker.  His  remarks  touched  on  the 
following  areas. 

As  physicians,  we  face  a crisis  in  human  relations  when  we 
place  the  results  of  the  laboratory  ahead  of  the  old  maxim  that 
‘ the  care  of  the  patient  begins  with  the  caring  for  the  patient”. 
Of  necessity,  this  has  created  specialties  and  sub-specialties.  The 
patient  expects  and  demands  the  best  care  that  is  available.  This 
sometimes  strains  the  traditional  doctor-patient  relationship,  so  essential  for  good  medi- 
cal care.  While  the  patient  wishes  to  retain  the  old  fashioned  doctor  cordial  relation- 
ship, he  demands  the  time  consuming  impersonal  results  of  the  test  tube  held  in  the 
hands  of  the  busy  physician. 

The  modern  day  stresses  of  living  have  made  necessary  more  understanding  of  the 
problems  of  our  patients,  and  accentuates  their  need  for  guidance.  As  modern  sciences 
create  miracles  in  cures,  the  present  day  patient  needs  and  seeks  more  rather  than  less 
personal  attention  from  physicians. 

The  profile  of  the  present  day  physician  is  constantly  changing.  Physicians  must 
take  time  to  assume  other  obligations  of  citizenry  besides  doing  their  job  and  paying 
taxes.  Physicians  should  not  come  forward  only  when  political  solutions  which  affect 
them  are  proposed,  but  should  be  interested  in  all  facets  of  local  and  federal  government 
which  make  for  freedom  of  thought  and  performance. 

Physicians  must  prove  to  the  public  that  the  private  practice  of  medicine  is  the  best 
solution  to  the  medical  needs  of  our  generation.  Many  forces  are  promoting  socialistic 
answers  to  the  questions  of  medical  care  for  the  aged  at  the  present  time.  These  forces, 
however,  cannot  be  successful  without  the  support  of  the  general  public.  Doctors  should 
go  the  limit  with  their  influence  to  the  public  not  to  give  that  support  by  giving  the 
public  the  true  picture  of  the  real  needs.  Present  day  American  Medicine  has  a good 
medical  care  package  to  offer  to  the  public.  Physicians  cannot  allow  the  political  op- 
portunists to  promote  and  sell  a package  which  is  not  in  the  best  public  interest. 

American  Medicine  favored  the  passage  of  the  Kerr-Mills  Law  which  helped  to  further 
implement  needed  medical  service  to  the  aged.  That  bill  is  now  the  law  of  the  land. 
Let  us  insist  that  it  be  given  a chance  to  prove  itself.  If  physicians  will  thoroughly  ac- 
quaint themselves  with  its  provisions,  they  will  realize  that  it  does  not  represent  a re- 
treat from  our  principles.  Still  the  most  important  ingredient  of  our  medical  care  pack- 
age is  the  physician-patient  relationship.  The  public’s  profile  of  the  physician  controls 
the  public  belief  in  the  medical  profession. 

Is  the  medical  profession  equal  to  the  demands  facing  it  in  1961?  This  is  the  para- 
mount question  which  individual  doctors  and  medical  societies  must  ask  themselves 
within  the  course  of  the  year.  During  1961  Medicine  will  continue  its  battle  in  Con- 
gress against  compulsory  health  schemes.  But  if  it  is  to  win  this  battle,  doctors  at  the 
local  level  have  a long  range  job  of  reestablishing  a public  awareness  of  the  values  of 
personal  action  in  solving  community  problems  as  a keystone  of  our  democratic  system 
instead  of  passing  such  problems  along  to  the  federal  government  for  solution. 


William  O.  Vaughan, 
M.D. 


President 
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A CHECK  LIST  FOR  DIABETIC  MANAGEMENT 

Effective  medical  therapy  requires  not 
only  diagnostic,  dietetic  and  pharmacologic 
acumen  but  also  an  “extra”  which  has  been 
overlooked  by  many  physicians  in  the  daily 
rush  to  see  all  their  patients  within  an  al- 
loted  time.  This  “extra”  is  the  physician’s 
advice  and  counsel  which  teaches  the  pa- 
tient to  help  himself  through  the  complexi- 
ties of  his  new  disease.  The  successful 
completion  of  such  a training  program  for 
the  patient  takes  the  physician  above  the 
humdrum  of  scientific  medicine  and  places 
him  squarely  among  those  who  practice 
medicine  as  an  art.  There  is  no  doubt  that 
patients  will  follow  instructions  better  if 
the  disease  and  its  manifestations,  compli- 
cations and  therapy  are  explained  thor- 
oughly. In  no  group  of  disturbances  is  in- 
struction so  important  as  in  the  chronic 
variety — hypertension,  peptic  ulcer,  coro- 
nary artery  disease  and  the  like.  Recogniz- 


ing this  important  “extra”  in  medical  thera- 
peutics and  realizing  that  advances  in  diet, 
insulin,  hypoglycemic  agents  and  plasma 
insulin  levels  will  not  in  themselves  provide 
the  patient  as  much  help  as  is  now  avail- 
able, the  American  Diebetes  Association  at 
the  1961  annual  meeting  has  approved  a 
check  list  for  the  teaching  of  diabetic  pa- 
tients. It  is  hoped  that  this  check  list,  as  a 
guide,  and  expansion  of  it  when  advisable, 
will  make  management  of  the  patient  with 
diabetes  mellitus  more  effective. 

There  are  nine  items  on  the  check  list  for 
teaching  diabetic  patients. 

1.  DIET — The  keystone  of  good  therapy  is 
diet.  The  use  of  oral  hypoglycemics  accentu- 
ates the  need  for  careful  dieting  since  many 
failures  of  oral  therapy  have  been  attributed 
to  patients  and,  at  times,  physician  careless- 
ness about  the  importance  of  diet  in  man- 
agement. The  diabetic  on  insulin  also  re- 
quires a careful  dietory  attention.  Unless 
the  patient  understands  the  role  of  diet  in 
his  particular  case  and  how  to  modify  a 
given  diet  to  his  tastes  and  needs  he  will  be 
managed  less  effectively  than  is  now  pos- 
sible. 

2.  URINE  TESTING— There  are  a num- 
ber of  methods  available  for  the  testing  of 
urine.  Although  not  as  economical  as  the 
old  Benedict’s  test,  the  newer  tests  offer 
compactness,  convenience  and  speed.  The 
importance  of  knowing  what  a positive 
urine  test  means,  when  urine  should  be 
checked  for  sugar  and  acetone  and,  more 
important,  learning  the  discipline  which 
such  a procedure  encourages  are  meaning- 
ful objectives  of  this  program. 

3.  ACTION  OF  INSULIN  AND/OR  HY- 
POGLYCEMIC AGENTS— Much  has  been 
gleaned  from  the  laboratory  regarding  the 
action  of  insulin  and  the  oral  hypoglycemics 
during  the  past  few  years.  Although  it  is 
not  necessary  to  know  how  a carburetor 
works  to  drive  a car  effectively,  when  trou- 
ble develops  many  miles  from  a service 
station  such  information  can  be  invaluable. 
Since  our  diabetics  will  not  be  close  to  our 
“service  station”  always,  the  more  they  un- 
derstand the  less  difficulty  they  can  expect. 

4.  TECHNIC  AND  SITES  OF  INSULIN 
INJECTION — Many  patients  who  will  in- 
ject themselves  365  or  more  times  per  year 
are  inadequately  trained  in  the  technics  of 
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insulin  administration.  The  need  for  fre- 
quently varying  the  site  of  injection  is  not 
emphasized  to  all  patients. 

5.  CARE  OF  SYRINGE  AND  INSULIN— 
The  care  of  the  syringe  and  needle  and  its 
proper  sterilization  is  a “must”  in  good  di- 
abetic management.  As  Americans  travel 
more,  so  do  American  diabetics  travel  more. 
This  means  that  patients  must  be  taught  to 
care  for  syringe,  needles  and  insulin  not 
only  at  home  but  on  the  road,  on  the  sea 
and  in  the  air. 

6.  SYMPTOMS  OF  HYPOGLYCEMIA— 
The  most  feared  complication  of  insulin 
therapy  by  the  patient  is  hypoglycemia.  Pa- 
tients must  understand  not  only  how  to 
treat  insulin  shock  but,  far  more  important, 
how  to  prevent  it.  Good  control  of  diabetes 
means  freedom  from  not  only  hyperglyce- 
mia but  also  hypoglycemia. 

7.  SYMPTOMS  OF  UNCONTROLLED 
DIABETES — If  a patient  recognizes  and  be- 
gins prompt  therapy  as  soon  as  symptoms 
of  uncontrolled  diabetes  occur,  a diabetic 
acidosis,  diabetic  coma  and  needless  death 
can  be  prevented.  In  no  condition  is  pre- 
vious instruction  so  important  and  life  sav- 
ing. 

8.  CARE  OF  FEET — The  marked  drop  in 
the  number  of  amputations  following  a pro- 
gram of  good  foot  care  attests  to  the  effec- 
tiveness of  such  instruction  in  managing 
diabetic  patients. 

9.  WHAT  TO  DO  IN  CASE  OF  ACUTE 
COMPLICATIONS — Most  cases  of  diabetic 
acidosis  are  preceded  by  an  acute  complica- 
tion. The  necessity  for  prompt  manage- 
ment of  both  the  acute  complication  and  the 
diabetes  cannot  be  over-emphasized.  The 
well  managed  diabetic  should  never  experi- 
ence diabetic  coma. 

This  check  list,  although  lengthy,  repre- 
sents the  minimum  instruction  necessary  to 
train  and  manage  effectively  the  diabetic 
patient.  It  is  our  sincere  hope  that  physi- 
cians and  interested  organizations  will  not 
only  use  this  check  list  for  teaching  diabetic 
patients  but  also  devise  similar  check  lists 
for  other  chronic  illnesses.  Only  in  this  way 
can  really  effective  medical  therapy  be  in- 
stituted and  maintained. 

A.  B.  S. 


THE  SOCIAL  SECURITY  TAX 

Some  years  ago  comment  was  made  on 
these  pages  with  respect  to  the  Social  Se- 
curity tax,  its  purpose,  the  promises  implied 
in  its  collection  and  its  actuarial  or  rather 
lack  of  actuarial  soundness  in  light  of  its 
implied  purpose. 

In  the  following  pages  appears  a report 
or  impressions  of  the  White  House  Confer- 
ence for  Aging  by  the  Chairman  of  our 
Committee  on  Aging.  In  this  report  he 
points  to  certain  trends  and  voices  fears 
that  have  no  actual  relationship  to  the  prob- 
lem of  aging  but  rather  concern  the  road 
our  government  and  legislators  are  travel- 
ling. 

It  reiterates  a statement  made  before  on 
these  pages  that  though  the  social  security 
tax  is  for  the  implied  purpose  of  a welfare 
program  for  the  people,  it  is  not  set  up  as 
such,  but  collections  made  in  its  name  go 
into  the  big  “kitty”  to  be  used  as  legislators 
see  fit. 

When  the  Social  Security  tax  was  estab- 
lished in  1935  it  required  a 3%  contribution 
on  $3,000  of  income.  It  has  moved  now  to 
6%  on  $4800.  The  current  proposed  expan- 
sion and  medical  care  program  provide  for 
an  increase  of  taxation  of  11%  on  $5000  by 
1969.  Your  Editor  cannot  verify  this,  but  it 
is  no  secret  that  pressure  is  being  exerted 
to  remove  even  the  $5000  ceiling  and  make 
Social  Security  payments  be  based  on  total 
gross  income.  If  this  were  true  it  would 
be  monstrous. 

Originally  the  implied  benefits  of  social 
security  were  to  provide  protection  against 
destitution  due  to  unemployment  because 
of  death,  disability,  or  old  age.  (However, 
it  was  not  set  up  as  an  insurance  program.) 
It  is  said  that  in  1943  it  was  estimated  that 
by  1957  Social  Security  benefits  would  total 
$1.2  billion.  However,  this  “kitty”  is  a vote- 
getter,  and  so  by  one  amendment  after  an- 
other the  1957  expenditure  was  more  than 
$7  billion  and  by  1959  outgo  was  greater 
than  income  and  will  increase.  This  even- 
tuality was  pointed  out  on  these  pages  some 
years  ago  since  Social  Security  was  not  set 
up  on  sound  actuarial  premises,  and  could 
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only  eventuate  in  the  meeting  of  obligations 
from  general  tax  funds. 

It  is  said  that  historically  no  nation  has 
ever  survived  a burden  of  taxation  which 
takes  one-third  of  its  national  income.  We 
are  now  at  the  stage  of  31%  of  our  national 
income  being  contributed  as  taxes  with  23% 
remaining  in  the  hands  of  the  federal  gov- 
ernment. 

In  spite  of  the  predictable  dip  into  gen- 
eral tax  funds,  one  can  only  wonder  why 
the  liberal-minded  in  Washington  are  im- 
patient of  giving  the  Kerr-Mills  bill  a fair 
trial. 

On  the  part  of  some  it  may  be  in  a sincere 
belief  that  socialized  medicine  is  the  answer 
to  the  needs  of  medical  care  and  thus,  in 
the  words  of  a Socialistic  magazine,  “Once 
the  bill  (Forand  bill)  is  passed,  this  Nation 
will  be  provided  with  a mechanism  of  so- 
cialized medicine.  . . .”  Certain  large  labor 
unions  openly  desire  a government  health 
service.  These  pressure  groups  know  it 
takes  courage  to  go  contrary  to  things 
which  may  be  labelled  as  humane  and 
kindly — so  the  cry  for  medical  care  based 
on  emotional  reactions  offers  a wedge  for 
socialism  which  is  difficult  to  resist. 

Others,  the  bureaucrats,  must  move  con- 
stantly to  strengthen  their  influence.  These 
are  the  permanent  members  of  boards,  bu- 
reaus and  commissions  who  cannot  be  voted 
out  of  office — as  civil  service  employees 
they  cannot  be  removed — they  are  perma- 
nent fixtures  and  wield  an  influence  irre- 
spective of  who  may  be  voted  into  office  by 
the  people.  They  have  jobs  to  protect  and 
the  more  money  they  have,  the  stronger 
they  become  and  the  more  they  can  influ- 
ence policy. 

A third  group,  who  are  impatient  with 
the  Kerr-Mills  bill,  represent,  we  hope,  a 
very  few  of  our  citizens  who  are  truly  Com- 
munist and  urge  ever-increasing  govern- 
mental spending  to  fulfill  one  of  Lenin’s 
maxims,  namely,  “The  way  to  destroy  cap- 
italism is  to  debauch  the  currency.  Through 
a process  of  planned  inflation,  a government 
can  quietly  and  unobservedly  confiscate  the 
wealth  of  its  citizens.” 

It  is  the  mounting  “give  away”  programs 
that  worry  thinking  citizens.  The  basic 


truth  of  Lenin’s  premise  was  recognized  in 
a quotation  attributed  to  a great  American, 
Justice  Oliver  Wendell  Holmes,  “Strike  for 
the  jugular.  Reduce  taxes  and  spending. 
Keep  government  poor  and  remain  free.” 

R.  H.  K. 

* 

Special  Item 

The  White  House  Conference  on  Aging 
Thomas  Frist,  M.D.,  Nashville,  Tenn. 

Probably  no  one  in  the  T.S.M.A.  has  given  as 
much  time  and.  thought  to  aging  mid  its  problems 
as  the  Chairman  of  the  Committee  on  Aging.  His 
thinking  relative  to  the  socio-economic  aspects  of 
this  problem  so  much  in  the  public  eye  deserves 
careful  reading.  The  import  of  his  comments, 
made  before  the  Rotary  Clubs  of  both  Chatta- 
nooga and  Nashville,  goes  way  beyond  the  care 
of  the  aged,  but  more  broadly  applies  to  what 
our  national  philosophy  is  to  be  in  the  years  to 
come. — Editor. 

The  best  way  to  destroy  the  effectiveness 
of  a talk  is  to  apologize  for  making  it.  While 
I do  not  apologize  for  making  this  talk,  I do 
feel  quite  inadequate  and  ill-prepared  to 
discuss  such  an  important  subject  as  the 
Problem  of  the  Aging — not  being  an  econo- 
mist, a sociologist  nor  a philosopher.  It 
would  certainly  take  a combination  of  these 
to  give  an  adequate  discussion  of  the  vari- 
ous facets  of  the  aging  state. 

However,  I feel  very  strongly  that  it  is 
the  obligation  and  duty  of  every  business 
and  professional  man,  or,  for  that  matter 
every  citizen,  to  in  some  way  make  an  at- 
tempt to  contribute  something  to  society, 
outside  of  his  own  small  narrow  and  selfish 
world  of  restricted  interest.  It  is  because  of 
this  feeling  that  I became  interested  in  the 
Problems  of  Aging. 

I would  like  to  begin  and  end  my  talk  in 
a rather  peculiar  and,  some  might  think, 
irrelevant  manner,  but  which  I think  is  a 
relevant  matter — that  is  by  quoting  to  you 
from  a recent  cartoon  in  one  of  our  papers. 
I am  sure  most  of  you  will  recall  it. 

This  cartoon  showed  a large  picture  of 
Nikita  Khrushchev  speaking.  The  cartoon 
was  captioned:  Outer  Space  is  Important, 
But  Nikita  Isn’t  Forgetting  the  Ground- 
work, and  then  it  quotes  from  Khrushchev, 
“We  cannot  expect  Americans  to  jump  from 
Capitalism  to  Communism,  but  we  can  as- 
sist their  elected  leaders  in  giving  Ameri- 
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cans  small  doses  of  Socialism  until  they 
suddenly  awake  to  find  they  have  Com- 
munism.” 

To  me  this  is  the  summation,  the  import- 
ant point  and  the  crux  of  the  whole  situa- 
tion of  the  socio-economic  state  of  our 
country,  and  I would  like  for  you  to  keep 
this  in  mind  as  I tell  you  of  my  reaction  to 
the  White  House  Conference  on  Aging. 

I would  first  like  to  give  you  a little  back- 
ground of  my  interest  in  the  problems  of 
the  aging  population.  Several  years  ago, 
the  Board  of  Trustees  of  the  Tennessee 
State  Medical  Association  foresaw  that  na- 
tional attention  would  soon  be  focused  on 
the  problems  of  our  senior  citizens.  The 
Board  thought  the  medical  profession 
should,  insofar  as  possible,  be  in  a position 
to  play  an  integral  role  in  formulating  any 
activities  which  would  deal  with  these  prob- 
lems. They  asked  me  to  serve  as  Chairman 
of  the  Committee  on  Aging  of  the  Associa- 
tion. 

It  was  immediately  apparent  that  the 
socio-economic  and  political  potential  of 
this  great  segment  of  our  population,  some 
16  million  people,  was  rapidly  becoming  the 
subject  of  propaganda  for  labor,  social 
workers,  “do-gooders”  and  governmental 
agencies.  So  our  committee  thought  we 
should  immediately  attempt  to  organize  a 
Tennessee  Council  on  Aging,  which  would 
be  made  up  of  many  elements  of  society  in- 
terested in,  and  concerned  with  these  prob- 
lems. Such  a council  was  formed  with  some 
35  statewide  organizations  as  charter  mem- 
bers. This  is  now  a growing  and  successful 
organization  composed  in  the  main  of  rep- 
resentatives from  business,  professional,  la- 
bor, farming  and  civic  organizations. 

Some  18  months  ago,  the  President  of  the 
United  States,  in  implementing  the  statute 
which  set  up  the  White  House  Conference 
on  Aging  for  January  1961,  asked  each  Gov- 
ernor to  appoint  a state  planning  committee 
for  study  of  the  problem  at  a state  level. 
It  was  at  this  time  that  organized  medicine 
realized  the  probability  of  radical  and  un- 
realistic representation  in  Washington. 
Therefore,  we  approached  Governor  Buford 
Ellington  concerning  the  formation  of  his 
state  committee.  We  apprised  him  of  the 
existence  of  the  Tennessee  Council  on  Ag- 
ing and  suggested  that  he  use  this  council 


as  a base  for  setting  up  the  State  Planning 
Committee.  This  he  did.  He  asked  State 
Senator  Richard  Moore  and  me  to  serve  as 
co-chairmen.  Governor  Ellington  has  been 
extremely  co-operative  in  the  time,  energy 
and  effort  he  has  given  to  this  problem,  and 
has  had  a conservative  approach  to  the  sub- 
ject. 

The  state  was  divided  into  7 districts,  and 
in  each  district  there  was  a meeting  of  all 
those  interested  in  the  problems  of  aging. 
Over  2000  people  attended  these  confer- 
ences, from  which  came  a statewide  com- 
mittee meeting  of  some  35  representatives 
to  formulate  information  gained  from  the 
grass  root  levels.  From  this,  came  a book 
called  Tennessee  Aging,  which  contains  an 
enormous  amount  of  information,  and 
which  I recommend  to  you  as  a reference 
book  regarding  any  problems  of  aging  in 
Tennessee. 

Finally,  the  Governor,  through  recom- 
endations  of  our  committee,  appointed  36 
delegates  to  the  White  House  Conference 
on  Aging.  Included  in  the  group  were  3 
physicians,  including  myself,  and  one  den- 
tist. This  group  almost  in  its  entirety  went 
to  Washington  in  January  of  this  year  to  the 
Conference. 

Now  comes  the  difficult  part  of  this  dis- 
cussion, trying  to  impart  to  you  some  of  the 
things  that  transpired  in  Washington.  I can 
only  give  you  my  impression  which  may  be 
correct  or  incorrect. 

The  story  that  you  have  all  heard  re- 
cently summarizes  my  impression  of  Wash- 
ington, when  it  was  said  that  “the  way  to 
get  to  Washington  is  to  go  to  Harvard  and 
turn  left.”  However,  what  gives  me  con- 
cern is  that  even  after  getting  to  Washing- 
ton one  encounters  only  left  turns.  What 
concerns  me  even  more  is  that  for  one  to 
stay  in  Washington,  one  must  keep  turning 
left,  and  that  the  quickest  way  home  for  a 
legislator  is  to  turn  right. 

At  the  opening  of  the  Conference  we  were 
greeted  by  President  Eisenhower.  After 
the  President  had  left  Senator  Pat  McNa- 
mara, who  is  Chairman  of  the  Senate  Sub- 
Committee  on  Aging,  acted  as  host  and  wel- 
comed the  delegates.  Senator  McNamara 
immediately,  and  I thought  uncouthly, 
charged  the  AMA  with  having  rigged  the 
conference  and  lambasted  all  who  opposed 
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his  views  concerning  the  governmental  so- 
cial security  plan  of  caring  for  the  aged. 
George  Meany,  at  one  of  the  Group  meet- 
ings, also  did  the  same  in  even  more  radical 
terms.  Apparently,  Senator  McNamara  and 
Meany  accomplished  what  they  had  hoped, 
which  was  to  set  the  stage  for  undermining 
the  Conference  and  for  the  furtherance  of 
their  own  partisan  interests.  Not  only 
that,  they  seemed  intent  on  destroying  the 
real  purpose  of  the  Conference,  which  was 
to  objectively  evaluate  the  problems  of  the 
aging;  instead,  it  appeared  they  wished  to 
throw  the  Conference  into  a political  and 
economic  battle  ignoring  all  of  the  carefully 
prepared  state  reports  and  opinions.  For 
instance,  they  knew  that  of  30  states  re- 
porting regarding  the  financing  of  medical 
care  for  the  aged,  only  10  favored  the  social 
security  tax  as  a method. 

Let  me  say  that  the  AMA  was  as  well- 
organized  as  possible,  but  certainly  there 
was  no  rigging  or  stacking.  Out  of  2,600 
delegates  there  were  only  some  125  physi- 
cians, definitely  a minority  group.  And  of 
these  physicians  a number  were  federal  em- 
ployees associated  with  certain  agencies  of 
government. 

Following  this  first  plenary  session,  the 
Conference  was  broken  into  10  large  groups, 
dealing  with  such  problems  of  aging  as: — 
(1)  Population  Trends,  (2)  Health  and 
Medical  Care,  (3)  Social  Service,  (4)  Hous- 
ing, (5)  Education,  (6)  Recreation,  (7)  Role 
and  Training  of  Professional  Personnel,  (8) 
Religion,  (9)  Research,  and  (10)  Commun- 
ity Organization. 

We  learn  there  are  16,000,000  people  over 
65  years  of  age  in  the  United  States,  two- 
thirds  of  these  are  over  70,  one-third  of 
these  are  over  75,  with  8.6%  of  the  total 
population  being  over  65.  By  1970  there 
will  be  22,000,000  over  65  years.  In  1910, 
only  one  of  10  Americans  reached  the  age 
of  65,  now  2 out  of  3 celebrate  their  65th 
birthday.  In  1900,  the  life  expectancy  was 
48  years;  it  is  now  69  years.  In  a few  years 
the  meeting  of  this  Club  will  commonly  in- 
clude many  healthy  men  between  90  and 
100  years  of  age. 

Time  does  not  permit  me  to  tell  you  of 
the  various  recommendations  which  came 
out  of  the  groups  at  the  Conference.  Most 
of  the  recommendations  were  good  and 


realistic,  and  what  you  would  expect  from 
a common  sense  viewpoint.  I might  say 
that  I mainly  attended  conferences  on  re- 
habilitation, which  really  were  excellent 
and  which  convinced  me  of  the  great  poten- 
tial of  rehabilitation  programs  of  all  types. 

The  only  really  controversial  subjects, 
and  the  ones  in  which  you  would  be  inter- 
ested, came  out  of  the  Sections  on  Medical 
Care  and  that  on  Income  Maintenance. 

The  simple  conclusions  of  the  Section  on 
Income  Maintenance  were:  “We  favor  im- 
provement of  job  opportunities  for  those 
who  can  and  want  to  work,  development  of 
private  pension  plans  and  individual  sav- 
ings building  on  top  of  the  social  security 
system,  and  for  those  whose  needs  are  not 
met  through  other  methods  an  adequate 
system  of  public  assistance.”  This  group 
voted  170  to  99  for  a social  security  ap- 
proach. Whereas  the  Group  on  Health  and 
Medical  Care  concluded:  “Existing  federal 
states  matching  programs  will  provide  ef- 
fective, economic,  dignified,  needed  care  for 
our  elderly  citizens,  who  actually  need  help. 
Compulsory  health  care  inevitably  results 
in  poor  quality  care.”  This  group  voted  122 
to  62  against  a social  security  approach  of 
financing  the  program. 

Now,  in  the  remaining  few  minutes,  I 
would  like  to  give  you  some  of  my  personal 
observations  and  to  quote  some  of  the  facts 
concerning  the  problems  of  aging  which  I 
have  gained  from  my  experiences. 

The  most  outstanding  impression  I have 
of  the  whole  problem  of  aging  is  that  cer- 
tain forces  in  America  today,  many  of  the 
so-called  liberals,  have  cleverly  seized  upon 
the  problems  of  aging  for  use  as  a tool,  as 
a wedge  or  means  to  further  the  cause  of 
socialism  under  the  guise  of  humanitarian- 
ism.  This  I know  to  be  true  from  my  per- 
sonal talks  with  their  leaders.  I would  like 
to  emphasize  that  it  is  with  the  leaders  that 
we  must  be  concerned,  because  many  of 
the  followers  are  conscientious  dedicated 
people  who  really  want  to  better  the  wel- 
fare of  all  people.  I do  not  object  to  the 
right  of  one’s  belief  concerning  socialism, 
but  I do  object  to  the  hypocrisy  of  exploit- 
ing the  welfare  of  the  aging  as  a means  to 
gain  these  ends. 

While  I do  not  censure  one’s  right  to  be- 
lieve in  the  welfare  state,  I do  believe  we 
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should  strongly  consider  the  facts.  This 
can  be  best  done  by  quoting  one  paragraph 
from  Senator  B.  Goldwater’s  book  Cons- 
cience of  a Conservative.  I am  sure  most 
of  you  have  read  it;  if  not  I strongly  urge 
you  to  do  so.  To  quote,  “The  effect  of  wel- 
farism on  freedom  will  be  felt  later  on 
after  its  beneficiaries  have  become  its  vic- 
tims, after  dependence  on  government  has 
turned  into  bondage,  and  it  is  too  late  to 
unlock  the  jail.  But  a far  more  important 
factor  is  welfarism’s  strong  emotional  ap- 
peal to  many  voters  and  the  consequent 
temptation  it  presents  the  average  politi- 
cian. How  easy  it  is  to  reach  the  voters 
with  earnest  pleadings  for  helping  the 
needy  and  how  difficult  for  conservatives 
to  resist  these  demands  without  appearing 
callous  and  contemptuous  of  the  plight  of 
less  fortunate  citizens.  Here  perhaps  is  the 
best  illustration  of  the  failure  of  conserva- 
tive demonstrations.  I know,  for  I have 
often  heard  the  questions  the  liberals  ask, 
‘Have  you  no  sense  of  social  obligation?’ 
‘Have  you  no  concern  for  people  out  of 
work,  for  sick  people  who  lack  medical 
care,  for  children  in  overcrowded  schools?’ 
‘Are  you  unmoved  by  the  problems  of  the 
aged  and  disabled?’  ‘Are  you  against  hu- 
man welfare?’  The  answers,  of  course,  to 
all  of  these  questions  is  NO.  But  a simple 
NO  is  not  enough.  I feel  certain  that  con- 
servatism is  passe  unless  conservatives  can 
demonstrate — and  communicate  the  differ- 
ence between  being  concerned  with  these 
problems  on  one  hand  and  believing  that 
the  federal  government  is  the  proper  agent 
to  bring  about  their  solution.” 

My  next  impression  is  that  the  problems 
of  aging  are  being  taken  completely  out  of 
the  hands  of  those  who  know  the  most 
about  them. 

Most  physicians  in  this  country  decided 
to  study  medicine  because  they  were  in- 
terested in  people,  in  their  health  and  their 
welfare.  Yet,  their  opinions  are  now  not 
only  being  scoffed  at  and  ridiculed  but,  par- 
adoxically, are  being  completely  perverted 
and  used  in  a most  derogatory  manner,  in- 
dicating to  the  public,  and  often  accepted 
by  the  public,  that  doctors  are  only  a selfish, 
self-centered,  conniving,  money-seeking 
group  trying  to  do  everything  in  their 
power  to  retard  the  health  and  welfare  of 


older  citizens.  This  is  what  former  Presi- 
dent Truman  said  recently  about  the  medi- 
cal profession  as  an  organization: — “They 
are  against  anything  for  the  welfare  and 
benefit  of  the  people.”  He  called  us  “mean 
and  ornery,”  saying  further,  “I  have  no  use 
for  the  AMA,  the  biggest  trust  in  the  world. 
They  know  how  I feel,  I’m  not  slandering 
them.  They  are  for  the  benefit  of  them- 
selves, that  is  all,  just  themselves.”  In  last 
Sunday’s  paper  an  article  by  Drew  Pearson 
was  blazed  in  large  headlines,  “AMA  Draws 
Battle  Plan  to  Beat  Aid  for  Aged.”  There 
is  nothing  farther  from  the  truth.  Here  is 
what  Robert  Rourk  says  when  lambasting 
the  medical  profession  for  opposing  Ken- 
nedy’s plan,  “Doctors  are  human  beings, 
and,  while  some  are  sinners  and  some  are 
saints,  the  majority  are  just  no  good.” 

Yes,  the  leftist  leaders  are  trying  hard  to 
distort  and  discredit  physicians  who,  by  and 
large,  by  virtue  of  their  own  desire,  train- 
ing, and  action,  have  done  more  to  improve 
the  health  and  welfare  of  society  than  any 
other  group.  The  liberals  know  this  and 
believe  the  only  way  to  accomplish  their 
end  is  to  tear  down  this  image  of  the  physi- 
cian. In  our  society  such  is  not  only  con- 
fined to  physicians.  How  often  do  we  hear 
remarks  about  the  shyster  lawyers,  the  phi- 
landering preachers,  the  heartless  embez- 
zling banker,  the  businessmen,  Goldfine 
type;  but  let’s  be  careful  not  to  discredit 
business,  labor,  bankers,  lawyers  and  min- 
isters because  of  the  few  rotten  individuals 
in  their  group. 

Next,  I believe  the  most  outstanding  im- 
pression I have  gained  about  the  whole 
problem  of  aging  is  the  completely  unreal- 
istic manner  in  which  it  has  been  presented 
to  the  public.  Here  again  this  is  being  done 
by  the  welfare  politician  in  an  effort  to  cap- 
italize on  the  humanitarianism  aspect  of 
aging.  Purposely  they  are  painting  a pic- 
ture of  all  people  over  65  as  being  an  old, 
dependent,  dreary,  defunct,  destitute,  debil- 
itated, despondent  and  deteriorated  group 
of  people  who  must  be  cared  for  physically, 
mentally,  financially  and  in  every  other 
way.  I see  a few  of  my  friends  in  this  audi- 
ence who  are  over  65  and  who  surely  do 
not  fall  into  any  of  these  categories.  Ac- 
tually, the  great  majority  of  people  over  65 
are  mature,  healthy,  happy,  “alive,”  aggres- 
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sive,  able,  active,  adaptable,  ambitious — and 
neither  seek  nor  want  help  from  the  gov- 
ernment. 

I would  like  to  quote  to  you  a few  find- 
ings of  a nationwide  study  of  people  over 
65  conducted  by  James  W.  Wiggins  and 
Helmut  Schocek,  Professors  at  Emory  Uni- 
versity. The  survey  was  conducted  by  25 
highly  qualified  research  associates,  most  of 
whom  are  college  and  university  professors 
of  sociology  and  psychology.  “Of  the  older 
persons  contacted,  90%  said  they  enjoyed 
good  or  fair  health;  68%  said  they  could 
pay  for  a medical  emergency  costing  at 
least  $1,000  out  of  their  own  means.  Half  of 
the  respondents  reported  income  in  excess 
of  $2,000  a year  and  one  out  of  twenty  re- 
ported more  than  $10,000.  Most  of  the  aged 
reported  a net  worth  of  $10,000.  Sixty  per 
cent  did  not  think  a new  department  of 
federal  government  could  do  something  for 
them  personally  and  the  majority  believe 
life  was  easier  for  them  than  their  parents.” 
In  answer  to  the  question,  “Do  you  have 
any  medical  needs  now  that  are  not  being 
taken  care  of?”,  90%  said,  “No.”  The  study 
concluded  that  the  elderly,  like  others  in 
our  population,  are  not  characteristically 
dependent,  inadequate,  ill  or  senile.  It  also 
concluded  that  since  all  resources  are  lim- 
ited, whether  they  be  of  family,  kin,  private 
or  governmental  agencies,  the  recognition 
that  the  dependent  and  helpless  among  our 
aging  population  are  also  limited  in  num- 
bers will  permit  the  available  resources  to 
be  applied  judiciously  and  with  a far 
greater  benefit  to  society  as  the  result.  In 
other  words,  if  we  dilute  our  resources  the 
tridy  needy  person  will  not  have  adequate 
help  and  those  who  are  not  needy  will  get 
unnecessary  and  wasteful  help. 

Further,  the  study  states,  “Our  hypothesis 
was  that  modern  life  is  not  as  complicated 
and  frustrating  for  the  aging  as  is  pictured 
in  current  social  science  literature.”  It 
points  out  that  certainly  there  are  segments 
of  our  population  at  all  ages,  including  the 
elderly,  that  are  dependent,  inadequate,  ill 
and  unemployed.  Of  course,  these  must  be 
taken  care  of. 

This  brings  me  to  my  fourth  observation, 
as  mentioned  before,  that  physicians  since 
time  began  have  been  solicitous  of  the  wel- 
fare of  all  people,  particularly  the  aged.  In 


spite  of  recent  adverse  publicity,  the  truth 
is  that  all  doctors  and  the  AMA  are  the 
first  to  see  and  recognize  that  there  is  def- 
initely an  unfortunate,  though  not  rela- 
tively large,  portion  of  our  population  over 
65,  who  are  ill,  unwanted  and  destitute  and 
who  should  and  must  be  taken  care  of  by 
society.  Medicine  is  not  on  the  defensive 
about  this  group.  It  is  very  much  on  the 
offensive  in  desiring  and  seeing  to  it  that 
this  group  is  cared  for.  It  would  surely  ap- 
pear without  question  that  all  people  should 
be  cared  for  in  the  following  order.  First, 
as  the  individual’s  responsibility,  then  the 
family’s  responsibility,  then  by  private  phil- 
anthropic agencies,  as  churches,  etc.,  then 
by  the  local,  city,  county  and  state  govern- 
ments, and  only,  finally,  by  the  Federal 
Government  with  resort  to  a type  of  aid 
as  outlined  in  the  Kerr-Mills  Bill. 

This,  then,  brings  up  my  last  point  and 
the  controversial  issue  that  monopolized,  at 
least,  the  headlines  coming  out  of  the  White 
House  Conference  on  Aging. 

The  burning  question,  should  all  people 
over  65  have  all  of  their  economic,  medi- 
cal or  social  problems  taken  care  of  and 
financed  by  the  Federal  Government  under 
one  of  the  various  plans  attached  to  the  So- 
cial Security  Program,  as  the  Forand  Bill 
or,  more  recently,  the  Kennedy  proposal,  or 
should  we  simply  through  government  take 
care  only  of  those  people  who  are  inade- 
quate in  taking  care  of  themselves  through 
some  plan  such  as  the  already  enacted 
Kerr-Mills  Bill.  To  answer  this,  I will  have 
to  offer  certain  quotes  for  and  against  each 
proposal.  First,  let  us  consider  the  financ- 
ing of  such  a proposal  as  the  present  one  of 
President  Kennedy.  This,  I get  from  an 
editorial  recently  published  by  the  Wall 
Street  Journal.  His  bill  would  be  a social 
security  financial  plan  for  the  health  care 
of  the  aged  and  at  the  same  time  urging 
increased  government  spending  for  medical 
training  and  research,  medical  and  dental 
school  construction,  child  care  and  voca- 
tional rehabilitation.  The  Kennedy  Pro- 
gram would  extend  health  care  to  14.2  mil- 
lion aged  65  or  over  receiving  social  secur- 
ity retirement  benefits.  I shall  not  go  into 
all  of  the  benefits  connected  with  the  pro- 
gram. He  does  not  provide  for  any  pay 
for  the  physicians’  services  in  the  home  or 
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at  the  office.  This  feature  is  strategic  to 
put  the  medical  profession  on  the  spot.  If 
the  medical  profession  cannot  block  enact- 
ment of  the  Kennedy  plan  it  faces  a choice 
between,  (1)  reversing  its  field  and  seeking 
coverage  for  doctors’  fees,  or  (2)  commit- 
ting doctors  to  handle  a large  part  of  the 
Nation’s  aged  without  charge  and  with  doc- 
tors taking  on  the  enormous  increased  pa- 
tient load  either  as  members  of  a hospital 
staff,  or  as  the  holders  of  unpaid  bills. 

Mr.  Kennedy  would  attempt  to  finance 
his  plan  as  follows:  Social  security  taxes 
now  are  3%  each  per  employee  and  em- 
ployer, a total  of  6 per  cent.  On  January  1, 
1963,  the  tax  is  slated  to  go  to  3.5%  for 
each,  then  the  added  tax  of  the  health  care 
plan  would  be  another  0.5%  or  3.75%  and 
the  levy  is  to  be  on  a broader  base  moving 
from  the  $4800  to  the  $5000  base.  In  addi- 
tion, Mr.  Kennedy  has  already  sent  Con- 
gress a plan  calling  for  several  other  lib- 
eralizations in  the  social  security  benefits 
which  would  be  paid  for  by  still  another 
14  of  1%  increase  in  social  security  taxes. 
This  addition  would  make  the  employe  pay 
a 3.875%  tax  and  his  boss  another  3.875%  or 
a $387.50  tax  on  a $5,000  salary — this,  of 
course,  is  in  addition  to  his  income  tax, 
sales  tax,  gas  tax,  property  tax  and  numer- 
ous other  taxes. 

Kennedy’s  strong  argument  is  that  this 
is  not  socialized  medicine.  This  is  the  same 
hypocritical  argument  of  Reuther,  Meany 
and  Wilbur  Cohen.  (The  latter  is  Kennedy’s 
professor  from  Michigan,  advisor  to  Ken- 
nedy on  medical  care  and  one  of  the 
drafters  of  the  social  security  act,  and  a 
long  time  advocate  of  socialized  medicine.) 
Yes,  these  men  and  others  say  it  is  not  so- 
cialized medicine,  but  let  us  examine  what 
the  socialist  party  says  about  the  subject. 
Surely  if  any  group  is  qualified  to  judge 
whether  something  is  socialistic  or  not  it 
should  be  the  Socialists  themselves.  Here 
is  what  the  Socialists  said  in  the  December 
1,  1960  issue  of  their  paper,  New  America. 
“After  the  Forand  bill  is  passed,  this  Nation 
will  be  provided  with  a mechanism  for  so- 
cialized medicine  capable  of  indefinite  ex- 
pansion in  every  direction  until  it  includes 
the  entire  population.”  The  paper  went  on 
to  say  that  labor  is  the  biggest  and  most 


articulate  of  the  group  favoring  socialized 
medicine. 

Time  does  not  permit  me  to  comment  on 
how  such  a program  will  affect  the  health 
of  individuals  in  producing  malingerers  and 
psychoneurotics.  Nor  will  it  permit  me  to 
discuss  the  devastating  effect  it  will  have 
in  supplanting  insurance  programs,  as  com- 
pared to  the  Kerr-Mills  Bill  which  supple- 
ments, not  supplants,  voluntary  health  in- 
surance. It  is  interesting  that  in  1952,  33% 
of  persons  over  65  had  health  and  hospital 
insurance,  in  1953,  43%,  and  in  1960  that 
72r/(  had  it,  with  46%  of  the  total  popula- 
tion being  covered. 

There  are  1,600,000  hospital  beds  in  the 
Country  and  a conservative  estimate  is  that 
20r/<  are  occupied  by  those  over  age  65. 
There  are,  therefore,  320,000  older  people 
in  hospitals  every  day  at  a per  diem  cost 
of  about  $29  per  day,  or  at  a total  cost  of 
roughly  $10,000,000  per  day  or  $3,650,000,000 
annually, — just  for  hospitalization  alone. 
Yet  the  proponents  of  the  social  security 
approach  in  the  Kennedy  plan  say  that  the 
whole  program  will  only  cost  2 to  3 million 
dollars!  Do  you  know  that  in  1953  the 
Government  spent  a billion  dollars  on  peo- 
ple over  65  years  and  in  1960  it  spent 
$17,000,000,000  for  the  same  group. 

Neither  do  we  have  time  to  discuss  the 
tragic  inflationary  effect  as  part  of  the  Ken- 
nedy proposal. 

Finally,  the  big  argument  the  welfare 
proponents  use  is  that  the  current  argument 
is  just  a renewal  of  the  old  fight  against  the 
social  security  tax,  saying  that  now  every- 
one accepts  it,  believes  in  it,  and  that  it  is 
great.  It  seems  to  me  that  there  is  some 
similarity  in  social  security  and  digitalis. 
Certainly  there  is  no  more  life  saving  or 
better  drug  than  this  one  when  given  in 
relative  small  and  correct  amounts,  but 
when  too  much  is  administered  there  is  no 
more  potent  drug  in  destroying  the  very 
life  one  sets  out  to  save.  I feel  sure  that 
in  our  economic  and  social  way  of  life  the 
handling  of  the  problems  of  aging,  as  well 
as  many  of  the  other  new  frontiers,  are 
warnings  as  sure  as  the  extra  heart  beats, 
yellow  spots  before  the  eyes,  the  irritabil- 
ity of  muscle,  the  nausea  and  vomiting  and 
other  signs  indicating  ominous,  dangerous 
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and  probably  fatal  overdosage  of  digitalis. 

My  final  thought  is  that  one  should  hold 
no  ill  will  or  condemn  anyone  who  holds  a 
different  philosophy  of  life  from  one’s  own 
regarding  religion  or  socio-economic  prob- 
lems. However,  one  should  detest  and  fight 
with  all  one’s  power  those  bigots  who  are 
willing  and  are  using  the  camouflage  of  hu- 
manitarianism  in  an  attempt  to  destroy  the 
confidence  in,  or  the  reputation  and  the  im- 
age of  the  physician  in  a hypocritical  and 
dishonest  effort  to  promote  their  own  phi- 
losophy of  a way  of  life. 


Dr.  Frizzell  Pride  Hess,  82,  Holly  Grove,  died 
May  30th  at  the  Jackson-Madison  County  Hospi- 
tal in  Jackson. 

Dr.  J.  D.  Carlton,  80,  Union  City,  died  June  8th 
at  the  Obion  County  General  Hospital. 

Dr.  R.  W.  Smith,  Newport,  died  May  22nd  at 
Newport. 


PROGRAMS  AND  NEWS  OF 

MEDICAL  SOCIETIES 

' ; ■ 


Chattanooga-Hamilton  County  Medical 
Society 

The  usual  meeting  in  May  was  conducted 
on  the  2nd  of  the  month.  It  consisted  of  a 
dinner  meeting  sponsored  by  the  Chatta- 
nooga Surgical  Supply  Company. 

The  meeting  on  June  6th  consisted  of  the 
annual  outing  and  barbecue,  held  at  the 
Chattanooga  Rod  and  Gun  Club.  Dr.  John 
M.  Higgason  was  Chairman  of  the  Picnic 
Committee. 

Greene  County  Medical  Society 

The  regular  monthly  meeting  of  the  So- 
ciety was  held  at  the  Elks  Club  on  June 
5th.  A dinner  preceded  the  meeting.  In 
the  business  meeting,  Dr.  C.  D.  Huffman 
was  nominated  to  be  the  Medical  Examiner 
for  the  county.  Other  business  included 
the  presentation  of  a letter  from  the  TSMA 
President  urging  all  county  society  mem- 
bers to  participate  in  the  Tennessee  Plan. 
Several  other  business  items  were  pre- 
sented to  the  Society. 

The  scientific  program  was  presented  by 


the  Chairman,  Dr.  Cowles,  who  introduced 
Dr.  Martin  Bronson,  Radiologist  from  Eliz- 
abethton.  Dr.  Bronson  showed  films  from 
several  cases  and  discussed  radiologic  find- 
ings in  pulmonary  edema  in  the  intra- 
alveolar  variety  and  of  the  extra-alveolar 
variety. 

Memphis-Shelby  County  Medical  Society 

The  Society  conducted  its  regular 
monthly  meeting  on  April  4th  in  the  Insti- 
tute of  Pathology.  In  the  business  session, 
the  President,  Dr.  Cannon,  announced  that 
the  investment  retirement  program  of  the 
society  now  has  participation  of  32%  of  the 
members. 

The  scientific  program  consisted  of  the 
following:  “Nephrocalcinosis”  by  Dr.  Gor- 
don Mathes;  “The  Anterior  Approach  to  the 
Cervical  Spine”  by  Dr.  Marcus  Stewart  (in 
the  absence  of  Dr.  Stewart,  the  paper  and 
films  were  introduced  by  Dr.  Harold  Boyd) ; 
“Blunt  Trauma  to  Major  Arteries”  by  Dr. 
Robert  McBurney. 

Roane  County  Medical  Society 

The  society  held  its  regular  monthly 
meeting  on  June  27th  in  the  Oak  Ridge 
Hospital  where  the  meeting  was  preceded 
by  a dinner  in  the  cafeteria.  The  scientific 
program  consisted  of  a panel  discussion  on 
“How  Good  Is  Routine  Hematology”  with 
talks  and  demonstrations  given  by  Dr.  Dan 
Beals,  University  of  Tennessee  Hospital, 
Knoxville;  Dr.  Alen  Carabia,  Oak  Ridge 
Hospital;  Dr.  Wm.  Nelson,  Medical  Division, 
ORINS;  and  Dr.  Ralph  Kniseley,  Medical 
Division,  ORINS. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Consolidated  Medical  Assembly  con- 
ducted its  regular  monthly  meeting  on  June 
6th  in  the  New  Southern  Hotel.  The  meet- 
ing was  preceded  by  a dinner.  The  scien- 
tific program  was  presented  by  two  lectur- 
ers. They  were  Dr.  R.  A.  Calandruccio  of 
Campbell’s  Clinic,  Memphis,  whose  subject 
was  “Common  Preventable  Errors  in  Or- 
thopedic Treatment,”  and  Dr.  William  Mar- 
but,  Nashville,  spoke  on  the  subject  “VA 
Outpatient  Treatment  Program.” 
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The  Month  in  Washington 
(From  the  AMA  Washington  Office) 

The  American  Medical  Association  sup- 
ported the  Kennedy  Administration’s  pro- 
posal to  provide  $750  million  in  matching 
funds  for  construction  of  medical,  dental, 
public  health  and  osteopathic  schools. 

In  a letter  to  Sen.  Lister  Hill  (D.,  Ala.), 
Chairman  of  the  Senate  Labor  and  Public 
Welfare  Committee,  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice  President  of  the  AMA,  said: 

“As  an  Association  of  179,000  practicing 
physicians,  we  are  vitally  interested  in 
maintaining  the  high  quality  of  medical  ed- 
ucation in  the  United  States  because  of  its 
direct  relationship  to  medical  care.  For 
over  a century,  the  American  Medical  As- 
sociation has  been  actively  and  effectively 
engaged  in  the  improvement  of  medical  ed- 
ucation in  the  United  States.  It  can  now  be 
said,  with  assurance,  that  medical  education 
in  this  country  is  superior  to  that  found 
anywhere  else  in  the  world.  It  is  not  a co- 
incidence that  the  improved  standards  of 
medical  care  in  the  last  half  century  saw 
the  elimination  of  sub-standard  medical 
schools  and  diploma  mills  which  had  been 
turning  out  graduates  in  large  numbers. 
This  improvement  in  medical  education  is 
the  result  of  the  vigorous  efforts  of  this  As- 
sociation and  other  interested  organizations. 

“We  strongly  believe  that  increased  at- 
tention must  be  given  to  the  adequacy  of 
physical  facilities,  the  availability  of  quali- 
fied instructors  and  the  availability  of 
teaching  material  and  patients  for  the  clin- 
ical phases  of  medical  education  if  high 
standards  of  medical  education  are  to  be 
maintained.  Any  attempt  to  increase  the 
number  of  medical  students  without  regard 
to  these  conditions  will  result  in  a lowering 
of  the  standard  of  medical  education.  We 
are  of  the  firm  conviction  that  increase  in 
the  physical  facilities  available  for  medical 
education  should  be  given  priority  at  this 
time  over  any  other  federal  legislation  in 
the  field  of  medical  education. 

“We  believe  that  there  is  need  for  as- 
sistance in  the  expansion,  construction  and 


remodeling  of  the  physical  facilities  of  med- 
ical schools  and,  therefore,  a one-time  ex- 
penditure of  federal  funds  on  a matching 
basis,  where  maximum  freedom  of  the 
school  from  federal  control  is  assured,  is 
justified.” 

The  AMA  opposed  a provision  that  might 
encourage  medical  schools  to  expand  too 
rapidly.  Dr.  Blasingame  said:  “It  is  quite 
possible  that  a forced  increase  in  freshman 
enrollment  would  be  detrimental  to  the 
quality  of  medical  education.” 

The  Association  did  not  take  a position  on 
the  provision  of  the  Administration  legis- 
lation that  would  provide  federal  scholar- 
ships to  medical  students.  However,  Dr. 
Blasingame  described  to  the  senate  commit- 
tee AMA’s  new  medical  scholarship  and 
student  loan  programs. 

* 

The  General  Accounting  Office  found  the 
Defense  Department’s  Medicare  program 
being  conducted  generally  “in  a satisfactory 
manner,”  but  recommended  some  changes 
designed  to  correct  what  it  considered  “im- 
portant deficiencies.” 

The  Army,  which  administers  the  pro- 
gram of  medical  care  for  dependents  of 
members  of  the  armed  services,  took  steps 
to  put  into  effect  most  of  the  recommenda- 
tions of  the  GAO,  which  audits  federal 
spending  for  Congress. 

However,  Medicare  officials  rejected  a 
GAO  proposal  for  a change  in  physician 
fees. 

“Our  review  disclosed  that  physicians’ 
claims  for  medical  care  are,  in  general,  sig- 
nificantly higher  in  states  where  maximum 
fees  are  made  known  to  physicians  than  in 
those  states  where  maximum  fees  are  not 
made  known,”  the  GAO  reported.  “We  es- 
timate that  there  is  an  additional  cost  of  as 
much  as  $3  million  to  $4  million  annually 
as  a result  of  maximum  fees,  rather  than 
normal  fees,  being  charged  in  the  states 
where  fee  schedules  are  distributed  to  the 
physicians.” 

The  GAO  recommended  that  lower  fixed 
fee  schedules  be  negotiated  for  states  where 
a high  percentage  of  physicians’  claims  are 
for  maximum  allowable  fees,  “subject  to 
being  raised  only  on  the  basis  of  clearly 
supported  evidence  of  higher  normal  fees.” 
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If  lower  fees  cannot  be  negotiated,  the 
GAO  said,  efforts  should  be  made  “to  have 
the  state  medical  society  or  other  appropri- 
ate parties  accept  the  responsibility  for  de- 
termining that  physician  claims  are  gener- 
ally not  in  excess  of  their  normal  charges.” 

The  GAO  further  recommended  that 
“physicians  be  required  to  certify  on  each 
claim  that  the  amount  billed  does  not  ex- 
ceed the  physician’s  normal  fee  for  the  med- 
ical care  furnished.” 

The  Army  disagreed,  saying  that  it  be- 
lieved “the  present  contracting  concept  is 
the  most  suitable  to  meet  the  requirements 
and  is  in  the  best  interests  of  the  govern- 
ment.” 

The  AMA  noted  that  it  had  held  from  the 
outset  that  “fixed  fee  schedules  would  re- 
sult in  a more  expensive  program  than  if 
physicians  were  permitted  to  charge  their 
normal  fees.” 

Fixed  fee  schedules  call  for  some  fees 
above  some  so-called  normal  fees  and  others 
below  average  fees,  the  AMA  said,  “physi- 
cians tend  to  ‘balance  out’  by  using  fees 
listed  in  the  fixed  fee  schedule.” 

During  the  first  four  years  of  the  pro- 
gram, $130  million  was  paid  to  civilian  doc- 
tors and  $133  million  to  civilian  hospitals 
for  care  of  1.1  million  military  dependents. 
Maternity  cases  accounted  for  about  half 
the  total. 

Medicare  has  asked  Congress  for  $73.2 
million  for  the  fiscal  year  1962  beginning 
this  July  1.  This  is  a $6.9  million  increase 
over  Medicare’s  current  budget.  The  in- 
crease is  needed,  Medicare  said,  because  of 
more  military  dependents  eligible  for  the 
program’s  benefits  and  increases  in  the  costs 
of  services. 

Kefauver  Bill 

Sen.  Estes  Kefauver  (D.-Tenn.)  has  pro- 
posed a controversial  bill  which  would  ap- 
ply stiff  new  curbs  on  drug  manufacturers. 
Briefly,  his  proposal  would:  (a)  bring  drug 
manufacturing  under  the  anti-trust  act;  (b) 
reduce  the  exclusive  patent  rights  on  drugs 
from  17  to  3 years,  with  an  additional  14 
years  under  which  the  patent  holder  would 
have  to  grant  unrestricted  licenses  to  all 
qualified  manufacturers;  (c)  broaden  in- 
spection procedures  under  the  Food  and 


Drug  Act;  (d)  allow  the  Secretary  of  HEW 
to  name  all  drugs,  and  the  official  name 
would  have  to  be  prominently  displayed  on 
the  container;  and  (e)  require  the  Secretary 
of  HEW  to  distribute  to  physicians  and  hos- 
pitals all  information  required  in  the  pack- 
aging of  the  drug.  Dr.  Karl  Bambach,  ex- 
ecutive vice-president  and  secretary  of  the 
Pharmaceutical  Manufacturers  Association, 
said  Kefauver’s  proposed  changes  in  the 
patent  law  would  have  a catastrophic  effect 
on  the  drug  industry  and  other  fields  based 
on  research. 


Army  Citation  Given 
Dr.  John  B.  Youmans 


On  May  3,  1961,  Dr.  Youmans,  Emeritus 
Professor  of  Medicine,  and  Former  Dean, 
Vanderbilt  University  School  of  Medicine, 
received  the  highest  award  the  Secretary 
of  the  Army  is  authorized  to  give  to  civilian 
employees,  the  decoration  for  Exceptional 
Civilian  Service.  This  award  consists  of  a 
gold  medal,  lapel  rosette  and  citation  cer- 
tificate. 

Presentation  of  the  award  was  made  in 
the  office  of  The  Surgeon  General  by  Ma- 
jor General  T.  S.  Hartford,  M.C.,  acting, 
The  Surgeon  General,  at  a ceremony  at- 
tended by  many  of  Dr.  Youmans’  friends 
and  former  colleagues.  The  citation  cer- 
tificate was  signed  by  the  Secretary  of  the 
Army,  Dr.  Elvis  J.  Stahr,  Jr.  and  read  as 
follows: 

“For  exceptional  performance  of  duty  as 
Technical  Director  of  Research,  Army  Med- 
ical Research  and  Development  Command, 
from  1 September  1958  to  30  September 
1960.  His  expert  technical  knowledge,  dip- 
lomatic acumen  and  executive  talents  were 
demonstrated  with  outstanding  effective- 
ness in  guiding  and  directing  the  Army 
Medical  Research  Program.  His  interna- 
tionally recognized  accomplishments  in  the 
medical  and  scientific  world  have  been  in- 
valuable contributions  in  the  forward  ag- 
gressive movement  of  the  research  effort, 
maintaining  and  in  many  areas,  increasing 
the  traditionally  high  standards  of  the 
Army  Medical  Service  Research  Program. 
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This  reflects  great  credit  upon  himself  and 
the  United  States  Army.” 

Dr.  Youmans,  a member  of  the  Nashville 
Academy  of  Medicine,  and  of  TSMA,  is 
presently  Director  of  the  Division  of  Sci- 
entific Activities  of  the  American  Medical 
Association. 

Memphis  Society  Sponsors 
Legislative  Conference 

A legislative  meeting,  for  the  purpose  of 
indoctrination  and  education  of  physicians 
and  their  wives  in  socialistic  legislation  was 
conducted  on  June  8th  at  the  University 
Club. 

Mr.  Lee  Anderson,  Editor  of  the  Chat- 
tanooga News-Free  Press  was  the  first 
speaker  and  his  subject  was  “Modern  Min- 
ute Men  to  Save  America.” 

Dr.  Ernest  B.  Howard,  Assistant  Execu- 
tive Vice-President  of  the  American  Medi- 
cal Association,  spoke  on  the  subject  “Med- 
icine Under  Social  Security.” 

Average  Hospital  Benefits  in  Tennessee 

The  Health  Insurance  Institute  has  re- 
leased average  figures  on  hospital  coverage 
in  the  state.  A distribution  by  state  of  basic 
averages  in  group  health  insurance  policies 
shows  the  averages  of  daily  hospital  room- 
and-board  benefits  and  maximum  surgical 
benefits.  In  Tennessee,  the  average  room- 
and-board  benefit  daily  is  $12  and  the  av- 
erage maximum  surgical  benefit  is  $270. 

State  Medical  Aid  for  Aged 
Started  July  I 

Tennessee’s  newly  adopted  program  of 
medical  care  for  the  aged,  patterned  after 
the  Kerr-Mills  Act,  went  into  effect  on  July 
1.  The  program,  which  will  be  adminis- 
tered by  the  State  Department  of  Public 
Welfare,  was  authorized  by  the  1961  Legis- 
lature. Seventy-five  percent  of  the  cost  will 
be  paid  from  federal  funds,  20%  from  the 
state  and  5%  from  the  counties. 

The  cost  of  the  program  for  its  first  year 
of  operation  is  expected  to  be  $2,095,470. 
Several  requirements  must  be  met  before 
applicants  can  participate  in  the  program. 
They  must  be  65  years  of  age  or  over;  they 
must  be  neither  receiving  public  assistance 
under  existing  programs  nor  eligible  for 
such  assistance;  they  must  be  unable  to  pay 


for  necessary  medical  care  under  standards 
established  by  the  State  Welfare  Depart- 
ment; hospital  expenses  for  any  single  fiscal 
year  must  exceed  $100  and  a practicing 
physician  must  certify  the  patient’s  need 
for  hospitalization  or  drugs. 

Drugs  will  be  provided  for  diabetes  or 
heart  disease  patients  under  the  noninstitu- 
tional  phase  of  the  program.  It  will  be  re- 
quired that  an  applicant’s  income  totals  no 
more  than  $1,000  for  single  persons  or  $1,500 
in  the  case  of  married  couples  who  seek 
aid.  The  same  limits  will  be  placed  on  per- 
sonal property,  including  stocks  or  bonds, 
cash  on  hand  or  in  a bank,  cash  value  of 
insurance  policies,  postal  savings  or  other 
items  which  might  be  converted  into  cash 
to  pay  for  medical  care. 

This  marks  Tennessee’s  first  program  un- 
der the  provisions  of  the  Kerr-Mills  Act 
passed  by  Congress  last  year  although  other 
phases  of  the  act  were  begun  earlier  with- 
out the  necessity  of  special  legislation. 

Moccasin  Bend  Mental  Hospital  Dedicated 

The  newest  of  the  State’s  intensive  treat- 
ment centers  for  the  mentally  ill,  located  in 
Chattanooga,  was  dedicated  on  May  26th. 
Dr.  Harry  C.  Solomon,  Commissioner  of  the 
Massachusetts  State  Department  of  Mental 
Health  and  past  president  of  the  American 
Psychiatric  Association,  was  the  principal 
speaker. 

The  facility  is  designed  to  serve  an  eight- 
een county  area  in  lower  middle  and  east 
Tennessee.  A plaque  was  unveiled  of  Dr. 
Joseph  W.  Johnson,  Jr.,  Chattanooga,  for 
his  efforts  to  get  the  new  hospital  located 
in  the  Chattanooga  area. 

Knoxville  Society  of  Internal  Medicine 

Dr.  James  Culbertson,  professor  of  medi- 
cine at  the  University  of  Tennessee  College 
of  Memphis,  spoke  at  a meeting  of  the 
Knoxville  Society  of  Internal  Medicine.  His 
address  before  the  society  concerned  recent 
advances  in  determining  the  various  causes 
of  hypertension. 

The  Knoxville  Society  is  an  organization 
of  regional  specialists  in  internal  medicine 
whose  objectives  are  to  promote  high  stand- 
ards of  practice  in  internal  medicine  in  the 
community,  to  encourage  postgraduate  edu- 
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cation  of  the  members,  to  encourage  clinical 
research  and  to  emphasize  the  importance 
of  teaching  and  other  academic  pursuits  in 
the  practice  of  internal  medicine. 

Tennessee  Heart  Association 

More  than  200  physicians  and  laymen  at- 
tended the  Eighth  Annual  Meeting  of  the 
Tennessee  Heart  Association  at  Memphis 
on  June  9-10.  The  meeting  was  conducted 
at  the  Peabody  Hotel.  Dr.  Oglesby  Paul, 
president  of  the  American  Heart  Associa- 
tion, spoke  at  the  scientific  sessions  for  pro- 
fessional members  only.  Dr.  Paul  is  clinical 
association  professor  of  medicine  in  Chi- 
cago. Appearing  with  him  was  Dr.  Ken- 
neth Moser  and  Dr.  Edward  Adelson,  both 
of  Washington. 

Vanderbilt  University  School  of  Medicine 

A research  project  underway  at  Vander- 
bilt University  may  shed  light  on  how  can- 
cer develops  and  spreads  in  the  human 
body.  The  potentially  far-reaching  research 
is  being  carried  out  through  observation  of 
giant  cell  formations  in  tissue  culture  in- 
fected with  measles  virus.  Dr.  John  B. 
Thomison,  assistant  professor  of  pathology 
states  that  the  findings  may  provide  valua- 
ble assistance  in  tearing  down  some  of  the 
mysteries  surrounding  that  disease. 

University  of  Tennessee 
College  of  Medicine 

A portrait  of  Dr.  L.  W.  Diggs,  professor 
of  medicine  and  chairman  of  the  depart- 
ment of  laboratories,  was  presented  to  the 
College  of  Medicine  as  a tribute  to  Dr. 
Diggs’  thirty  years  of  service  to  the  College. 

* 

Dr.  Simon  Rulin  Bruesch,  professor  of 
anatomy,  is  UT’s  first  Goodman  Professor. 
Dr.  Bruesch  was  recommended  for  the  dis- 
tinction by  a committee  of  his  colleagues. 

* 

Dr.  Robert  G.  Jordan,  assistant  professor 
of  pediatrics  in  the  Child  Development 
Clinic  of  the  University,  has  received  a $500 
in-service  training  grant  from  the  Southern 
Regional  Education  Board  under  its  pro- 
gram in  mental  health  training  and  re- 
search. 

+ 

Dr.  Roland  H.  Alden  has  been  named 


dean  of  the  School  of  Biological  Sciences  of 
the  University  of  Tennessee  Medical  Units. 
Dr.  G.  Gordon  Robertson,  professor  of  anat- 
omy since  1952,  will  succeed  Dr.  Alden  as 
chief  of  the  division  of  anatomy. 

* 

Dr.  Lewis  D.  Anderson,  assistant  in  ortho- 
pedic surgery,  has  been  awarded  $9,947  by 
the  National  Institute  of  Health  of  the  U.  S. 
Public  Health  Service,  for  a study  on  frac- 
ture healing. 

* 

A postgraduate  program  in  neurology 
was  offered  on  May  17-18  at  the  Medical- 
Surgical  Building.  Guest  faculty  consisted 
of  Dr.  A.  L.  Sahs,  professor  and  head  of  the 
department  of  neurology  at  the  University 
of  Iowa,  Iowa  City,  and  Dr.  Bertram  E. 
Sprofkin,  clinical  professor  of  neurology  at 
Vanderbilt  University  School  of  Medicine 
in  Nashville. 

* 

Dr.  William  Hall  Lee,  a fellow  in  thoracic 
surgery  at  the  University  of  California 
Medical  Center  in  Los  Angeles,  has  joined 
the  College  of  Medicine  as  assistant  pro- 
fessor of  surgery,  effective  July  1. 

Family  Physician  Day 
at  Central  State  Hospital 

On  Thursday,  May  18th,  a group  of  27 
General  Practitioners  from  all  parts  of  Ten- 
nessee attended  a postgraduate  program  in 
Psychiatry  presented  jointly  by  the  Van- 
derbilt University  School  of  Medicine  and 
the  Central  State  Hospital.  Dr.  Oscar  S. 
Hauk,  the  Superintendent,  gave  the  wel- 
coming address. 

The  theme  of  the  program  was  centered 
around  the  mentally  ill  patient  who  is 
ready  to  be  discharged  and  the  role  of  the 
family  physician  in  his  post  hospital  treat- 
ment. The  program  also  presented  the 
overall  diagnostic  and  therapeutic  activities 
of  the  hospital  in  relation  to  a newly  ad- 
mitted patient.  These  ranged  from  the 
preparation  of  the  family  and  the  patient 
for  admission  to  a mental  hospital  presented 
by  Dr.  Joseph  J.  Baker,  Commissioner  of 
Mental  Health,  State  of  Tennessee,  to  plan- 
ning for  discharge  discussed  by  Dr.  Nat  T. 
Winston,  Jr.,  Superintendent  of  Moccasin 
Bend  Psychiatric  Hospital,  Chattanooga. 
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The  principal  address  was  given  by  Dr. 
William  F.  Sheeley,  Chief  of  the  Education 
Project  for  the  General  Practitioner  of  the 
American  Psychiatric  Association.  The  title 
of  Dr.  Sheeley’s  presentation  was  “Going 
Home  for  Keeps”  in  which  he  emphasized 
the  need  for  close  collaboration  between 
the  State  Hospital  and  the  family  physi- 
cian. He  stated  that  the  family  physician 
can  do  much  to  alleviate  the  family’s  and 
the  patient’s  doubts  about  one  another  once 
the  patient  is  discharged  from  the  hospital. 
He  can  also  do  much  to  facilitate  the  com- 
fortable transition  for  the  patient  in  his  re- 
turn from  hospital  to  home. 

He  also  emphasized  the  increasing  re- 
sponsibility of  the  community  for  the  pro- 
vision of  resources  for  the  follow-up  care 
of  the  discharged  patient  that  will  do  much 
to  solve  the  problem  of  readmission.  He 
stated  “the  day  is  long  past  when  the  State 
(mental)  hospital  can  be  permitted  to  stand 
apart  from  the  community  . . . close  col- 
laboration between  State  hospital  and  other 
community  activities  becomes  . . . more  nec- 
essary.” 

An  interesting  aspect  of  the  program  was 
a resume  of  the  role  of  the  different  pro- 
fessions in  the  evaluation  of  the  patient  and 
in  his  subsequent  treatment  while  in  the 
hospital.  The  director  of  adjunctive  ther- 
apy, Mr.  Wayne  Nichols,  described  the  nu- 
merous activities  included  in  his  area,  such 
as  Music  Therapy,  Occupational  Therapy, 
recreation,  and  the  recent  acquisition 
through  the  Department  of  Vocational  Re- 
habilitation of  shops  for  training  of  patients 
in  such  vocations  as  shoe  repair,  office  man- 
agement, domestic  science  and  wood  work. 

Dr.  R.  H.  Kampmeier,  Professor  of  Medi- 
cine at  Vanderbilt  and  Medical  Consultant 
to  Central  State  Hospital  outlined  the  most 
useful  liaison  relationship  that  exists  be- 
tween the  Hospital  and  Vanderbilt  in  teach- 
ing and  the  practical  management  of  major 
medical  problems  occurring  within  the  pop- 
ulation of  the  Hospital. 

Such  postgraduate  programs  as  these  are 
accepted  by  the  Academy  of  General  Prac- 
tice for  credit  in  their  regular  postgraduate 
requirements. 

Memphis  Surgical  Society 

Dr.  Francis  H.  Cole  has  been  elected 


President  of  the  Memphis  Surgical  Society 
at  a recent  meeting  at  the  University  Club. 
He  succeeds  Dr.  C.  Douglas  Hawkes.  Other 
new  officers  are  Dr.  L.  Henning  Mayfield, 
vice  president,  and  Dr.  Robert  M.  Miles, 
secretary-treasurer. 

The  program  for  the  meeting  consisted  of 
a paper  given  by  Dr.  Lester  Adelson,  pa- 
thologist and  chief  deputy  coroner  of  Cleve- 
land, Ohio. 
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Dr.  L.  M.  Graves,  Memphis,  recently  addressed 
the  Memphis  Zonta  Club. 

Dr.  Freeman  L.  Rawson,  Knoxville,  has  been 
named  president-elect  of  the  East  Tennessee  Heart 
Association. 

Recently  elected  officers  of  the  West  Tennessee 
Heart  Association  include  Dr.  R.  David  Taylor, 
Dyersburg,  and  Dr.  Lamb  B.  Myhr,  Jackson.  Dr. 
Myhr  is  president-elect.  Elected  to  the  Board 
of  Directors  was  Dr.  W.  B.  Acree  of  Ridgely. 

Dr.  E.  P.  Muncy,  Jefferson  City,  has  been 
elected  chairman  of  the  Board  of  the  East  Ten- 
nessee Heart  Association. 

Dr.  Hugh  W.  Rule,  Kingsport,  has  been  elected 
to  the  Board  of  Mayor  and  Aldermen  of  Kings- 
port. 

Two  new  doctors  are  preparing  to  open  their 
office  at  Elizabethton.  They  are  Dr.  C.  J.  Wells 
and  Dr.  George  Farrow.  Both  have  completed 
tours  of  duty  with  the  U.  S.  Air  Force.  They 
will  practice  general  medicine  and  surgery. 

Dr.  Harold  G.  Sibold,  Chattanooga,  has  been 
certified  as  a diplomate  of  the  American  Board 
of  Anesthesiology. 

Dr.  Laurence  Jones,  Union  City,  is  the  new 
president  of  the  West  Tennessee  Heart  Associa- 
tion. 

The  Blount  Memorial  Hospital  staff  officers  con- 
sist of  the  following:  Chief  of  staff,  Dr.  T.  G. 
Proctor  who  replaces  Dr.  W.  C.  Crowder;  Vice- 
chief of  staff,  Dr.  C.  B.  Lequire;  re-elected 
secretary-treasurer,  Dr.  C.  B.  Howard;  Chief  of 
medicine,  Dr.  W.  C.  Crowder;  Chief  of  surgery, 
Dr.  J.  A.  Yarborough.  Dr.  W.  N.  Dawson  was 
elected  a member  of  the  Credentials  Committee, 
while  Dr.  Oliver  W.  Agee  was  appointed  as  a 
member  of  the  medical  and  surgical  audit  com- 
mittee. All  of  the  physicians  are  from  the  Mary- 
ville-Alcoa  area. 

Dr.  Joseph  E.  Acker,  Knoxville,  has  succeeded 
to  the  presidency  of  the  Tennessee  Heart  Associa- 
tion. Dr.  David  McCallie,  Chattanooga,  has  been 
named  president-elect. 

Dr.  Albert  C.  Broyles,  Dayton,  was  recently 
given  an  appreciation  banquet  at  Bryan  College 
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in  observance  of  his  50  years  in  the  practice  of 
medicine. 

Dr.  Albert  S.  Easley,  Chattanooga,  recently 
spoke  on  the  subject  “Diabetes”  at  the  Health 
Institute. 

Dr.  Robert  M.  Foote,  Nashville,  has  been  ele- 
vated to  fellowship  in  the  American  Psychiatric 
Association.  Dr.  Bruce  Walls,  Memphis,  was  also 
elevated  to  fellowship. 

D:\  E.  F.  Clicbot,  Chattanooga,  recently  ad- 
dressed the  Civitan  Club. 

Dr.  J.  II  Bowen,  Maryville,  is  moving  to  Bang- 
kok, Thailand. 

Dr.  Louis  A.  Killeffer,  Harriman,  addressed  the 
Harriman  Rotary  Club.  His  subject  dealt  with 
care  for  the  aged  under  social  security. 

Dr.  Frank  H.  Genella,  Jr.  announces  the  open- 
ing of  his  office  for  the  practice  of  medicine  in 
Cak  Ridge. 

Dr.  Robert  Banner  has  been  elected  president  of 
the  Appalachian  Heart  Chapter  in  Kingsport. 
Other  officers  elected  include  Dr.  Lyman  Fulton, 
president-elect;  and  Dr.  Ben  Hall,  vice  president. 

Dr.  John  T.  Mason,  McMinnville,  will  serve  the 
first  six  months  of  1961-62  as  president  of  the 
Middle  Tennessee  Medical  Association.  Dr.  R.  C. 
Kash,  Lebanon,  will  serve  as  president  for  the 
last  six  months  of  the  term.  Dr.  Arnold  Meirow- 
sky,  Nashville,  is  the  new  secretary-treasurer  of 
the  Middle  Tennessee  Medical  Association. 

Dr.  Louis  Pascal,  Jackson,  recently  addressed 
the  District  5 Tennessee  Society  of  X-ray  Tech- 
nicians. 

Dr.  Sam  L.  Raines,  Memphis,  has  been  re- 
elected secretary  of  the  American  Urological  As- 
sociation. 

Dr.  C.  M.  Clark,  McMinnville,  has  won  the  ac- 
claim of  “Rotarian  of  the  Year”  by  the  McMinn- 
ville Rotary  Club. 

Dr.  Samuel  Riven,  Nashville,  recently  addressed 
the  Memphis  Heart  Association  at  the  University 

Club. 

Dr.  Julian  C.  Lentz,  Jr.,  Maryville,  has  been 
named  to  the  executive  committee  of  the  East 
Tennessee  Heart  Association.  Dr.  Frank  London, 
Knoxville,  was  elected  president. 

Dr.  George  William  Farris,  Chattanooga,  has 
been  certified  as  a diplomate  of  the  American 
Board  of  Anesthesiology. 

Dr.  Jere  W.  Clark  and  Dr.  J.  Hicks  Corey,  Jr. 
recently  participated  in  a radio-TV  program  en- 
titled “Pediatric  Nursing”  over  a Chattanooga 
station. 
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Preventive  Medicine  in  World  War  II.  Vol.  5. 
Washington.  Supt.  of  Documents,  Government 
Printing  Office.  Price  $6.00. 

In  a fighting  Army,  even  the  mildest  diseases 
can  cause  a steady  erosion  of  manpower.  The 
Army  Medical  Services,  achievements  in  conquer- 


ing the  diseases  that  felled  the  fighting  forces  of 
World  War  II  is  the  subject  of  this  new  book. 
This  is  the  sixteenth  volume  of  the  series,  “Medi- 
cal Department,  U.  S.  Army,  in  World  War  II,” 
and  is  devoted  to  communicable  diseases  “trans- 
mitted through  contact  or  by  unknown  means.” 
The  success  of  the  Army’s  program  for  the  pre- 
vention and  control  of  disease  is  indicated  by  the 
remarkable  decline  in  the  ratio  of  deaths  from  dis- 
ease to  deaths  from  combat  injuries.  For  every 
soldier  killed  in  combat  in  the  Spanish-American 
War,  five  died  from  disease;  in  World  War  I,  one 
man  succumbed  to  injuries  for  every  one  who  be- 
came the  victim  of  disease;  and  by  World  War  II, 
the  ratio  had  dropped  to  .07  to  one. 

In  this  new  volume,  the  second  of  three  to  deal 
with  communicable  diseases,  nearly  200  pages  are 
devoted  to  the  prevention  and  control  of  venereal 
diseases,  with  considerable  emphasis  upon  the  so- 
cial problems  encountered  in  the  various  theaters 
of  war. 

Other  diseases  covered  include  epidemic  kerato- 
conjunctivitis, hookworm,  schistosomiasis,  skin 
infections,  trachoma,  infectious  mononucleosis, 
viral  hepatitis,  and  a number  of  others  not  as  fre- 
quently encountered. 

Among  the  many  eminent  medical  men  who 
have  contributed  to  this  volume  are  Dr.  Thomas  B. 
Turner,  Dean  of  the  Medical  Faculty  and  Professor 
of  Microbiology  at  The  Johns  Hopkins  University; 
Dr.  Thomas  G.  Ward,  Professor  of  Virology  at  the 
University  of  Notre  Dame;  and  Dr.  James  A.  Doull, 
Medical  Director  of  the  Leonard  Wood  Memorial 
and  formerly  Medical  Director  of  the  U.  S.  Public 
Health  Service. 

This  book  provides  excellent  reference  material 
for  medical  students,  physicians,  epidemiologists, 
immunologists,  venereal  disease  control  officers, 
entomologists,  parasitologists,  malariologists,  health 
officers  and  nurses,  and  sanitarians. 

Kay  and  Conwell’s  Management  of  Fractures,  Dis- 
locations, and  Sprains.  By  H.  Earle  Consell, 
M.D.,  Associate  Professor  of  Orthopedic  Surgery, 
University  of  Alabama  School  of  Medicine,  and 
Fred  C.  Reynolds,  M.D.,  Professor  of  Orthopedic 
Surgery,  Washington  University  School  of  Medi- 
cine, St.  Louis.  Seventh  Edition,  1129  pages, 
1227  illustrations.  St.  Louis:  The  C.  V.  Mosby 
Co.,  1961,  Price  $27.00. 

Through  the  widespread  acceptance  and  usage 
of  the  six  previous  editions  of  “Kay  and  Conwell” 
a great  number  of  patients  have  been  given  the 
benefits  of  sound,  conservative  treatment  for  their 
injury.  This  is  the  sort  of  book  which  has  fre- 
quently been  kept  in  close  reach,  since  it  has 
maintained  a clear  organization,  the  advice  given 
is  direct  and  understandable,  and  a rather  broad 
approach  to  trauma  has  been  traditional. 

In  the  Seventh  Edition,  new  material  appears  on 
deceleration  injuries,  spinal  disc  involvement,  in- 
tramedullary nail  techniques,  and  a discussion  of 
prosthetic  replacement  of  the  femoral  head.  Facial 
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injuries,  anesthesia  and  injuries  of  the  hand  have 
been  revised. 

The  new  Seventh  Edition  of  this  text  insures  the 
continued  value  of  this  book,  particularly  for  those 
who  do  not  propose  to  undertake  a full  review  of 
the  literature  in  seeking  a sound  reference  regard- 
ing the  care  of  a specific  patient. 


ANNOUNCEMENTS 


Southeastern  Surgical  Congress 

The  Southeastern  Surgical  Congress  announces 
the  prize  scientific  paper  award  contest  eligible 
to  residents  of  approved  hospitals  in  the  South- 
eastern States  for  the  best  scientific  papers.  Pa- 
pers are  due  at  the  Congress  office  at  340  Boule- 
vard, N.E.,  Atlanta  12,  Georgia,  before  December 
1,  1961. 


Alabama  Chapter  AAGP 

A postgraduate  medical  assembly  with  a Dixie 
accent  and  replete  with  Southern  hospitality  will 
be  presented  in  Birmingham,  July  12-14,  by  the 
Alabama  Chapter,  American  Academy  of  General 
Practice.  The  meeting  will  be  held  in  the  Dinkler- 
Tutwiler  Hotel. 

The  program  consists  of  the  following:  Speakers 
and  subjects — 

Dr.  Maurice  Scurry — “Strokes  and  Heart  At- 
tacks” 

Dr.  Robert  Yoe — “Medical  Aspects  of  Cerebro- 
vascular Disorders” 

Dr.  W.  Sterling  Edwards — “Diagnosis  and  Man- 
agement of  Thrombopheitis  and  its  Sequelae” 

Dr.  J.  Garber  Galbraith — “Surgical  Aspects  of 
Cerebrovascular  Disorders” 


Dr.  Lloyd  M.  Nyhus — “Inguinal  Hernia  Repair 
by  Pre-Peritoneal  Approach” 

Dr.  Thomas  F.  Frist — “Thoracic  Disc  Syndrome” 
Dr.  Harry  C.  Shirkey — “Medical  and  Surgical 
Aspects  of  Poisoning  in  Children” 

Dr.  Philip  Thorek — “The  Pancreas  and  The 
Practitioner” 

Dr.  J.  W.  Crookshank — “The  Lumbar  Spine  and 
The  Workman” 

Dr.  Neill  K.  Weaver — “The  Cardiac  in  Industry” 
Dr.  Robert  B.  Greenblatt — “The  Surgical  and 
Endocrine  Management  of  Endometriosos” 
Dr.  Alton  Ochsner — “Carcinoma  of  the  Stom- 
ach” 

Dr.  Samuel  V.  Nadler — “The  Use  of  Radioactive 
Iodine  in  Thyrotoxicsis” 

Dr.  George  A.  Constant — “Psychiatric  Disorders 
in  Teenagers” 

Dr.  James  T.  Grace — “Latest  Developments  in 
Cancer  Research” 

Dr.  J.  Elliott  Scarborough — “Males  and  Mel- 
anomas” 

Interstate  Postgraduate  Medical 
Association 

The  Interstate  Postgraduate  Medical  Association 
will  hold  its  annual  scientific  assembly  at  Cleve- 
land, Ohio,  November  13-16,  1961.  Co-sponsorer 
is  the  Ohio  Academy  of  General  Practice.  Head- 
quarters will  be  at  the  Statler-Hilton  Hotel. 

Physicians  Recently  Licensed  in  Tennessee 

Wells,  Charles  J.,  Sumter,  S.  C. 

Murray,  Marion  J.,  Jr.,  Richmond,  Va. 

Kussy,  James  C.,  El  Paso,  Texas 
Ransom,  Robert  G.,  Jeffersonville,  Ind. 

Massey,  William  R.,  Signal  Mountain,  Tenn. 
Bellenger,  James  F.,  Akron,  Ohio 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  to  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 


eral  surgery,  would  like  to  return  to  practice  in 
Tennessee  with  assistant  or  associate,  in  general 
practice  with  surgery.  Will  consider  clinical  or 
other  practice.  Prefers  east  or  middle  Tennessee 
community,  any  size.  Methodist.  Graduate  Uni- 
versity of  Tennessee.  Available  August  1961. 

LW-412 


Locations  Wanted 

A 26  year  old  single  general  practitioner  desires 
to  locate  in  middle  or  west  Tennessee  community 
of  5,000-10,000.  Will  consider  clinical  practice  as 
well  as  assistant  or  associate.  Graduate  of  Uni- 
versity of  Tennessee.  Methodist.  Tennessee  li- 
cense. Available  August  1961.  LW-386 


A 28  year  old  married  general  practitioner  de- 
sires to  establish  clinical,  assistant  or  associate 
practice  in  east  or  middle  Tennessee  community 
of  30,000  or  less.  Graduate  of  University  of  Ten- 
nessee. Residency,  with  one  year  of  surgery.  Ten- 
nessee license.  Available  July  1961.  LW-392 


A 30  year  old  married  physician  would  like  to 
establish  practice  in  internal  medicine  with  as- 
sistant or  associate  in  west  or  middle  Tennessee 
community  of  65,000  or  over.  Would  also  consider 
clinical  practice.  Catholic.  Graduate  University 
of  Cincinnati.  Certificate  Part  I,  American  Board 
of  Internal  Medicine.  Available  July  1961. 

LW-394 


A 30  year  old  married  physician  would  like 
clinical  or  associate  general  practice  in  east  or 
middle  Tennessee  community  of  15,000  or  over. 
Tennessee  license;  residency;  surgery  training; 
Methodist.  Graduate  of  University  of  Tennessee. 
Available  July  1961.  LW-398 


A 32  year  old  married  general  practitioner  with 
an  interest  in  obstetrics,  would  like  industrial,  as- 
sistant, or  associate  practice  in  middle  Tennessee 
community  of  50,000  or  over.  Baptist.  Graduate 
University  of  Louisville.  Available  immediately. 

LW-401 


A 37  year  old  married  general  practitioner  with 
training  in  thoracic  surgery  woud  like  to  establish 
practice  in  east  Tennessee  community  30,000  or 
over.  Will  consider  group,  clinical,  assistant  or 
associate  practice.  Graduate  Yale  University. 
Catholic.  Extensive  residency  training.  License 
applied  for.  Available  immediately.  LW-402 


A 37  year  old  married  physician  would  like  to 
establish  clinical,  assistant  or  associate  practice  in 
radiology  in  east  Tennessee  community  40,000- 
100,000.  General  diagnostic  and  therapy  and  iso- 
topes training.  Board  certified  Radiology  Ap- 
proved Isotopes.  Residency  training.  Presbyte- 
rian. Graduate  University  of  Tennessee.  Avail- 
able July  1961.  LW-407 


Physicians  Wanted 

Physician  in  large  middle  Tennessee  town  de- 
sires associate  general  practitioner.  Office  space 
and  equipment  available.  PW-130 


A middle  Tennessee  community  of  approxi- 
mately 1,000  in  need  of  general  practitioner.  Of- 
fice space  available.  Hospital  privileges  nearby. 
Good  recreational  area,  and  excellent  location. 

PW-139 

♦ 

Small  southeastern  Tennessee  community  in 
need  of  general  practitioner  to  replace  retiring 
M.D.  Hospital  within  15  miles.  Near  large  in- 
dustrial area.  Large  local  trade  area  and  good 
location.  PW-142 


Physician  in  large  middle  Tennessee  town  de- 
sires associate  or  independent  internist  or  general 
practitioner.  Office  space  and  equipment  pro- 
vided. PW-146 


East  Tennessee  community  with  trade  area  of 
about  2,000  needs  general  practitioner  to  assist  the 
one  other  doctor  in  community.  Office  space  and 
equipment  will  be  provided  to  suit  physician. 
Forty  bed  hospital  located  in  community.  Excel- 
lent opportunity.  PW-149 


Internist  in  large  west  Tennessee  town  wishes 
to  find  associate  to  share  modern  air-conditioned 
office  with  complete  diagnostic  equipment.  Ade- 
quate technical  help.  PW-150 


Physician,  with  experience  in  general  surgery 
and/or  interest  in  OB,  needed  in  middle  Tennessee 
community  of  8,000.  Eighteen  bed  hospital.  Will 
furnish  office  space,  utilities  and  telephone.  Age 
30-45.  Associate  or  assistant  status.  PW-158 


Physician  in  middle  Tennessee  community  over 
15,000  would  like  physician,  for  practice  in  OB- 
GYN,  either  on  salary  plus  percentage  graduating 
into  full  partnership  or  associate  practice. 

PW-161 


East  Tennessee  community  with  trade  area  from 
three  counties,  located  at  the  foot  of  the  Great 
Smokies,  in  need  of  general  practitioner  (with  in- 
terest in  OB)  to  replace  physician  who  is  leaving 
for  further  training.  Community  support  assured. 
Excellent  opportunity  for  ‘family  type’  physician. 

PW-162 


A 31  year  old  married  physician  would  like  as- 
sistant, associate  or  solo  practice  in  OB-GYN  in 
Tennessee  community  15,000  or  over.  Methodist. 
Graduate  Ohio  State  University  School  of  Medi- 
cine. Completed  residency  training.  Available 
August  1961.  LW-408 


A 40  year  old  native  Tennessean,  who  is  just 
completing  four  years  residency  training  in  gen- 


Physiclan to  serve  as  Medical  Director,  State 
Department  of  Public  Welfare,  in  southeastern 
region.  Located  in  the  state  capital,  population 
approximately  300,000.  Responsibilities:  to  plan 
and  direct  medical  services  to  persons  receiving 
public  assistance  under  the  Medical  Assistance  to 
the  Aged  Program.  Adequate  salary,  group  in- 
surance, retirement  benefits,  regular  working 
hours.  Immediately.  PW-164 
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“Waking  numbness” — numbness  noted  during  the  waking  hours,  often  accompanied  by  some  swelling  of 
the  hand  and  in  a middle  aged  person  especially,  demands  consideration  of  this  syndrome.  The  patho- 
genesis of  the  condition  is  not  clear  but  surgical  treatment  is  definitive. 


NUMBNESS  OF  THE  HAND 


Tardy  Median  Palsy  or  Carpal  Tunnel  Syndrome 


* 


BLAND  W.  CANNON,  M.D.,f  Memphis,  Tenn. 


Confronted  with  the  patient  whose  chief 
complaint  is  numbness  of  the  hand  the 
physician  should  consider  compression  of 
the  median  nerve  at  the  wrist  as  the  proba- 
ble cause.  This  syndrome  of  slow  compres- 
sion of  the  median  nerve  within  the  carpal 
tunnel,  i.e.,  tardy  median  palsy  or  carpal  tun- 
nel syndrome,  is  well-established.  Its  onset 
is  insidious  in  the  middle-aged,  and  its  pro- 
gression gradual.  Paresthesia  or  numbness 
is  invariably  the  presenting  and  predomi- 
nate complaint.  Impairment  of  sensation 
over  the  cutaneous  area  innervated  by  the 
median  nerve,  with  or  without  atrophy  of 
the  outer  lateral  aspect  of  the  thenar  emi- 
nence, is  evident  on  examination.  Percus- 
sion of  the  volar  aspect  of  the  wrist  produces 
a shock-like  pain  in  the  hand.  Prominent 
vasomotor  disturbances  usually  resulting 
from  most  lesions  of  the  median  nerve  are 
infrequent. 

Relief  of  symptoms  and  recovery  of  nerve 
function  are  obtained  by  division  of  the 
transverse  carpal  ligament.  At  operation  a 
fusiform  neuroma  or  swelling  of  the  nerve 
is  noted  just  proximal  to  this  constricting 
ligament. 

Review  of  the  Literature 

Prior  to  1945,  this  syndrome  was  obscure 
although  isolated  cases  had  been  described. 
Several  explanations  were  given  by  the  dif- 

*Read  before  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  12,  1961,  Chattanooga, 
Tenn. 

fFrom  the  Department  of  Surgery,  University 
of  Tennessee  School  of  Medicine,  Memphis,  Tenn. 


ferent  authors  for  the  occurrence  of  the 
partial  atrophy  of  the  thenar  eminence.  Oc- 
cupational trauma  was  the  explanation  of- 
fered by  Hunt1  and  by  Moersch.2  Dorndoff3 
mentioned  toxic  neuritis  in  women  during  or 
at  about  the  time  of  menopause  as  a likely 
cause.  A popular  theory  also  was  that  of 
Wartenberg,4  who  described  partial  thenar 
atrophy  as  resulting  from  the  phylogenetic 
susceptibility  of  the  thenar  muscles.  In  1945, 
Love  and  I r>' 6 presented  a series  of  40  cases 
which  fit  a clinical  syndrome  which  we 
termed  tardy  median  palsy.  Eleven  of  this 
series  were  treated  surgically  by  division  of 
the  transverse  carpal  ligament.  Five  of 
these  cases  had  x-ray  evidence  of  old  frac- 
tures at  the  wrist. 

Of  importance  is  the  fact  that  in  the  re- 
maining 6 there  was  no  bony  deformity  of 
the  wrist.  At  that  time  the  cause  for  the 
compression  of  the  nerve  within  the  carpal 
tunnel  in  these  6 cases  was  not  known. 

Since  1945,  the  syndrome  has  gained  pop- 
ularity. An  intriguing  British  publication 
was  the  report  of  60  cases  by  Kremer  and 
associates.7.  All  60  cases  were  seen  in  a 
two  year  period.  The  cases  were  described 
as  being  typical  of  the  acroparesthesia  syn- 
drome long  attributed  to  neurovascular 
compression  at  the  cervico-axillary  junc- 
tion. Forty  of  these  cases  were  treated  sur- 
gically by  division  of  the  transverse  carpal 
ligament.  All  but  three  of  the  forty  ob- 
tained immediate  and  lasting  relief  of  their 
symptoms.  The  median  nerve  appeared 
normal  in  37  cases,  and  in  only  3 cases  was 
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the  characteristic  fusiform  enlargement  of 
the  nerve  present. 

In  more  recent  reports  some  authors  have 
stressed  importance  of  tenosynovitis  as  the 
cause  for  the  median  nerve  compression. 
Lipscomb,8  in  reporting  30  cases,  definitely 
thought  that  all  but  3 were  due  to  tenosyno- 
vitis. However,  pathologic  support  for  this 
diagnosis  was  lacking.  Microscopic  changes 
of  the  synovia  were  described  in  such  terms 
as  “noninflammatory  connective  tissue,” 
“fatty  and  fibrous  tissue,”  “myxomatous 
changes,”  “moderate  fibrosis,”  “slightly  in- 
flamed synovial  tissue,”  “noninflammatory 
edematous  synovial  sheath.”  Only  4 patients 
of  his  series  were  proven  to  have  rheuma- 
toid tenosynovitis. 

In  the  past  few  years,  frequent  reports 
indicate  the  widespread  recognition  of  the 
carpal  tunnel  syndrome4 — an  entity  un- 
known 15  years  ago.  Yet,  a satisfactory  ex- 
planation as  to  why  the  syndrome  develops 
has  not  materialized. 

Pathogenesis 

The  carpal  tunnel  is  a stable  anatomic 
structure  formed  by  the  carpal  bones  and 
their  ligamentous  interconnections.  The 
greatest  span  of  the  ligamentous  wall  is  the 
volar  or  transverse  carpal  ligament. 
Through  the  tunnel  course  the  flexor  ten- 
dons, their  investing  synovia,  and  the  me- 
dian nerve.  The  tunnel  space  is  so  limited 
by  the  osseoligamentous  wall  that  any  in- 
vagination of  the  wall  (as  with  arthritis), 
or  any  increase  in  the  mass  within  (as  with 
tenosynovitis),  will  cause  compression  of 
the  nerve  and  tendons.  The  proximal  ori- 
fice of  the  tunnel  is  narrower  than  the  distal 
exodus.  The  constriction  thus  is  maximal 
in  this  proximal  portion  which  is  adjacent 
to  the  movable  parts  of  the  wrist.  Any 
anatomic  derangement  of  the  wrist  as  could 
occur  in  a Colles’  fracture  might  narrow  the 
entrance  of  the  canal. 

Thus,  these  anatomic  factors  alone  may 
serve  to  explain  median  nerve  compression 
that  occurs  with  systemic  diseases  or  in  as- 
sociation with  bony  deformities  of  the  wrist. 

Even  when  these  factors  are  applied,  fail- 
ure to  explain  a large  group  of  cases  with  bi- 
lateral median  nerve  compression  is  appar- 
ent. In  these  cases  no  bony  abnormality 
about  the  wrist  is  present.  No  evidence  of 


systemic  disease  had  been  found.  This  en- 
tity has  been  labeled  by  some  as  spontaneous 
median  nerve  compression.  We  prefer  the 
term  “tardy  median  palsy,”  because  many 
of  its  characteristics  are  similar  to  those  of 
the  well-established  syndrome  of  tardy  ul- 
nar palsy,  the  etiology  of  which,  in  the  ab- 
sense  of  deformity  about  the  elbow,  like- 
wise remains  somewhat  obscure.5' 6' 10 

Surgical  Procedure 

The  procedure  used  for  median  nerve  de- 
compression is  performed  unilaterally,  or 
bilaterally  as  indicated.  Local  anesthesia  is 
preferable,  and  a tourniquet  is  used  to  as- 
sure an  avascular  field.  A modified  S-curve 
longitudinal  incision  over  the  volar  surface 
of  the  wrist  and  heel  of  the  hand  was  used 
initially.  However,  a small  transverse  in- 
cision in  the  distal  crease  of  the  wrist  may 
allow  sufficient  exposure.  The  palmaris 
longus  tendon  is  identified  and  cut.  The  un- 
derlying antibrachial  fascia  is  the  next 
structure  encountered.  Its  division  exposes 
the  nerve  entering  the  carpal  tunnel.  A 
small  right  angle  retractor  elevates  the  tis- 
sue overlying  the  carpal  ligament.  Com- 
plete division  of  the  ligament,  although 
easily  effected,  is  not  always  necessary  as 
the  tunnel  widens  distally  and  compression 
of  the  nerve  occurs  principally  in  the  proxi- 
mal portion  of  the  canal.  A sufficient  por- 
tion of  the  ligament  should  be  cut  to  pre- 
vent compression  of  the  nerve  in  either 
flexion  or  extension  of  the  wrist.  The  nerve 
sheath  is  not  opened  unless  the  gross  ap- 
pearance of  the  nerve  suggests  the  need  for 
neurolysis. 

Analysis  and  Discussion 

We  are  including  in  this  study  50  opera- 
tions performed  on  38  patients,  not  previ- 
ously reported,  all  of  whom  presented  a 
characteristic  pattern  of  symptoms.  These 
cases  may  be  considered  proven  cases  of 
compression  of  the  median  nerve  at  the 
wrist  as  relief  of  symptoms  and  varying  de- 
grees of  nerve  function  recovery  resulted 
from  the  surgical  procedure  described. 

The  waking  numbness  symptom  complex 
was  noted  to  be  typical  in  these  patients  re- 
gardless of  the  various  disease  entities  rep- 
resented in  this  study  such  as  arthritis, 
myxedema,  acromegaly,  bony  deformity, 
gout,  dermatomyositis,  etc. 
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Likewise,  the  same  characteristic  of  the 
syndrome  were  evident  regardless  of  occu- 
pation, although  occupation  may  correlate 
on  occasion  with  the  initiation  of  symptoms 
and  with  the  side  of  involvement.  The  left 
hand  of  a right-handed  guitar  player  is  an 
example  of  the  latter. 

The  most  common  occupation,  of  course, 
is  that  of  housework  since  women  suffer 
with  this  affliction  five  times  oftener  than 
men.  Secretaries,  waitresses,  bakers,  golf- 
ers, machinists,  physicians,  were  also  repre- 
sented in  this  study. 

These  38  patients,  submitted  to  operation, 
comprise  only  about  one-sixth  of  the  pa- 
tients seen  in  our  office  in  the  past  ten  years 
with  the  chief  complaint  of  numbness  of  the 
hand.  Although  these  patients  exhibited 
the  characteristic  symptom  complex  of  wak- 
ing numbness,  operation  was  not  advised 
principally  because  there  were  no  objective 
signs  of  nerve  impairment  on  neurologic 
examination  of  the  hand.  Likewise,  these 
patients  demonstrated  varying  degrees  of 
neurovascular  compression  about  the  cer- 
vico-axillary  junction.  This  nonsurgical 
group  of  patients  was  instructed  in  a pro- 
gram of  pectoral-postural  exercises.  The 
conscientious  patient  who  followed  the  pro- 
gram gained  relief  from  her  symptoms. 

It  is  not  the  purpose  of  this  paper  to  give 
in  detail  the  study  of  these  nonsurgical 
cases,  but  rather  to  point  out  the  syndrome 
of  tardy  median  palsy,  and  to  assess  its 
cause  as  compression  of  the  median  nerve 
at  the  wrist.  This  syndrome  is  associated 
with  intermittent  nocturnal  swelling  of  the 
hand,  and  may  occur  in  various  systemic 
diseases.  The  pathologic  reports  on  speci- 
mens of  synovium  sent  to  the  laboratory  for 
analysis  have  been  disappointing,  as  were 
those  reported  by  Lipscomb.  We  hesitate 
to  accept,  therefore,  tenosynovitis  as  the 
principal  cause  of  the  syndrome  without 
pathologic  support. 

Moreover,  we  tend  to  associate  the  syn- 
drome of  vascular  compression  at  the  cer- 
vico-axillary  junction  with  the  development 
of  compression  of  the  median  nerve  at  the 
wrist. 

Until  some  further  pathologic  explanation 
presents  itself  in  those  cases  of  bilateral 
median  nerve  compression  in  the  absence  of 
any  pathologic  change  of  tissue  in  or  about 


the  carpal  tunnel,  we  must  assume  that  this 
transitory  swelling  of  the  hand  associated 
with  vascular  compression  is  a strong  con- 
tender as  an  etiologic  factor  in  the  onset  of 
carpal  tunnel  syndrome  or  tardy  median 
palsy. 

Orientation  is  avisable  regarding  the 
symptom  complex  termed  “waking  numb- 
ness” referred  to  in  the  above  text.  This 
entity  was  mentioned  in  neurologic  texts 
some  fifty-odd  years  ago.11  Included  with 
the  complaint  of  morning  numbness  was 
local  congestion  or  swelling  and  temporary 
weakness  of  the  hand.  The  cause  was  ob- 
scure. Distinction  was  initially  made  be- 
tween waking  numbness  and  acroparesthe- 
sia; however,  the  latter  became  the  all- 
inclusive  term.  Subsequently,  such  nota- 
bles as  F.  M.  R.  Walshe  and  Wartenburg4 
attributed  acroparesthesia  to  neurovascular 
compression  at  the  cervico-axillary  junction. 

Many  syndromes  of  neurovascular  com- 
pression have  been  described  such  as  the 
scalenus  anticus  syndrome,  the  cervical  rib 
syndrome,  the  hyperabduction  syndrome, 
the  pectoralis  minor  syndrome,  the  thoracic 
outlet  syndrome,  the  pectoral  postural 
syndrome  and  others.  Any  attempt  to  sepa- 
rate all  of  these  into  distinct  entities  would 
lead  us  on  a confusing,  uncertain  and  un- 
wise course.  With  reference  to  our  topic, 
it  is  sufficient  that  we  accept  the  evidence 
that  vascular  compression  at  this  pectoral 
location  can  produce  symptoms. 

The  clinical  history  of  the  patients  in  our 
series  almost  invariably  fits  a clear  and 
certain  pattern.  The  afflicted  patient  on 
awakening  notices  paresthesia  and  numb- 
ness of  the  hand.  Frequently,  she  is  not 
able  to  confine  this  area  to  the  median  nerve 
distribution,  and  is  not  aware  that  the  little 
finger  and  ulnar  area  of  the  hand  is  spared. 
This  symptom  of  paresthesia  may  produce 
nocturnal  discomfort  to  a degree  sufficient 
to  awaken  the  patient  from  sleep.  Most  of 
the  patients  are  able  to  obtain  some  degree 
of  relief,  when  awakened  at  night,  by 
change  in  position  of  their  upper  extremi- 
ties. Overlooked  in  previous  studies  has 
been  the  intermittent  swelling  of  the  hand 
which  has  accompanied  the  symptoms  of 
paresthesia  and  numbness.  The  female  pa- 
tient in  particular  has  described  repeatedly 
a feeling  of  tightness,  stiffness,  or  puffiness 
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of  her  hands  in  trying  to  explain  her  morn- 
ing symptoms.  Often,  the  patient  has  found 
it  necessary  to  discard  her  rings  because  of 
increased  tightness  during  this  period  of 
swelling.  During  the  morning  while  resum- 
ing the  normal  daily  use  of  the  hands  these 
symptoms  gradually  disappear. 

A persistence  of  symptoms  throughout  the 
day,  in  spite  of  the  routine  of  normal  ac- 
tivity, is  usually  compatible  with  objective 
loss  of  median  nerve  function  in  the  hand. 
This  persistence  of  paresthesias  and  numb- 
ness, or  the  gradual  onset  of  distressing 
pain,  prompts  the  patient  to  seek  relief. 
Surgical  decompression  of  the  median  nerve 
at  the  wrist  will  afford  relief  of  symptoms. 

Summary 

In  summary,  the  syndrome  produced  by 
median  nerve  compression  within  the  car- 
pal tunnel  is  well-established.  The  symp- 
tom complex  of  waking  numbness,  so  typi- 
cal of  this  entity,  is  described.  We  have 
attached  significance  to  the  pectoral  vascu- 
lar compression  syndromes  as  an  etiologic 
factor  in  the  genesis  of  tardy  median  palsy. 
The  relief  of  symptoms  can  be  assured  by 
decompression  of  the  median  nerve  through 
section  of  the  transverse  carpal  ligament. 
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Discussion 

AUGUSTUS  McCRAVEY,  M.D.  (Chattanooga): 
Dr.  Cannon  has  presented  a most  interesting  and 
practical  discussion  of  a very  common  complaint. 
He  was  one  of  the  first  neurological  surgeons  to 
report  the  symptom  complex  of  carpal  tunnel  syn- 
drome which  he  has  covered  very  completely  in 
his  discussion. 

My  remarks  will  be  directed  primarily  to  a dif- 
ferential diagnosis  of  some  of  the  other  causes  of 
numbness  of  the  hand. 

Numbness  of  the  hand  is  often  a complaint  of 
young  women  in  emotional,  unstable  and  tension 
states.  The  numbness  is  usually  present  with 
equal  intensity  in  both  hands  and  may  be  asso- 
ciated with  perioral  numbness  and  many  other 
obvious  tension  complaints. 

Peripheral  neuritis  may  cause  numbness  of  one 
hand  but  more  often  involves  other  limbs.  Numb- 
ness is  accompanied  by  severe  pain  and  there  are 
usually  other  symptoms  of  nutritional  deficiencies 
or  toxic  agents.  Tendon  reflexes  would  be  de- 
pressed or  absent. 

Probably  the  most  common  cause  of  numbness 
of  the  hand,  after  the  fourth  decade  of  life,  is 
cerebral  vascular  insufficiency.  This  numbness 
may  be  transient  or  intermittent  and  it  is  also 
associated  with  motor  weakness  and  tendon  re- 
flexes usually  become  hyperactive  on  the  entire 
side  involved. 

Trauma  of  various  types  along  any  portion  of 
the  nerve  root,  brachial  plexus  or  peripheral 
nerves,  either  traction  or  compression  type,  may 
result  in  numbness  of  the  hands.  The  numbness 
will  be  selective  and  segmental  depending  on  the 
location  of  the  injury.  Motor  weakness  with 
atrophy  and  depressed  or  absent  tendon  reflexes 
will  be  present. 

Chronic  compression  as  a cause  of  hand  numb- 
ness may  result  from  hypertrophic  changes  in  the 
cervical  spine  and  herniation  of  intervertebral  disc 
substance.  The  numbness  is  segmental  and  often 
motor  weakness  and  depressed  tendon  reflexes  are 
present.  In  compression  of  the  subclavian  artery 
and  brachial  plexus  by  cervical  rib  and  anterior 
scalenus  muscle,  the  numbness  is  usually  diffuse 
and  there  is  other  evidence  of  arterial  occlusion  as 
well  as  depression  of  tendon  reflexes. 

Tumors,  both  primary  and  metastatic  in  the  re- 
gion of  the  brachial  plexus,  may  cause  numbness 
of  the  hand  but  gross  examination  will  readily 
detect  tumor  in  this  area. 

Venous  obstruction  as  a cause  of  numbness  of 
the  hand  is  rather  rare  but  may  occur  by  com- 
pression of  the  subclavian  vein  by  an  enlarged 
subclavian  muscle  or  a tumor  in  the  same  area. 
The  entire  upper  extremity  shows  venous  enlarge- 
ment with  pain  and  weakness. 

The  treatment  is  very  obvious  once  the  correct 
diagnosis  is  made  and  the  results  are  often  very 
gratifying. 


August,  1961 


279 


Both  in  Tennessee  and  the  country  at  large  there  has  recently  been  a reversal  of  the  trend  in  improve- 
ment of  the  infant  mortality  rate.  The  reasons  for  this  are  not  clear.  Attempts  at  analysis  clearly 
indicate  the  need  for  careful  data  to  be  provided  by  attending  physicians  upon  the  birth  certificate. 


Maternal  and  Perinatal  Mortality  Statistics  in 
Tennessee  for  the  Past  Five  Years* 
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Introduction 

In  the  last  few  years,  this  country  has 
seen  a reversal  of  the  downward  trend  of 
the  infant  mortality  rate.  Because  this 
change  in  trend  seemed  to  be  occurring  in 
almost  all  of  the  states,  the  Children’s  Bu- 
reau and  the  National  Office  of  Vital  Statis- 
tics have  been  studying  the  official  death 
records  in  great  detail.'  2 The  American 
Medical  Association  through  its  Committee 
on  Maternal  and  Child  Care  has  launched  a 
comprehensive  study  of  the  problem  through 
hospital  records.  At  least  one  Tennessee 
hospital  has  volunteered  to  cooperate  in  this 
study. 

The  problem  with  respect  to  Tennessee 
has  been  studied  for  presentation  to  this 
group  using  informaton  contained  on  the 
official  birth  and  death  certificates.  The 
trend  of  maternal  and  infant  mortality  in 
Tennessee  over  the  past  20  years  compared 
with  that  for  the  United  States  will  be 
shown,  as  well  as  detailed  statistics  regard- 
ing factors  associated  with  such  mortality 
during  the  five-year  period  1955-1959.  The 
data  refer  to  residents  of  Tennessee  and  ex- 
clude deaths  of  nonresidents  that  occurred 
in  our  medical  centers. 

Births 

For  an  adequate  understanding  of  factors 
associated  with  maternal  and  perinatal  mor- 
tality, some  idea  is  needed  of  the  major 

"Presented  at  the  meeting  of  the  Tennessee 
State  Obstetrical  and  Gynecological  Society,  April 
10,  1961,  at  Chattanooga,  Tenn. 

fFrom  the  Tennessee  Department  of  Public 
Health,  Nashville,  Tenn. 


component  of  the  population  base — that  is, 
live  births.  There  has  been  an  increase  in 
both  the  numbers  of  live  births  and  the 
birth  rate  per  1,000  population  among  Ten- 
nesseans in  the  past  20  years.  The  year  1947 
saw  the  highest  birth  rate  on  record  for  the 
white  population  of  Tennessee,  a rate  of 
27.0  per  1,000  population.  The  birth  rate 
among  the  nonwhite  population,  however, 
continued  to  increase  and  reached  its  peak 
in  1956  with  a rate  of  34.7  per  1,000  popula- 
tion. Some  of  the  increase  in  the  birth  rate 
since  1940  is  the  result  of  improved  registra- 
tion of  births*  but  there  has  also  been  an 
actual  increase  in  the  birth  rate,  itself,  dur- 
ing this  period. 

For  the  five  years,  1955-1959,  there  was  an 
average  of  83,758  live  births  each  year.  The 
average  birth  rate  for  the  nonwhite  popula- 
tion of  34.1  per  1,000  population  was  50% 
higher  than  the  average  white  birth  rate  of 
22.3  per  1,000,  as  shown  in  the  table  below. 


Average  Live  Births 

Rate  per  1,000 

1955-1959 

Population 

Total 

83,758 

24.1 

White 

65,535 

22.3 

Nonwhite 

18,223 

34.1 

Maternal  Mortality 

In  spite 

of  the  increasing 

numbers  of 

births  during  this  period,  there  have  been 
decreasing  numbers  of  maternal  deaths.  The 
maternal  death  rate  has  declined  since  1940 
both  for  Tennessee  and  the  United  States — 
a 90%  decline  for  the  white  population  and 
85%  for  the  nonwhite  population  of  Tennes- 
see (Fig.  1). 


*In  1940  it  is  estimated  that  birth  registration  in 
Tennessee  was  80%  complete  and  in  1950,  97%. 
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FIGURE  1 

MATERNAL  MORTALITY  RATE  BY  RACE  AND  BY  YEAR, 
UNITED  STATES  AND  TENNESSEE,  1940-1959 


The  United  States’  and  Tennessee’s  non- 
white maternal  mortality  rates  are  about 
the  same.  The  Tennessee  rate,  however, 
moved  upward  after  reaching  a low  point  in 
1954  while  the  United  States  rate  continued 
to  decline.  The  white  rate  for  Tennessee 
has  generally  been  higher  than  the  white 
rate  for  the  United  States. 

Tennessee  averages  45  maternal  deaths  a 
year,  24  white  and  21  nonwhite.  The  non- 
white rate  per  1,000  live  births  is  more  than 
triple  the  white  rate,  as  shown  in  the  fol- 
lowing table. 


Average  Maternal  Deaths  Rate  per  1,000 


1955-1959 

Live  Births 

Total  

45 

0.54 

White  

24 

0.37 

Nonwhite 

21 

1.16 

The  causes  of  maternal  deaths  as  stated 
on  the  death  certificates  have  been  tabu- 
lated and  are  shown  in  table  1 by  race.  Be- 
cause of  the  small  numbers  involved  on  an 
annual  basis,  the  total  numbers  of  deaths 
for  the  five  year  period  are  given;  the  rates, 
however,  are  averages  for  a year.  Toxemia 
was  the  most  frequent  cause  given  of  ma- 
ternal death  and  was  followed  in  order  by 
hemorrhage  and  sepsis.  For  each  cause 
stated,  the  nonwhite  rate  per  1,000  live 
births  was  considerably  higher  than  the 
white  rate. 

Reported  Fetal  Mortality 

A fetus  that  shows  no  sign  of  life  after 
complete  expulsion  or  extraction  from  the 
mother,  that  is,  does  not  breathe,  has  no 
heart  action,  and  has  no  definite  movement 
of  the  voluntary  muscles,  is  considered  a 
fetal  death.  If  it  shows  any  one  of  the 
above  three  signs,  it  is  considered  a live 
birth  and  is  reported  on  a certificate  of  live 
birth.  In  Tennessee,  all  fetal  deaths  of  20 
weeks  or  more  of  gestation  are  required  to 
be  reported. 

There  has  been  a gradual  drop  in  the  fetal 
death  ratio  per  1,000  live  births  since  1940* 
for  both  Tennessee  and  the  United  States 
(Fig.  2).  The  white  ratios  for  Tennessee 


♦Prior  to  1945  the  figures  for  the  United  States 
include  all  fetal  deaths  regardless  of  gestation; 
since  1945,  only  those  of  20  weeks  or  more. 


Table  I 


Maternal 

Deaths 

Live 

by  Cause  with 
Births,  by  Race, 
Total  Deaths 

Average  Annual 
Tennessee,  1955- 

Rates  per  1,000 
1959 

Average  Annual  Rate 

Cause  of  Death 

Total 

White 

Nonwhite 

Total 

White 

Nonwhite 

Total 

228 

122 

106 

0.54 

0.37 

1.16 

Toxemia 

73 

35 

38 

0.17 

0.11 

0.42 

Hemorrhage 

52 

31 

21 

0.12 

0.09 

0.23 

During  pregnancy 

7 

5 

2 

0.02 

0.02 

0.02 

Placenta  praevia 

17 

12 

5 

0.04 

0.04 

0.05 

Postpartum 

28 

14 

14 

0.07 

0.04 

0.15 

Sepsis 

43 

25 

18 

0.10 

0.08 

0.20 

With  abortion 

17 

7 

10 

0.04 

0.02 

0.11 

Phlebitis  and  thrombosis  4 

3 

1 

0.01 

0.01 

0.01 

Pulmonary  embolism 

12 

9 

3 

0.03 

0.03 

0.03 

Other  sepsis 

10 

6 

4 

0.02 

0.02 

0.04 

Ectopic  pregnancy 
Other  and  unspecified 
complications: 

10 

4 

6 

0.02 

0.01 

0.07 

Of  pregnancy 

11 

5 

6 

0.03 

0.02 

0.07 

Of  delivery 

32 

18 

14 

0.08 

0.05 

0.15 

Of  puerperium 

7 

4 

3 

0.02 

0.01 

0.03 

RATIO  PER  1,000  LIVE  BIRTHS 
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FIGURE  2 

FETAL  MORTALITY  RATIO  BY  RACE  AND  BY  YEAR, 


1940  194  5 1950  1955  1959 

YEAR 


and  the  United  States  are  about  the  same. 
The  Tennessee  nonwhite  ratios  are  lower 
than  those  for  the  United  States,  which  in- 
dicates less  complete  reporting  of  these 
events  in  Tennessee.  Tennessee’s  nonwhite 
ratio  increased  in  1957  to  equal  the  United 
States  ratio  and  the  two  remained  the  same 
in  1958. 

Tennessee  averages  1,441  fetal  deaths  a 
year,  or  17  per  1,000  live  births.  The  re- 
ported fetal  death  ratio  for  the  nonwhite 
population  is  considerably  higher  than  the 
white. 

Average  Fetal  Deaths  Ratio  per  1 ,000 
1955-1959  Live  Births 


Total  1,441  17.2 

White  962  14.7 

Nonwhite  479  26.2 


These  are  minimal  figures  since  reporting  of 
fetal  deaths  is  probably  less  complete  than 
that  of  live  births. 

Infant  Mortality 

Infant  mortality,  that  is,  deaths  under  one 
year  of  age  per  1,000  live  births,  has  de- 
clined in  Tennessee  as  well  as  in  the  United 
States.  In  recent  years  there  has  been  a 
slowing  down  of  the  rate  of  decline  and 


even  an  actual  increase  in  the  immediate 
past  few  years  (Fig.  3). 


FIGURE  3 

INFANT  MORTALITY  RATE  BY  RACE  AND  BY  YEAR, 
UNITED  STATES  AND  TENNESSEE,  1940-1959 


There  is  very  little  difference  between  the 
non  white  rates  for  Tennessee  and  the 
United  States;  the  white  rate  for  Tennessee 
has  been  consistently  higher  than  that  for 
the  United  States,  however.  The  less  favor- 
able position  of  Tennessee  with  regard  to 
availability  of  medical  services  compared 
with  some  of  the  more  populous  states  may 
be  one  of  the  factors  responsible  for  this 
difference. 

The  downward  trend  of  the  infant  mortal- 
ity rate  in  Tennessee  was  halted  in  1957 
when  the  nonwhite  rate  rose  sharply.  The 
white  rate  showed  an  increase  the  following 
year,  1958.  Both  rates  are  still  above  the 
1956  levels  (previous  low  records).  It  is 
estimated  that  the  final  1960  rate  will  be 
about  the  same  as  that  for  1957. 

White  infants  have  a lower  mortality  than 
the  nonwhite.  For  the  five  years  1955-1959, 
the  average  white  infant  death  rate  of  25.8 
was  40%  lower  than  the  non  white  rate  of 
42.5,  as  shown  below. 

Average  Infant  Deaths  Rate  per 

1955-1959  1,000  Live  Births 


Total  2,464  29.4 

White  1,689  25.8 

Nonwhite  775  42.5 


RATE  PER  1,000  LIVE  BIRTHS 
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FIGURE  4 

INFANT  MORTALITY  RATE  ACCORDING  TO  NEONATAL  AND  POST-NEONATAL  PERIODS, 

BY  RACE  AND  BY  YEAR,  TENNESSEE,  1940-1959 


It  is  revealing  to  divide  infant  mortality 
into  two  age  periods,  those  deaths  occurring 
during  the  first  28  days  of  life,  the  neonatal 
period,  and  those  occurring  after  the  28th 
day  (Fig.  4).  The  decline  in  mortality  has 
been  much  greater  for  the  post-neonatal 
period  than  for  the  neonatal  for  both  white 
and  nonwhite  infants.  The  increased  mor- 
tality among  white  infants  in  the  last  few 
years  was  more  marked  in  the  neonatal  pe- 
riod than  in  the  postneonatal.  Among  non- 
white infants  there  was  an  upswing  in  mor- 
tality in  both  the  neonatal  and  postneonatal 
periods. 

Neonatal  deaths  constitute  73%  of  the 
white  infant  deaths  and  63%  of  the  non- 
white. Within  the  neonatal  period  mortality 
is  concentrated  in  the  first  week  of  life. 
Thus,  if  the  present  level  of  infant  mor- 
tality is  to  be  reduced  substantially,  fur- 
ther progress  in  preventing  death  in  the 
first  few  days  of  life  is  necessary. 

Perinatal  Mortality 

Many  times  the  distinction  between  a 
fetal  death  and  a neonatal  death  is  very 
slight.  For  this  reason  the  study  of  perina- 
tal mortality  is  recommended,  that  is,  the 


study  of  late  fetal  deaths  and  early  neonatal 
deaths  combined.  For  the  presentation 
here,  all  fetal  deaths  with  reported  gesta- 
tion periods  of  20  or  more  weeks  and  neo- 
natal deaths  during  the  first  week  of  life 
have  been  included. 

Using  this  definition  there  were  1,441  late 
fetal  deaths  and  1,483  early  neonatal  deaths 
on  the  average  each  year  among  Tennessee 
residents  to  give  a total  of  2,924  deaths  dur- 
ing the  perinatal  period.  On  a rate  basis 
this  corresponds  to  34.3  perinatal  deaths  per 
1,000  total  births  (live  births  plus  fetal 
deaths  of  20  weeks  or  more  gestation).  The 
nonwhite  rate  of  47.2  is  54%  higher  than  the 
white  rate  of  30.7  per  1,000  births. 

One  of  the  outstanding  factors  influencing 
perinatal  mortality  is  weight  at  the  time  of 
delivery.  The  very  small  infant  has  little 
chance  of  survival.  As  weight  increases  to- 
ward 2,501  grams,  the  generally  accepted 
dividing  line  between  immaturity  and  ma- 
turity, mortality  decreases  (Table  2 and  Fig. 
5).  Infants  weighing  between  1,001  and 
1,500  grams  have  a 36%  lower  mortality 
than  infants  weighing  less  than  1,001  grams 
at  delivery.  As  birth  weight  increases  by 


RATE  PER  1,000  LIVE  BIRTHS  + FETAL  DEATHS 
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Table  2 

Perinatal  Mortality  per  1,000  Live  Births  and  Fetal  Deaths 
According  to  Time  of  Death,  by  Birth  Weight  and  Race, 
Tennessee,  Average  Annual  Data,  1955-1959 


Live  Births 

Total 

Early 

Race  and 

and 

Perinatal  Deaths 

Fetal  Deaths 

Neonatal  Deaths 

Birth  Weight 

Fetal  Deaths 

Average 

Rate 

Average 

Rate 

Average 

Rate 

TOTAL 

85,199 

2,924 

34.3 

1,441 

16.9 

1,483 

17.4 

Under  1,001  Gm. 

713 

659 

924.3 

299 

419.4 

360 

504.9 

1,001-1,500  Gm. 

714 

423 

592.4 

148 

207.3 

275 

385.2 

1,501-2,000  Gm. 

1,497 

370 

247.2 

159 

106.2 

211 

140.9 

2,001-2,500  Gm. 

4,799 

363 

75.6 

185 

38.5 

178 

37.1 

2,501  Gm.  and  over 

77,092 

909 

11.8 

541 

7.0 

368 

4.8 

Not  .stated 

384 

200 

520.8 

109 

283.9 

91 

237.0 

WHITE 

66,497 

2,041 

30.7 

962 

14.5 

1,079 

16.2 

Under  1,001  Gm. 

454 

421 

927.3 

189 

416.3 

232 

511.0 

1,001-1,500  Gm. 

458 

288 

628.8 

92 

200.9 

196 

427.9 

1,501-2,000  Gm. 

974 

265 

272.1 

105 

107.8 

160 

164.3 

2,001-2,500  Gm. 

3,218 

262 

81.4 

123 

38.2 

139 

43.2 

2,501  Gm.  and  over 

61,120 

655 

10.7 

373 

6.1 

282 

4.6 

Not  stated 

273 

150 

549.5 

80 

293.0 

70 

256.4 

NONWHITE 

18,702 

883 

47.2 

479 

25.6 

404 

21.6 

Under  1,001  Gm. 

259 

238 

918.9 

110 

424.7 

128 

494.2 

1,001-1,500  Gm. 

256 

135 

527.3 

56 

218.8 

79 

308.6 

1,501-2,000  Gm. 

523 

105 

200.8 

54 

103.3 

51 

97.5 

2,001-2,500  Gm. 

1,581 

101 

63.9 

62 

39.2 

39 

24.7 

2,501  Gm.  and  over 

15,972 

254 

15.9 

168 

10.5 

86 

5.4 

Not  stated 

111 

50 

FIGURE  5 

450.5 

29 

261.3 

21 

189.2 

PERINATAL  MORTALITY  BY  BIRTH  WEIGHT  AND  RACE, 
TENNESSEE,  1955-1959 
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500  gram  intervals,  mortality  decreases  suc- 
cessively 58%  and  69  per  cent.  And  infants 
that  reach  maturity  before  delivery  have  an 
84%  lower  mortality  than  even  the  largest 
immature  group.  Perinatal  mortality  among 
mature  infants  is  only  11.8  per  1,000  total 
births. 

Comparison  of  mortality  by  race  within 
each  weight  group  indicates  that  the  non- 
white infant  weighing  less  than  2,501  grams 
at  delivery,  and  thereby  considered  imma- 
ture by  present  definition,  has  a better 
chance  for  survival  than  the  white  infant 
of  that  weight  group.  For  each  of  the 
weight  groups  under  2,501  grams,  the  non- 
white perinatal  mortality  is  less  than  the 
white.  The  difference  is  more  marked  for 
infants  weighing  1,501  to  2,500  grams  than 
for  those  weighing  less  than  1,501  grams  at 
delivery.  On  the  other  hand,  mature  non- 
white infants  (those  of  2,501  grams  and  over 
at  delivery)  have  a much  higher  mortality 
than  do  white  infants  of  that  weight  group 
(15.9  per  1,000  compared  with  10.7  for  the 
white). 

The  factors  influencing  these  apparent 
differences  in  perinatal  mortality  of  white 
and  nonwhite  infants  are  probably  many 
and  complex.  The  possibility  of  less  com- 
plete registration  for  the  nonwhite  of  all 
three  components,  births,  fetal  deaths,  and 
neonatal  deaths,  is  one  to  be  considered.  In 
fact,  there  is  strong  evidence  that  registra- 
tion is  incomplete  for  some  of  these  events 
for  both  the  white  and  the  nonwhite  popu- 
lation. For  example,  the  early  neonatal 
mortality  of  the  smallest  weight  group,  un- 
der 1,001  grams,  probably  should  be  close 
to  100  per  cent.  On  the  basis  of  stated  birth 
weights,  Tennessee  records  show  less  than 
90%  mortality  for  both  racial  groups. 


Another  factor  involves  the  applicability 
of  identical  weight  standards  to  the  two  ra- 
cial groups.  A higher  proportion  of  non- 
white births  is  reported  to  be  in  each  of  the 
weight  groups  under  2,501  grams  than  is 
true  of  white  births.  In  fact  13%  of  the 
nonwhite  births  are  classed  as  immature  on 
the  basis  of  birth  weight;  whereas  only  7% 
of  the  white  births  are  in  this  category.  It 
may  be  that  the  nonwhite  infant  of  a given 
weight  below  2,501  grams  is  more  mature 
than  a white  infant  of  the  same  weight  and 
thus  has  a better  chance  for  survival. 

The  rates  shown  here  by  specific  weight 
group  are  based  on  stated  birth  weights. 
Unfortunately,  birth  weight  was  not  stated 
for  8%  of  the  fetal  deaths  and  for  6%  of  the 
early  neonatal  deaths.  Probably  most  of 
these  infants  were  in  the  low  weight  groups. 
Thus  the  rates  shown  here  are  lower  than 
the  actual  facts.  For  accurate  rates  and 
valid  comparisons  the  important  item  of 
birth  weight  should  be  completed  on  every 
certificate  of  fetal  death  and  live  birth,  even 
if  it  has  to  be  estimated. 

The  causes  of  death  stated  on  the  official 
certificates  have  been  tabulated  separately 
for  the  fetal  deaths  and  the  neonatal  deaths. 
For  35%  of  the  white  and  46%  of  the  non- 
white fetal  deaths  reported  during  the  four 
years  1956-1959,*  no  specific  cause  was 
stated  (Table  3).  Placental  and  cord  condi- 
tions were  stated  more  frequently  than  any 
other  specific  condition  as  the  underlying 
cause  of  fetal  death.  The  white  rate  of  4.8 


*Due  to  the  revision  of  the  medical  portion  of 
the  fetal  death  certificates  as  of  January  1,  1956, 
comparable  data  regarding  causes  of  fetal  deaths 
are  available  for  only  4 years  of  the  period  under 
study. 


Table  3 

Average  Number  of  Fetal  Deaths  per  Year  with  Rate 
per  1,000  Total  Births  and  Percentage  Distribution,  by  Cause 
of  Death  and  by  Race,  Tennessee,  1956-1959 


Average 

■per 

White 

Rate 

per 

Per 

Nonwhite 
Average  Rate 
per  per 

Per 

Cause  of  Fetal  Death 

Year 

1,000 

Cent 

Year 

1,000 

Cent 

Total 

959 

14.5 

100.0 

480 

25.6 

99.9 

Placental  and  cord  conditions 

320 

4.8 

33.4 

124 

6.6 

25.8 

Congenital  malformations 

88 

1.3 

9.2 

14 

0.8 

3.0 

Toxemias  and  other  conditions  of  pregnancy 

67 

1.0 

7.0 

48 

2.6 

10.0 

Difficult  labor 

64 

1.0 

6.7 

32 

1.7 

6.7 

Diseases  of  mother 

36 

0.5 

3.8 

28 

1.5 

5.8 

Erythroblastosis 

34 

0.5 

3.5 

3 

0.1 

0.6 

External  causes 

8 

0.1 

0.8 

5 

0.3 

1.0 

Birth  injury 

5 

0.1 

0.5 

5 

0.3 

1.0 

Other  and  ill-defined  causes 

337 

5.1 

35.1 

221 

11.8 

46.0 
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per  1,000  total  births  and  the  nonwhite  rate 
of  6.6  for  these  conditions  were  much  higher 
than  the  rates  for  other  specific  causes. 
Among  the  white  infants,  congenital  mal- 
formations were  the  second  most  frequent 
cause  given.  However,  this  rate  of  1.3  per 

1.000  was  less  than  one-third  of  that  for 
placental  and  cord  conditions.  Toxemias 
and  other  conditions  of  pregnancy  ranked 
third  and  difficult  labor  fourth  among  the 
specific  causes  of  white  fetal  deaths.  Ery- 
throblastosis foetalis  was  stated  as  the  cause 
of  an  average  of  34  white  fetal  deaths  a 
year. 

Among  the  nonwhite  fetal  deaths,  toxe- 
mias and  other  conditions  of  pregnancy, 
with  a rate  of  2.6  per  1,000,  ranked  next  to 
placental  and  cord  condtions  (rate  of  6.6  per 
1,000).  Difficult  labor  ranked  third  with  a 
rate  of  1.7  and  diseases  of  the  mother  fourth 
with  a rate  of  1.5  per  1,000. 

Among  the  total  neonatal  deaths,*  imma- 
turity, per  se,  was  stated  as  the  cause  of 
death  more  frequently  than  any  other  con- 
dition (Table  4).  For  the  white  neonatal 
deaths,  the  average  rate  for  immaturity  was 

5.1  per  1,000  live  births  and  for  the  non- 
white the  rate  was  10.4.  This  difference  in 
the  white  and  nonwhite  rates  reflect  the 
higher  percentage  of  births  in  the  weight 
groups  under  2,501  grams  among  the  non- 
white population  (13%  for  the  nonwhite 
compared  with  7%  for  the  white).  The  risk 
of  death  among  these  weight  groups,  how- 
ever, is  slightly  less  for  the  nonwhite  infant 

^Tabulations  by  cause  of  death  were  not  avail- 
able at  the  time  of  this  writing  for  the  early  neo- 
natal deaths  separately  from  the  entire  neonatal 
group.  However,  the  data  presented  are  consid- 
ered valid  for  the  early  neonatal  deaths  since  that 
group  comprises  more  than  80%  of  the  total  neo- 
natal deaths. 


than  for  the  white,  as  shown  previously 
(Table  2 and  Fig.  5).  Asphyxia  and  atelec- 
tasis is  the  second  and  most  frequent  cause 
stated  for  both  white  and  nonwhite  infants, 
with  respective  rates  of  4.1  and  3.9  per  1,000 
live  births.  Among  white  infants,  congeni- 
tal malformations  ranked  third  with  a rate 
of  2.5  and  birth  injury  fourth  with  a rate  of 

2.2  per  1,000.  Among  the  nonwhite  group, 
infections  of  the  newborn,  such  as  umbilical 
sepsis,  pneumonia  of  the  newborn,  diarrhea 
of  the  newborn,  etc.,  ranked  third  with  a 
rate  of  2.5  and  birth  injury  ranked  fourth 
with  a rate  of  2.3.  Erythroblastosis  foetalis 
was  stated  as  the  cause  of  33  white  neonatal 
deaths  a year  and  of  only  5 nonwhite  deaths. 

Summary  and  Conclusions 

Great  progress  has  been  made  in  the  re- 
duction of  infant  mortality  in  Tennessee  as 
well  as  in  the  country.  Today,  the  problem 
is  concentrated  in  the  early  neonatal  period. 
Failure  to  reach  mature  birth  weight  before 
delivery  is  one  of  the  major  factors  affecting 
the  frequency  of  fetal  death  and  also  of 
death  during  the  first  few  days  of  life. 

Tennessee  experienced  an  increase  in  in- 
fant mortality  in  1957,  similar  to  that  for 
the  country  as  a whole.  Studies  are  needed 
to  understand  the  causes  behind  this  in- 
crease and  to  make  further  progress  in  re- 
duction of  fetal  death  and  neonatal  mortal- 
ity. From  official  vital  records  we  can  ana- 
lyze mortality  by  age  of  mother,  birth  order, 
legitimacy,  place  of  birth,  etc.,  in  addition  to 
the  factors  presented  here.  For  studies  of 
outcome  related  to  prenatal  care,  complica- 
tions of  pregnancy  and  of  delivery,  special 
studies  such  as  those  recommended  by  the 
American  Medical  Association  Committee 
on  Maternal  and  Child  Care  are  needed. 


Table  4 

Average  Number  of  Neonatal  Deaths  per  Year  with  Rate 
per  1,000  Live  Births  and  Percentage  Distribution,  by  Cause 
of  Death  and  by  Race,  Tennessee,  1955-1959 

White  Nonwhite 


Average 

Rate 

Average 

Rate 

per 

per 

Per 

per 

per 

Per 

Cause  of  Neonatal  Death 

Year 

1,000 

Cent 

Year 

1,000 

Cent 

Total 

1,227 

18.7 

100.0 

490 

26.9 

100.0 

Immaturity 

334 

5.1 

27.2 

189 

10.4 

38.6 

Asphyxia  and  atelectasis 

270 

4.1 

22.0 

71 

3.9 

14.5 

Congenital  malformations 

166 

2.5 

13.5 

29 

1.6 

5.9 

Birth  injury 

147 

2.2 

12.0 

41 

2.3 

8.4 

Infections  of  newborn 

65 

1.0 

5.3 

45 

2.5 

9.2 

Erythroblastosis 

33 

0.5 

2.7 

5 

0.3 

1.0 

Other  diseases  of  early  infancy 

108 

1.7 

8.8 

35 

1.9 

7.1 

Other  causes 

104 

1.6 

8.5 

75 

4.1 

15.3 
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For  both  types  of  studies,  complete  and 
accurate  records  are  necessary.  The  attend- 
ing physician  has  a responsibility  to  provide 
this  information  so  that  accurate  statistics 
may  be  available. 


References 

1.  Moriyama,  I.  M.:  Recent  Change  in  Infant 
Mortality  Trend,  Pub.  Health  Rep.  75:391,  1960. 

2.  Hunt,  E.  P.  and  Chenoweth,  A.  D.:  Recent 
Trends  in  Infant  Mortality  in  the  United  States, 
Am.  J.  Pub.  Health  51:190,  1961. 


Relationship  Between  Arterial  Pressure  and  Exer- 
tional Angina  Pectoris  in  Hypertensive  Patients. 
By  A.  J.  Georgopoulos,  F.  M.  Sones,  Jr.  and 
Irvine  Page.  Circulation  23:892,  1961. 

This  article  discusses  one  in  a series  of  observa- 
tions on  angina  and  exercise  tolerance.  Previous 
observations  have  suggested  that  an  elevated  ar- 
terial pressure  may  accompany  clinical  bouts  of 
angina.  Clinicians  have  frequently  noted  and  oc- 
casionally reported  the  relief  of  exertional  angina 
in  hypertensive  patients  by  adequate  control  of 
their  arterial  pressure.  Conversely,  too  great  a 
lowering  of  tension  in  hypertensives  is  known  to 
produce  anginal  pain. 

In  7 hypertensive  patients  suffering  from  exer- 
tional angina  pectoris,  coronary  arteriography  re- 
vealed segmental  arterial  disease  in  5 and  a nor- 
mal vascular  tree  in  the  remainder.  All  had  left 
ventricular  hypertrophy  but  no  myocardial  in- 
farction by  history  or  electrocardiogram. 

The  5 patients  with  segmental  arterial  disease 
were  studied  prior  to  the  institution  of  antihyper- 
tensive therapy.  They  were  asked  to  perform  a 
specified  amount  of  exercise  in  a sitting  position 
and  in  a supine  position.  Exercise  was  of  course 
discontinued  at  the  onset  of  any  anginal  pain. 
Four  of  the  5 patients  had  anginal  pain  forcing  an 
end  to  exercise  and  all  5 had  pressor  responses 
averaging  60  mm.  Hg.  systolic  and  33  mm.  Hg.  di- 
astolic in  the  supine  position  and  roughly  half  as 
much  response  in  the  sitting  position.  Abnormal 
electrocardiograms  were  noted  in  all  of  the  sub- 
jects. More  pronounced  and  longer  lasting  clini- 
cal symptoms  and  electrocardiographic  changes 
were  noted  in  the  supine  group  which  had  shown 
the  greater  pressor  response.  Subsequently  the 


pressor  response  of  these  subjects  was  blocked 
with  an  intravenous  sodium  nitroprusside  drip  and 
the  exercise  repeated  in  the  supine  position.  Nei- 
ther symptoms  or  signs  of  angina  appeared. 

The  2 treated  patients  studied  had  orthostatic 
hypotension  secondary  to  their  therapy.  Exercise 
in  these  2 individuals  in  the  sitting  position  pro- 
duced hypotension  (average  fall  122/86  to  80/55), 
and  clinical  symptoms  as  well  as  electrocardio- 
graphic signs  of  angina.  Supine  exercise  which 
was  unaccompanied  by  presure  changes  was  with- 
out signs  or  symptoms  of  angina. 

Two  of  the  5 hypertensives  were  tested  follow- 
ing control  of  their  hypertension  with  oral  guan- 
ethidine.  Exercise  failed  to  raise  their  pressure  or 
to  produce  angina.  In  the  2 patients  with  normal 
coronaries  who  experienced  angina  during  hypo- 
tensive periods  brought  on  by  erect  exercise  nei- 
ther signs  nor  symptoms  of  angina  were  produced 
by  either  lowering  or  raising  pressure  in  the  su- 
pine position  with  drugs. 

The  authors  postulate  that  the  lessening  of  car- 
diac work  by  the  lowering  of  pressure  is  respon- 
sible for  preventing  angina.  They  could  not 
correlate  the  anginal  symptoms  with  the  cardiac 
rate.  They  also  state,  from  evidence  gained  at 
coronary  arteriography,  that  sodium  nitroprusside 
is  not  a coronary  vasodilator  and  hence  does  not 
act  by  this  route.  In  the  patients  with  orthostatic 
hypotension  the  pressure  fall  was  felt  to  be  asso- 
ciated with  poor  perfusion  of  the  vasculator  bed. 
The  “straight  gate  and  narrow  path”  for  the  hy- 
pertensive patient  with  angina  is  more  clearly 
defined.  (Abstracted  for  the  Middle  Tennessee 
Heart  Association  by  Stephen  Schillig,  M.D., 
Nashville.) 
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Salmonella  Enteritis 

DR.  HARRY  BLUMENFELD:  Present  Illness. 
J.B.,  a 37  year  old  colored  man,  was  admitted  on 
Jan.  31,  1961.  At  the  time  of  admission  he  was 
unable  to  give  a history,  and  the  story  was  ob- 
tained from  a niece  who  was  not  considered  to  be 
too  reliable.  Subsequent  to  the  patient’s  recovery 
a more  complete  and  reliable  history  was  obtained. 
Initially  the  history  consisted  of  the  following: 
The  patient  was  apparently  well  until  one  week 
prior  to  admission  when  he  went  on  an  alcoholic 
“binge”  drinking  “moonshine”  which  was  sup- 
posedly corn  liquor.  Two  days  before  admission 
he  began  to  have  a small  amount  of  rectal  bleed- 
ing but  denied  any  pain,  and  the  following  day 
had  fever  and  chills  and  remained  in  bed.  Three 
hours  prior  to  admission,  while  lying  in  bed,  he 
complained  of  lower  abdominal  pain  and  felt  that 
he  could  obtain  relief  by  having  a bowel  move- 
ment. He  thought  that  he  did  have  a bowel 
movement,  but  his  niece  noted  a large  amount  of 
dark  red  and  bright  red  blood  passed  per  rectum. 
He  was  immediately  brought  to  the  Emergency 
Room.  The  patient  vomited  one  time  the  day  of 
admission  but  no  gross  blood  or  “coffee  ground” 
material  was  noted. 

Review  of  systems  failed  to  reveal  any  other 
evidence  of  organic  disease.  The  patient  had 
never  had  any  previous  episodes  of  rectal  bleed- 
ing nor  any  symptoms  referrable  to  the  gastro- 
intestinal system. 

Past  history.  Five  years  ago  in  Chicago  the  pa- 
tient had  an  abdominal  operation  following  an 
automobile  accident  and/or  knife  wound.  (The 
niece  stated  it  was  an  automobile  accident  and  a 
brother  stated  it  was  for  a knife  wound.) 

Physical  examination.  This  revealed  a well- 
nourished,  well-developed  Negro  in  peripheral 
vascular  shock,  lying  in  an  estimated  1000  cc.  of 
dark  red  and  bright  red  blood  with  active  rectal 
bleeding.  The  patient  was  disoriented  and  deliri- 
ous. Pulse  was  120  and  regular,  blood  pressure 
80/60,  temperature  102.4°.  (Hematocrit  was  25% 
in  Emergency  Room.)  Examination  of  the  heart 
revealed  only  sinus  tachycardia,  and  the  lungs 
were  clear  to  auscultation  and  percussion.  Exami- 
nation of  the  abdomen  revealed  an  old  vertical 
midline  6 inch  scar  extending  from  the  xiphister- 
nal notch  caudally.  The  abdomen  was  distended 
and  tympanitic.  Bowel  sounds  were  active  and 
normal.  There  was  moderate  voluntary  muscle 
guarding  with  diffuse  minimal  tenderness.  No 
rebound  tenderness  was  elicited.  No  organs  or 
masses  were  palpable.  Rectal  examination  re- 
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vealed  no  masses  but  a large  amount  of  bright  red 
blood  was  obtained  on  rectal  glove.  Examination 
of  the  genita’ia  failed  to  reveal  any  testicular 
atrophy.  No  gynecomastia  was  noted  nor  any 
spider  angiomas  seen. 

Laboratory  Data.  Admission  laboratory  work 
showed  a hematocrit  of  25,  WBC.  count  6,850  with 
2 bands,  65  segmented  neutrophils,  26  lympho- 
cytes and  7 monocytes.  The  patient  was  immedi- 
ately typed  and  crossmatched  for  blood  replace- 
ment and  infusions  of  dextran  were  started  in  the 
interim.  A nasogastric  tube  was  inserted  and 
only  clear  fluid  and  mucus  were  obtained  on  con- 
tinuous suction.  A BSP.  test  revealed  10%  re- 
tention at  45  minutes,  BUN.  was  24,  chlorides  105, 
and  CCU  of  15. 

Course  in  Hospital.  Surgical  consultation  was 
obtained  and  both  the  medical  and  surgical  house 
officers  thought  the  patient  probably  had  a bleed- 
ing postbulbar  peptic  ulcer  with  rapid  gastroin- 
testinal transit.  The  possibility  of  bleeding  Meck- 
el’s diverticulum  or  lower  gastrointestinal  lesion 
was  considered.  Three  hours  after  admission  (9 
p.m.)  the  patient  began  to  respond  to  questions 
and  stated  that  for  the  past  3 weeks  he  had  been 
having  postprandial  and  night  epigastric  pain  re- 
lieved by  milk  and  soda.  Re-examination  at  this 
time  revealed  coarse  rales  at  both  lung  bases, 
more  pronounced  on  the  right.  Chest  film  and 
K.U.B.  studies  were  nonrevealing.  At  10:00  p.m. 
(4  hours  after  admission)  the  patient  had  received 
4 units  of  dextran  and  1500  cc.  of  whole  blood. 
The  blood  pressure  rose  to  120/80.  The  patient 
was  still  actively  bleeding  per  rectum  at  this  time, 
and  his  hematocrit  was  23.  Sigmoidoscopy  to  17 
cm.  revealed  only  large  amounts  of  red  blood 
with  normal-looking  mucosa.  By  4:00  a.m.  the 
following  morning  (10  hours  after  admission)  the 
patient  had  received  a total  of  3500  cc.  of  blood, 
was  still  actively  bleeding  by  rectum  and  had  a 
blood  pressure  of  90/60  and  a pulse  of  120.  His 
hematocrit  at  this  time  was  20;  urinary  output 
was  40  cc.  per  hr.  It  was  apparent  at  this  time 
that  blood  replacement  was  not  keeping  up  with 
the  patient’s  bleeding,  and  it  was  decided  to  take 
him  to  surgery. 

The  patient  was  operated  on  at  7:30  a.m.,  Feb. 
1,  1961,  13%  hours  after  admission.  At  operation 
the  terminal  ileum  and  cecum  were  involved  with 
multiple  patchy  inflammatory  lesions  and  many 
enlarged  lymph  nodes;  it  was  thought  at  the  time 
of  operation  that  he  had  represented  regional  en- 
teritis, but  typhoid  fever  was  mentioned  as  a pos- 
sibility. The  terminal  four  feet  of  ileum  and  ce- 
cum were  resected  and  an  end-to-side  anastomo- 
sis performed.  Unfortunately  the  resected  speci- 
men was  sent  directly  to  the  Pathologist  and  no 
culture  was  obtained.  Following  operation  the 
patient  was  given  chloramphenicol  because  of  an 
unprepared  bowel  prior  to  operation.  Later  in 
the  morning  the  medical  and  surgical  residents 
discussed  the  case  and  typhoid  fever  was  consid- 
ered a strong  possibility.  Later  that  morning  the 
gross  pathologic  report  revealed  the  lesion  to  be 
consistent  with  typhoid  fever.  The  patient  was 
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taken  off  Chloromycetin,  blood  cultures  were 
drawn,  stool  and  urine  cultures  collected  and 
blood  for  febrile  agglutinations  drawn.  The  next 
day  the  patient  spiked  a temperature  of  103°,  and 
was  started  again  on  chloramphenicol;  also  on  the 
day  after  operation  the  surgical  resident  obtained 
the  following  history  from  the  patient’s  wife. 

Patient,  wife,  and  three  children,  ages,  3,  2,  and 
9 months,  and  grandmother  have  been  living  on 
Rt.  #1,  Eads,  Tenn.  Water  supply  there  is  an 
open  well  with  bucket  and  winch.  The  well  is  in 
the  back  yard,  15  to  20  ft.  from  kitchen  door.  The 
outdoor  toilet  is  at  the  opposite  side  of  back  yard 
at  two  or  three  times  the  distance  of  the  well  from 
house;  the  ground  is  essentially  level  in  this  area. 

The  grandmother  was  hospitalized  here  about 
3 years  ago  with  febrile  illness.  The  patient  ap- 
parently was  well  until  the  time  he  left  for  work 
Friday,  Jan.  20,  1961,  except  that  he  told  his  wife 
he  had  passed  a tea-cup  full  of  blood  with  stool 
during  the  week  before.  He  failed  to  meet  his 
wife  that  afternoon  (11  days  before  admission) 
and  returned  home  on  Jan.  25,  (6  days  before  ad- 
mission), telling  his  wife  he  had  been  in  jail.  He 
talked  somewhat  “out  of  his  head,”  was  anorexic, 
thirsty,  had  hard  shaking  chills  and  some  diar- 
rhea. After  2 days  the  chills  and  fever  became 
continuous  throughout  the  day,  and  he  became 
more  delirious.  Subsequently  he  was  brought  to 
relatives  in  Memphis  the  day  prior  to  admission, 
and  apparently  did  not  pass  any  blood  per  rectum 
that  was  noticed  until  shortly  before  being  brought 
to  the  Emergency  Room. 

Subsequent  laboratory  work  revealed  the  fol- 
lowing: 

(1)  Sputum  culture  revealed  Staph,  aureus,  co- 
agulase  positive. 

(2)  One  blood  culture  yielded  Salmonella,  group 
B. 

(3)  There  were  no  enteric  pathogens  in  the  stool 
specimen. 

(4)  No  growth  was  found  in  the  urine  culture. 

Febrile  agglutinations  on  Feb.  2 was  negative 

for  typhoid;  on  Feb.  7 it  was  typhoid  positive 
complete  at  1:80;  blood  drawn  on  Feb.  15  has  not 
been  reported  yet. 

Patient  was  treated  with  chloramphenicol,  re- 
sponded well  and  was  discharged  on  Feb.  16,  17 
days  after  admission. 

DR.  I.  FRANK  TULLIS:  Dr.  Hyman,  will 
you  present  the  radiologic  studies? 

DR.  ORREN  W.  HYMAN,  JR.:  A supine 
chest  film  dated  Feb.  1 reveals  a slight  in- 
crease in  lung  markings  in  the  right  mid- 
lung field  consistent  with  a minimal  inflam- 
matory process.  No  consolidation  of  pneu- 
monia is  demonstrated.  The  heart  and  me- 
diastinal structures  are  within  normal  lim- 
its. A Levine  tube  is  seen  passed  through 
the  esophagus. 

A plain  abdominal  film  dated  Feb.  1 re- 
veals some  gas  filled  loops  of  small  and 


large  bowel  without  signs  of  an  ileus,  how- 
ever. These  would  be  consistent  with  an 
enteritis,  no  masses  are  delineated.  The 
K.U.B.  tract  is  obscured. 

DR.  TULLIS:  Dr.  Williams,  would  you 
give  us  more  details  about  the  findings  on 
this  patient  at  surgery? 

DR.  OLIN  WILLIAMS:  We  did  not  really 
know  what  to  expect  when  we  operated  on 
this  man.  After  opening  his  abdomen,  we 
inspected  his  upper  gastrointestinal  tract. 
There  were  a number  of  old  adhesions  pres- 
ent. There  was  no  evidence  of  blood  in  the 
gastrointestinal  tract  in  its  upper  portion. 
The  stomach  appeared  to  be  perfectly  nor- 
mal as  did  the  duodenum.  In  inspecting  the 
small  bowel,  beginning  at  about  its  mid- 
portion, there  was  evidence  of  old  blood 
within  the  lumen  of  the  bowel.  However, 
the  small  bowel  remained  normal  in  appear- 
ance until  the  terminal  3 feet  of  ileum  was 
inspected.  Beginning  in  this  proximal  por- 
tion there  were  discrete  oval  to  circular  le- 
sions which  were  primarily  on  the  anti- 
mesenteric  border.  Some  of  these  appeared 
quite  thin  and  close  to  perforation,  with 
areas  of  hemorrhage  in  the  bowel  wall. 
Others  were  thickened  to  palpation  and  had 
a yellowish-tan  color  in  contrast  to  the  sur- 
rounding bowel.  These  varied  in  size  from 
about  0.5  to  1.5  cm.  in  diameter.  As  the  ce- 
cum was  more  closely  approached,  these  be- 
came much  more  profuse  and  in  the  terminal 
4 to  5 inches  of  the  ileum,  they  became  con- 
fluent. We  did  not  really  know  what  this 
represented  and  the  staff  consultant  was  not 
absolutely  sure  either.  We  discussed  the 
possibilities  of  regional  ileitis  and  typhoid 
fever.  It  was  not  typical  of  regional  ileitis, 
however.  There  was  this  discrete  involve- 
ment with  apparently  uninvolved  bowel  in 
between.  The  mesentery  was  not  shortened. 
There  was  no  evidence  of  old  inflammatory 
disease.  We  felt  very  confident,  however, 
that  this  was  the  area  from  which  he  was 
bleeding  massively.  His  cecum  was  resected 
along  with  the  terminal  ileum  because  the 
involvement  of  the  ileum  extended  immedi- 
ately adjacent  to  the  cecum  and  resection  of 
the  ileum  with  end-to-end  ileostomy  could 
not  be  accomplished  without  doing  this 
through  involved  bowel. 

DR.  JAMES  CULBERTSON:  Was  there 
any  fluid  in  the  peritoneal  sac? 
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DR.  WILLIAMS:  There  was  a small 
amount  of  pink-tinged  fluid,  50  to  75  cc.  Not 
much  more  fluid  than  one  would  expect  to 
see  in  almost  anyone  but  there  was  a little 
blood-tinge  to  it. 

DR.  TULLIS:  Are  there  any  other  ques- 
tions? 

DR.  CULBERTSON:  Did  the  patient  show 
a relative  bradycardia? 

DR.  BLUMENFELD:  He  did  not. 

DR.  CULBERTSON:  In  uncomplicated 
typhoid  fever,  patients  do  usually  have  a 
relative  bradycardia.  This  patient  was 
bleeding  actively,  which  would  tend  to  ele- 
vate the  pulse  rate  and  therefore  would 
obscure  this  differential  diagnostic  sign. 

DR.  BLUMENFELD:  His  pulse  remained 
rapid  throughout  the  course,  Dr.  Culbertson. 
He  remained  febrile  until  approximately 
the  second  day  after  operation. 

DR.  CULBERTSON:  What  was  his  pulse 
rate  when  he  had  this  high  fever  just  after 
the  operation?  You  said  he  had  a tempera- 
ture of  103 : or  so. 

DR.  BLUMENFELD:  The  temperature 
was  102.8  when  he  came  in,  and  103°  the 
second  day.  His  pulse  was  running  about 
120  and  remained  elevated  before  operation. 

DR.  WILLIAMS:  I believe  this  patient 
demonstrated  relative  bradycardia  from 
about  his  3rd  to  5th  postoperative  days, 
when  he  still  had  a low  grade  fever,  but  his 
pulse  rate  had  fallen  to  about  60  per  minute, 
which  is  significantly  less  than  is  usually 
seen  during  this  postoperative  period. 

Incidentally,  the  discontinuance  of  chlo- 
ramphenicol was  more  of  an  exercise  on 
the  order  sheet  than  an  actual  lapse  in 
therapy,  as  it  was  again  begun  less  than 
twelve  hours  later. 

The  spleen  was  not  inspected  or  palpated 
at  operation  because  of  the  adhesions  in 
that  area. 

DR.  TULLIS:  Dr.  Cheek,  could  you  show 
us  the  surgical-pathologic  findings? 

DR.  WILLIAM  S.  CHEEK:  The  resected 
specimen  is  the  terminal  of  153  cm.  of  ileum 
in  continuity  with  the  distal  7 cm  of  cecum 
and  the  appendix.  The  ileal  lumen  con- 
tains clotted  blood.  Twenty-eight  raised, 
discrete,  tan  and  red  ulcerative  lesions 
averaging  1.5  by  2.5  cm.  occupy  the  positions 
of  Peyers  patches  and  there  is  one  1.5  cm. 
ulcer  of  the  cecum.  Intervening  mucosa  is 


grossly  normal.  The  serosa  is  thickened 
and  gray  overlying  the  lesions.  The  most 
distal  ileal  ulcer  is  quite  deep,  appearing  to 
have  penetrated  the  muscularis.  The  ap- 
pendix is  grossly  normal.  Ileal  mesenteric 
lymph  nodes  are  enlarged,  soft  up  to  2 x 2 
cm.,  and  on  section  have  multiple  foci  of 
necrosis. 

Microscopically,  the  lesions  of  the  ileum 
consist  of  extensive  surface  necrosis  with 
severe  underlying  inflammatory  reaction, 
predominately  mononuclear  infiltrate  with 
some  ery throphagocy tosis,  extending 
through  the  muscularis  and  serosa.  Vascu- 
litis is  prominent  with  some  vessels  being 
thrombotic.  Section  of  the  deep  ulcer  men- 
tioned previously  reveals  the  ulcer  base  to 
consist  of  serosa  only.  No  microscopic 
changes  of  intervening  areas  of  ileal  mucosa 
or  the  appendix  are  noted.  Lymph  nodes 
contain  multiple  stellate  areas  of  hemor- 
rhagic necrosis  with  marked  lymphoid  hy- 
perplasia and  prominent  infiltration  of  large 
mononuclear  cells. 

In  summary,  the  pathologic  changes  are 
indistinguishable  from  those  of  typhoid  fe- 
ver. It  would  appear  that  one  of  the  ileal 
lesions  was  quite  near  perforation. 

DR.  TULLIS:  Thank  you  Dr.  Cheek.  Dr. 
Bicks  will  open  the  discussion  of  this  case. 

DR.  RICHARD  O.  BICKS:  There  has  been 
a great  deal  of  interest  lately  in  Salmonella 
infections  and  I am  not  going  to  steal  the 
thunder  of  the  epidemiologists.  With  the 
establishment  of  two  centers  in  this  country 
for  typing  these  organisms  and  availability 
of  such  tests,  one  is  finding  a wide  spectrum 
of  previously  unsuspected  disease.  Most  of 
the  clinical  classifications  of  Salmonella  in- 
fections fall  into  three  broad  areas  which 
overlap.  There  is  the  acute  gastroenteritis 
which  is  probably  the  most  common.  The 
second  grouping  is  of  the  septicemias  with 
focal  abscesses  which  has  been  the  area  of 
most  interest  recently.  These  are  charac- 
terized by  the  particular  organism  Sal. 
choleraesuis  as  it  has  been  implicated  in 
osteomyelitis  as  well  as  localized  formation 
of  mycotic  aneurysms.  Finally,  there  is  the 
syndrome  of  enteric  typhoid  fever. 

In  this  day  and  age  we  do  not  think  of 
typhoid  fever  often  enough.  With  modern 
sanitation  and  attention  to  the  amenities  of 
life,  like  washing  one’s  hands  and  the  fall- 
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ing  into  disrepute  of  outside  toilets,  typhoid 
fever  even  in  the  rural  South,  is  probably  a 
rare  disease. 

In  looking  over  the  literature  on  the  ty- 
phoid fever  group  of  syndromes,  all  the 
articles  I read  pointed  out  that  the  differ- 
ence between  typhoid  and  paratyphoid 
fever  was  a matter  of  degree  apparently 
and  less  of  a matter  of  a sharp  clinical  dis- 
tinction. This  was  more  of  a serologic  di- 
agnosis made  in  retrospect  than  by  pointing 
to  a number  of  clinical  manifestations  as 
characteristic  either  of  Salmonella  B or  D 
infection.  In  retrospect  one  looks  for  rose 
spots  but  such  areas  of  skin  change  over  the 
abdomen  would  be  notoriously  difficult  to 
see  in  the  Negro. 

When  seen  initially  neither  rose  spots  nor 
splenomegaly  were  noted  in  our  patient.  As 
was  pointed  out,  the  discrepancy  between 
temperature  and  pulse  is  probably  negated 
by  the  presence  of  bleeding  into  the  gut  and 
impending  perforation. 

When  one  looks  backward,  when  one  has 
the  material  presented  in  your  hand  as  a 
pathologic  specimen,  it  is  very  easy  to  be 
critical  and  dogmatic.  Today  you  were  pre- 
sented with  a problem  of  a man  with  fever, 
with  massive  exsanguinating  hemorrhage 
and  displaying  characteristics  which  usually 
in  this  hospital  are  of  upper  gastrointestinal 
bleeding,  either  ulcer  or  varices.  I think 
they  satisfactorily  ruled  this  out  by  the  sim- 
ple maneuver  of  using  a gastric  lavage  tube 
and  testing  the  material  aspirated  for  blood. 
Being  negative  in  the  face  of  severe  exsan- 
guinating hemorrhage,  this  is  fairly  good 
evidence  that  the  bleeding  point  is  distal  to 
the  ligament  of  Treitz.  Practically  all  pa- 
tients having  the  dysentery-typhoid  syn- 
drome have  positive  guaic  tests  on  their 
stools  during  the  course  of  enteric  fever. 
This  is  due  to  the  well  known  changes  of 
bleeding  and  hemorrhage  in  the  Peyer’s 
patches  of  the  terminal  ileum.  Roughly  10 
to  20%  of  the  group  have  fairly  massive 
bleeding,  requiring  blood  transfusions  and 
treatment  for  shock,  again  on  the  basis  of 
presumably  the  same  pathologic  change.  A 
very  small  percentage  in  the  older  litera- 
ture have  exsanguinating  hemorrhages. 
This  is  a rather  rare  complication,  particu- 
larly of  paratyphoid  infection  in  1961.  The 
residents  attempted  to  replace  blood  vol- 


ume and  then  used  blood  transfusion.  Rec- 
ognizing that  things  were  not  progressing 
well  the  patient  had  a laparotomy.  I think 
there  should  probably  have  been  no  ques- 
tion in  their  mind  as  far  as  regional  enter- 
itis. Most  specimens  of  regional  enteritis 
that  one  sees  show  a diffuse  cobblestone 
lesion  of  the  terminal  ileum,  occasionally 
with  involvement  of  the  right  colon  and 
with  skip  areas  in  the  ileum  and  mesenteric 
adenopathy.  The  description  of  the  opera- 
tive lesion  grossly  was  not  regional  enter- 
itis. Surgical  intervention  seemed  manda- 
tory. The  only  question  I would  raise  about 
the  management  was  the  intermittent  usage 
of  chloramphenicol.  Once  the  diagnosis  is 
established  one  is  committed  to  such  ther- 
apy for  a prolonged  period.  This  in  1961  is 
a rare  disease.  I leave  it  to  the  epidemiolo- 
gist to  tell  us  how  rare.  I believe  we  see  a 
large  number  of  instances  of  so-called  “in- 
testinal flu”  in  practice  which  are  ascribed 
to  enteric  viruses  but  maybe  one  of  the 
minor  Salmonella  subtype  diarrheas  which 
clear  up  with  a little  supportive  therapy. 
None  of  us  have  made  the  effort  to  check 
serologic  titers  so  that  this  is  just  conjec- 
tural. The  differential  diagnosis  lies  be- 
tween pneumonia  because  of  the  chest  find- 
ings, Rocky  Mountain  spotted  fever,  murine 
typhus  and  some  of  the  rarer  infectious 
diseases  which  in  everyday  practice  one 
never  really  thinks  of  until  we  are  at  the 
end  of  the  diagnostic  trail.  I expect  the 
next  time  we  get  a patient  in  with  Salmo- 
nella enteritis  and  bleeding  we  probably 
will  not  think  of  the  diagnosis  either. 

DR.  TULLIS:  Dr.  Rendtorff  will  continue 
the  discussion. 

DR.  ROBERT  C.  RENDTORFF:  “One  of 
the  most  cunning  organisms  to  contest  our 
right  to  this  world  is  the  numerous  species 
called  Salmonella,  a highly  diverse  and  uni- 
formly treacherous  group.  It  is  responsible 
for  many  cases  of  so-called  food  poisoning; 
it  has  devised  novel  modes  of  transmission; 
it  has  insinuated  itself  into  tube  feedings;  it 
has  caused  postoperative  diarrhea,  masquer- 
ading as  ‘disturbed  physiology,’  following 
abdominal  surgery;  and  it  continually  de- 
velops new  characteristics  to  defy  recogni- 
tion.” I don’t  know  who  wrote  these  words 
but  I thought  they  were  quite  apropos  for 
the  beginning  of  a discussion  on  the  epide- 
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mology  Salmonellosis.  What  I have  to  say 
today  is  taken  primarily  from  two  articles 
appearing  in  the  New  England  Journal  of 
Medicine  in  1957.  One  of  them  by  Mc- 
Cready  and  co-workers  is  on  Salmonella  in 
Massachusetts  and  represents  16  years  ex- 
perience with  the  infection;  the  other  one  by 
Saphra  and  Winter  is  on  the  clinical  mani- 
festations in  man  and  evaluates  some  7,779 
cases.  These  works  represent  a massive 
volume  of  material. 

To  begin  with  let’s  talk  a moment  about 
the  taxonomy  of  this  group.  There  are  now, 
I suppose,  500  or  so  serotypes.  The  vogue 
is  to  name  these  after  the  location  in  which 
one  finds  them.  A few  are  named  after  per- 
sons and  a few  after  animals.  They  are 
grouped  according  to  the  somotic  “O”  anti- 
gen, and  they  are  typed  within  these  groups 
on  the  basis  of  the  flagellar,  the  “H”  anti- 
gen. Ninety-eight  per  cent  of  strains  in 
these  surveys  fell  into  the  first  five  groups, 
that  is,  Group  A through  E.  Ninety  per 
cent  of  all  infections  were  among  11  types 
including  Sal  typhi,  typhoid  fever.  In  spite 
of  the  large  number  of  strains,  all  but  2 in  a 
1000  can  be  identified  with  as  few  as  a dozen 
well-chosen  typing  serums.  So  you  see,  in 
spite  of  this  tremendous  number  of  types,  it 
is  practical  to  choose  your  typing  serum 
carefully  and  miss  very,  very  few.  This  is 
very  important,  I think,  as  far  as  laboratory 
diagnosis  is  concerned.  Salmonella  typhi- 
murium  apparently  is  the  commonest  one  in 
the  United  States  and  the  commonest  in 
other  countries.  The  particular  one  which 
is  commonest  depends  on  where  you  are. 
But  here  Sal.  typhimurium  is  by  far  the 
most  frequent.  In  this  country,  as  has  al- 
ready been  said,  typhoid  fever  is  on  the  de- 
cline. If  one  looks  at  charts  of  death  rates 
and  cases,  one  finds  that  typhoid  fever  is 
still  going  down.  However,  either  some- 
thing is  happening  in  the  manner  of  Salmo- 
nella or  we  are  having  better  reporting.  I 
think  as  a matter  of  fact  both  are  true. 
Salmonellosis  is  definitely  on  the  increase. 

Salmonellosis  has  a definite  seasonal  dis- 
tribution. It  is  present  the  year  around, 
though  there  is  a peak  in  August,  at  least  in 
the  East  Coast.  August  through  September 
or  October  is  the  high  season  and  February 
is  the  low  season.  As  far  as  the  age  distri- 
bution is  concerned,  one  in  five  are  in  in- 


fants under  one  year  of  age  and  one-third  of 
all  cases  are  in  the  first  decade  of  life.  So  it 
appears  to  be  a childhood  disease.  As  far 
as  sex  distribution  is  concerned;  Salmo- 
nella typhi  affects  approximately  50-50  male 
and  female.  Choleraesuis,  however,  has  a 
peculiar  predominance  for  the  male  show- 
ing ratios  as  high  as  2 to  1 to  3 to  1 of  males 
that  are  affected  over  females.  As  for  clini- 
cal features,  70%  of  Salmonella  infections 
are  gastroenteritis  with  diarrhea.  Six  to 
nine  per  cent  are  of  the  type  we  have  seen 
here  today — typhoidal  or  septicemic.  Of 
most  importance  I think  is  that  16  to  22% 
of  isolates  are  asymptomatic.  The  carrier 
state,  in  other  words,  is  very  common  but 
fortunately,  I suppose,  it  is  relatively  short 
in  Salmonella  and  this  distinguishes  it  from 
the  typhoid  carriers.  Salmonella  infections 
are  very  rarely  persistent  infections.  Very 
few  persist  over  a year’s  time.  As  you 
know,  the  infections  which  do  persist  in 
typhoid  may  persist  for  practically  the  life 
of  the  individual. 

It  is  futile,  apparently,  to  attempt  to  clear 
the  carrier  state  with  antibiotics.  As  a mat- 
ter of  fact  it  may  be  somewhat  dangerous 
to  attempt  to  do  this  because  one  might  pro- 
duce resistant  strains.  The  case  fatality  rate 
of  Salmonella  other  than  Sal.  typhi  was  in 
these  surveys  from  about  1.5  to  4 per  cent 
Sal.  choleraesuis  showed  the  highest  case 
fatality  rate,  16  to  20  per  cent.  Apparently 
this  is  quite  a dangerous  organism.  It  is  a 
little  bit  strange  that  some  of  the  organisma 
such  as  paratyphoid  B,  where  the  symptoms 
are  typhoidal  and  septicemic,  as  we  saw  in 
the  patient  presented,  the  case  fatality  rate 
is  very  low,  only  1 per  cent.  Choleraesuis 
then  is  the  most  dangerous,  typhimurium 
the  commonest  of  these  infections. 

The  natural  habitat  is  the  intestinal  tract 
of  man  and  animals.  Apparently  in  the 
case  of  typhoid  fever  it  takes  very  few  or- 
ganism to  produce  the  infection;  therefore, 
we  see  this  disease  frequently  transmitted 
by  contaminated  water  supply  where  rela- 
tively few  organisms  are  ingested.  In  most 
of  the  Salmonellas  apparently  it  takes  a 
relatively  large  dose  compared  to  Sal.  typhi 
so  we  see  such  things  as  food  stuffs  becom- 
ing of  great  importance  here.  As  a matter 
of  fact,  it  is  the  increase  perhaps  in  our 
methods  of  handling  food  today,  our  in- 
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creasing  catering  service,  the  increase  in 
frozen  foods,  TV  dinners,  etc.,  that  we  are 
so  apt  to  buy  in  the  grocery  stores  that  in 
part  may  be  causing  an  increase  in  the  dis- 
ease, at  least  I look  at  it  this  way.  There 
are  certain  food  products  that  are  particu- 
larly difficult  to  handle;  pork  is  one,  turkey 
and  duck  eggs  are  notorious  means  of  trans- 
mission of  the  organism.  In  the  Massachu- 
setts outbreaks  they  had  11  clear-cut  epi- 
demics that  were  attributed  to  the  following 
foods:  lemon  meringue  pie,  snow  pudding, 
baked  beans,  (undoubtedly  Boston  baked 
beans),  chopped  liver,  egg  yolk  powder  (in- 
fant food  that  is,  and  I am  sure  you  all  re- 
member that  this  is  why  some  of  the  com- 
mercial processors  of  infant  food  had  to 
recall  their  products  from  the  market), 
sliced  watermelon,  cod  fish  cakes  and  brew- 
ers yeast  which  was  tube-fed  to  patients  in 
the  hospital. 

They  did  some  experiments  on  water- 
melon and  from  these  experiments  showed 
that  a clean  melon  which  was  sliced  with  a 
contaminated  knife  bearing  the  organism 
was  dangerous.  They  showed  that  the  clean 
knife  can  carry  the  organism  on  the  surface 
of  the  melon  through  the  interior  and  they 
showed  that  watermelons  offer  good  means 
for  growth. 

Control  is  extremely  important.  These 
authors  universally  caution  about  the  use  of 
antibiotics.  This  will  not,  as  I have  said  be- 
fore, reduce  the  carrier  state  and  it  may 
cause  resistant  organism.  What  is  more  im- 
portant I think,  is  that  it  may  destroy  the 
normal  flora  of  the  intestinal  tract  and  there 
is  some  belief  that  these  organisms  protect 
against  the  pathogen.  This  is  a very  novel 
idea  and  I wish  I had  more  to  tell  you  about 
it.  I do  not  know  the  exact  experimental 
basis  for  this  but  it  would  be  an  interesting 
idea  to  pursue.  The  normal  fauna  and  flora 
are  actually  protecting  here  against  para- 
sites. We  need  better  methods  in  control  of 
food  inspection.  Public  health  officials 
worry  about  this  today  and  they  are  doing 
things  about  it. 

I want  to  say  one  final  thing.  The  stand- 
ard TAB  vaccine,  that  is,  typhoid  with  para- 
typhoid A and  B,  typhoid  belonging  to 
group  D,  so  it  is  a ABD  vaccine,  does  not 
produce  immunity  against  Salmonella  of 
the  C group  which  contains  some  of  the 


most  dangerous  organisms  such  as  Sal.  chlo- 
raesuis  and  many  others.  So  it  is  recom- 
mended that  we  study  these  strains  very 
carefully  and  perhaps  we  are  going  to  have 
to  modify  our  vaccines  in  order  to  get  a 
better  product. 

DR.  TULLIS:  Thank  you  Dr.  Rendtorff. 
Dr.  Womack,  will  you  give  us  any  additional 
thoughts  you  have  on  this  subject? 

DR.  C.  RAY  WOMACK:  One  should  em- 
phasize the  fact,  brought  out  previously, 
that  we  deal  in  salmonellosis  not  only  with 
a tremendously  large  group  of  organisms, 
but  also  with  a spectrum  of  disease  that 
varies  from  extreme  severity  on  the  one 
hand  to  mild  or  unrecognized  subclinical 
infection  on  the  other.  The  problem  is  sim- 
plified somewhat  because,  out  of  this  great 
number  of  organisms,  there  are  a certain 
few  associated  more  frequently  with  signifi- 
cant clinical  disease  than  others. 

It  is  not  uncommon  for  the  initial  or  onset 
symptoms  in  typhoid  fever  and  in  other 
salmonella  infections  to  be  predominantly 
respiratory  in  nature.  Commonly  the  sign 
and  symptoms  are  those  of  a bronchitis  ac- 
companied by  cough  and  pulmonary  rales, 
as  this  patient  presented.  Furthermore, 
during  the  bacteremic  phase  of  the  disease, 
localization  in  the  lungs  and  active  salmo- 
nella bronchopneumonia,  with  organisms 
recoverable  from  the  sputum,  is  not  ex- 
tremely unusual.  Insofar  as  pathogenesis 
is  concerned,  we  usually  consider  the  entry 
of  these  organisms  into  the  tissues  or  blood 
to  occur  by  way  of  the  lower  small  intes- 
tine. Sal.  typhosa  organisms  grow  in 
lymphoid  tissue  and  tend  to  localize  in  the 
lymphoid  tissue  of  Peyer’s  patches.  As  sug- 
gested a number  of  years  ago  without  direct 
proof,  they  may  also  infect  the  lymphoid 
tissue  of  the  pharynx,  gaining  entry  into  the 
tonsils  or  lypmhoid  follicles  and  draining 
through  lymphatic  channels  to  mediastinal 
lymph  nodes.  Resulting  inflammatory 
changes  in  the  bronchi  and  surrounding  tis- 
sues have  been  offered  as  an  explanation  of 
the  early  bronchial  symptoms.  The  idea 
has  to  be  considered  a speculative  one,  since 
there  are  no  sound  data  to  support  it. 

I have  no  comment  about  the  clinical  di- 
agnosis of  this  particular  patient.  At  the 
time  I saw  him  I was  prejudiced  by  infor- 
mation about  the  surgical  specimen  and 
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other  laboratory  findings.  I believe,  how- 
ever, that  this  case  is  an  unusual  one.  In 
typhoid  fever  gross  intestinal  hemorrhage 
is  an  uncommon  phenomenon,  occurring  no 
oftener  than  in  about  5%  of  cases.  Further- 
more, the  great  decline  in  incidence  of  ty 
phoid  over  the  past  several  decades  has  fur- 
ther reduced  our  opportunity  of  observing 
hemorrhage  as  a complication.  Enteric  or 
typhoidal  fevers  caused  by  salmonellae 
other  than  Sal.  typhosa  are  well  recognized. 
It  is  generally  believed  that  gastrointestinal 
hemorrhage  occurs  even  less  frequently  in 
this  group.  In  a paper  by  Ivan  Saphra  of 
New  York  reporting  over  3,000  cases  of  sal- 
monellosis there  were  about  175  fatalities 
(Am.  J.  M.  Sc.  220:74,  1950).  There  were  no 
deaths  in  this  series  from  gastrointestinal 
hemorrhage. 

Three  clinical  phenomena  in  salmonel- 
losis deserve  re-emphasis.  One  is  the  pecu- 
liar association  of  salmonella  septicemia 
with  infection  and  rupture  of  arterioscle- 
rotic abdominal  aortic  aneurysms,  an  unex- 
plained phenomenon.  Another  is  the  asso- 
ciation of  salmonella  osteomyelitis  with 
sickle  cell  hemoglobin  diseases.  The  third 
is  the  pneumonic  localization,  already  dis- 
cussed, that  occasionally  occurs  in  salmonel- 
losis. 

As  to  treatment,  an  ideal  therapeutic 


agent  for  salmonellosis  is  yet  to  be  discov- 
ered. Chloramphenicol,  the  most  useful  an- 
tibiotic generally  available  for  this  purpose, 
is  not  an  entirely  satisfactory  drug,  particu- 
larly from  the  standpoint  of  clearing  the 
carrier  state.  I have  had  no  experience  with 
Synnematin  B,  which  was  developed  by  the 
Michigan  State  Health  Department  and  has 
been  difficult  to  obtain  for  various  reasons. 
It  has  been  used  in  the  treatment  of  typhoid 
fever  (J.A.M.A.  57:989,  1955),  but  has  by  no 
means  replaced  chloramphenicol  as  the 
therapeutic  agent  of  choice.  It  is  well  to 
remember  that  the  use  of  aspirin  as  an  anti- 
pyretic in  typhoid  fever  may  cause  profound 
lowering  of  blood  pressure  and  vascular  col- 
lapse. 

The  therapeutic  use  of  typhoid  vaccine 
has  perhaps  been  recommended  more 
strongly  by  some  British  physicians  than  by 
those  in  this  country.  Some  believe  that 
most  or  all  patients  with  typhoid  fever 
should  be  given  vaccine.  Some  recommend 
ordinary  commercially  available  triple  vac- 
cine; others  a vaccine  made  from  the  organ- 
ism recovered  from  the  patient.  Data  are 
insufficient  for  drawing  any  sound  conclu- 
sions. 

DR.  TULLIS:  Thank  you  Dr.  Womack. 
This  completes  our  conference  for  today. 


A Study  of  Pulmonary  Embolism.  Gorham,  L. 

W.:  Arch.  Int.  Med.  108:8,  1961 

Because  no  condition  is  less  often  diagnosed  cor- 
rectly than  massive  pulmonary  embolism,  Gorham 
has  presented  a clinicopathologic  investigation  of 
100  cases  of  massive  pulmonary  embolism,  and 
has  stressed  that  there  should  be  an  increase  in 
diagnostic  accuracy  by  a systematic  examination 
of  the  patient  for  specific  physical  signs.  The  dif- 
ferential diagnosis  from  acute  myocardial  infarc- 
tion and  from  acute  cerebral  vascular  accident 
should  be  made  by  a careful  examination. 

Although  the  onset  of  symptoms  in  all  but  5 of 
the  100  patients  was  sudden,  with  marked  disturb- 
ance in  respiration  accompanied  by  pallor  and/or 
cyanosis,  cardiac  pain  (19%)  and  hypotension, 
myocardial  infarction  was  misdiagnosed  20  times, 
and  cerebral  vascular  accident  was  misdiagnosed 
5 times.  The  supposedly  4 common  cardinal  diag- 
nostic clues,  (pleural  pain,  bloody  sputum,  pleural 


friction,  and  clinical  evidence  of  phlebitis)  were 
noted  antemortem  in  only  46.5%  of  the  cases. 

A list  of  12  physical  signs,  one  or  more  of  which 
may  result  from  obstructions  of  the  pulmonary 
artery  or  to  main  branches  are  presented:  (1)  pul- 
sation in  the  second  left  interspace;  (2)  accentu- 
ated P2;  (3)  pseudopleuropericardial  friction  are 
produced  by  distention  of  the  pulmonary  artery; 
(4)  systolic  murmur  in  second  left  interspace;  (5) 
diastolic  murmur  in  same  location;  (6)  interscapu- 
lar bruit;  (7)  unilateral  expansion  lag  with  di- 
minished breath  sounds,  and  produced  by  the 
embolus  itself;  (8)  increased  cardiac  dullness  to 
the  right;  (9)  distended  neck  veins;  (10)  gallop 
rhythm;  and  (11)  enlarged  liver  are  produced  by 
the  associated  pulmonary  hypertension.  (12)  “Die 
rote  Blut  Welle,”  (the  red  arterial  wave  of  blood) 
over  the  pallid  face  is  produced  by  the  movement 
of  the  embolus.  (Abstracted  for  the  Middle  Ten- 
nessee Heart  Association,  by  C.  W.  Adams,  M.D., 
Nashville.) 
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Veterans  Administration  Hospital* 
Hepatoma  with  Erythrocythemia 
C.  Eastridge,  M.D.  and  H.  Bernhardt,  M.D. 

Present  Illness.  This  54  year  old  white  man 
was  transferred  to  this  hospital  from  another  V.A. 
hospital.  He  had  entered  there  about  2 weeks 
earlier  complaining  of  pain  and  aching  in  his 
back,  shoulders,  and  abdomen  of  several  years 
duration.  The  abdominal  pain  had  become  worse 
some  2 weeks  before  admission.  Eating  precipi- 
tated the  pain  and  vomiting  sometimes  helped 
relieve  the  pain  as  did  anacin  and  bicarbonate  of 
soda.  He  had  noted  anorexia  for  5 to  6 months 
and  had  lost  about  25  pounds.  He  thought  he  had 
passed  several  tarry  stools.  He  denied  use  of  al- 
cohol. He  had  been  treated  for  syphilis  22  years 
previously. 

Examination.  T.  97.8°,  P.  100,  R.  20  and  B.P. 
180/90.  He  was  described  as  poorly  developed 
and  nourished  and  chronically  ill.  There  were 
only  four  carious  teeth  remaining.  There  was  an 
increased  A-P  diameter  of  the  chest,  and  the  lungs 
were  hyperresonant.  A few  expiratory  wheezes 
were  present.  The  heart  was  slightly  enlarged  to 
the  left,  the  rate  and  rhythm  were  regular,  and 
Grade  II  apical  and  aortic  area  systolic  murmurs 
were  heard.  The  liver  edge  was  down  four  finger- 
breadths  below  the  costal  margin  and  was  hard. 
The  tip  of  the  spleen  was  palpable.  There  was 
dependent  cyanosis  of  the  lower  extremities,  and 
minimal  ankle  edema  was  present.  Minimal  pul- 
monary osteoarthropathy  was  noted  in  the  fingers. 
Two  “lipomas”  were  noted  in  the  subcutaneous 
tissues  of  the  chest.  Rectal  examination  showed 
poor  sphincter  tone,  and  the  prostate  was  moder- 
ately enlarged  and  boggy. 

Laboratory  Data.  RBC.  count  was  7.7  million, 
Hgb.  20.8  Gms.,  Hct.  58%,  reticulocyte  count  4.2%, 
platelet  count  723,800,  WBC.  count  6600  with  73% 
polys;  urinalysis  revealed  a trace  of  albumin;  STS 
was  negative,  BUN.  19  mg.  per  100  ml.  Total  pro- 
tein was  7.7  Gm.  with  albumen  3.4  Gm.,  bilirubin 
1.85  mg.  per  ml.,  alk.  phosphatase  5.6  BU.,  thymol 
turbidity  10.75  units,  cholesterol  750  mg.  per  100 
ml.,  ceph.  floe.  2+  in  48  hours.  SGOT  was  158 
units,  and  total  serum  lipids  1500  mg.  per  100  ml. 
Prothrombin  time  100%.  Gastric  analysis  showed 
4 mEq/L,  free  HC1  after  50  mg.  Histalog.  C- 
reactive  protein  was  10+  and  the  next  day  3+. 
Most  stools  were  guaiac  negative  but  a few  were 
positive  to  2+.  Blood  culture  sterile.  Red  cell 
volume  by  the  sodium  chromate  labelling  method 
was  3608  ml.  or  66.2  ml.  RBC.  per  kg.  Total  blood 
volume  was  6575  ml.  or  121  ml  per  kg.;  plasma 
volume  was  2228  and  Hct.  66%.  A section  of  bone 
marrow  was  hypercellular  but  not  diagnostic. 


*From  the  Surgical  and  Laboratory  Services  of 
the  Veterans  Administration  Medical  Teaching 
Group  Hospital,  Memphis,  Tenn. 


Later  in  his  hospital  course  his  BUN.  rose  to  41 
mg.  per  100  ml.  Skin  tests  for  tuberculosis  and 
histoplasmosis  were  negative,  but  the  collodion 
agglutination  for  Histoplasma  capsulatum  was 
positive  1:16.  Repeat  Hgb.  determinations  were  19, 

16.6,  15.2,  and  15.6  Gm.;  RBC  counts  were  7.2,  6.3, 

5.6,  6.7  million;  Hct.  were  59,  52,  49,  56,  and  49%. 
Plate'ets  ranged  from  1.23  to  2.60  million.  Smear 
and  culture  of  sputum  were  negative  for  acid-fast 
organisms. 

X-Ray  Studies.  Chest  film  revealed  left  ventri- 
cular prominence,  changes  of  pulmonary  emphy- 
sema, irregular  diaphragms,  and  old  calcific  hilar 
nodules.  Upper  GI.  series  disclosed  a collection  of 
barium  outside  the  lumen  of  the  antral  portion  of 
the  stomach;  the  antrum  appeared  to  be  com- 
pressed by  an  external  mass;  the  duodenum  was 
normal;  IVP  were  negative.  A chest  x-ray  film 
taken  about  3 weeks  after  admission  disclosed  a 
mottled  consolidation  in  the  right  upper  lung  field. 
This  developed  into  a homogenous  density  which 
then  became  a thick-walled  annular  shadow  with 
findings  suggestive  of  cavitation;  it  was  believed 
located  in  the  right  middle  lobe.  Barium  enema 
negative.  Films  of  bones  disclosed  some  osteo- 
porosis and  osteoarthritis. 

EKG.  The  first  tracing  disclosed  only  notched 
P-waves.  Three  weeks  later  there  was  inversion 
of  T-wave  in  VI  and  V2  suggesting  “anterior 
ischemia  or  right  ventricular  strain.”  More  elec- 
trocardiograms several  days  later  were  interpreted 
as  right  ventricular  strain. 

Hospital  Course.  The  patient  was  placed  on  an 
ulcer  regimen.  Two  phlebotomies  were  performed. 
About  3 weeks  after  admission  he  developed 
cough,  fever,  sharp  right  chest  pain,  and  bloody 
sputum.  He  received  erythromycin  and  became 
afrebile  in  48  hours.  During  this  period  his  SGOT 
levels  were  158  and  148  and  a week  later  102.  He 
also  had  urinary  frequency  and  urgency  and  a 
GU.  consultation  disclosed  150  cc.  residual.  Only 
a trace  of  albumen  was  found  in  one  of  many 
urine  specimens  examined;  no  pus  cells  were  ever 
found.  The  patient  became  progressively  weaker, 
had  marked  anorexia,  and  quietly  expired  some 
6 weeks  after  entering  the  hospital. 

Clinical  Discussion 

DR.  C.  EASTRIDGE:  We  are  presented 
today  with  a case  of  a 54  year  old  white 
man  who  was  chronically  ill  with  multiple 
systems  involved  and  whose  hospital  course 
was  progressively  downhill  despite  therapy. 
I would  like  to  discuss  the  different  systemic 
components  of  this  man’s  illness  and  then 
see  if  a diagnosis  can  be  made  that  corre- 
lates with  the  pathologic  processes  that 
went  on  here. 

Since  this  man  was  admitted  with  ab- 
dominal complaints  we  should  first  consider 
the  gastrointestinal  tract.  With  the  history 
of  eating  precipitating  the  pain  and  vomit- 
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ing  relieving  it,  we  would  have  to  consider 
gastric  carcinoma  and  peptic  ulcer  if  located 
at  the  pylorus.  I feel  these  could  be  ex- 
cluded with  the  above  described  gastroin- 
testinal series  and  negative  stools  for  occult 
blood. 

Extrinsic  pressure  on  the  antral  portion 
of  the  stomach  as  described  on  gastrointesti- 
nal series  could  account  for  the  gastroin- 
testinal symptoms  by  partially  blocking  the 
pyloric  canal  inhibiting  gastric  emptying.  I 
would  tend  to  discount  the  collection  of 
barium  outside  the  antral  portion  of  the 
stomach  as  stated  in  the  protocol  because  of 
the  absence  of  abdominal  physical  findings 
one  would  expect  with  a free  perforation  in 
this  area. 

As  far  as  the  cardiovascular  system  is 
concerned  there  was  without  doubt  some 
degree  of  pulmonary  hypertension  present 
as  indicated  by  the  increasing  right  heart 
strain  pattern  on  EKG.  This  could  be  ac- 
counted for  by  increased  vascular  resistance 
secondary  to  the  changes  of  emphysema  and 
the  destructive  lesion  in  the  right  lung 
which  developed  while  the  patient  was  in 
the  hospital.  Increased  blood  viscosity  as 
found  in  polycythemia  also  added  to  the 
cardiac  work  load. 

The  systolic  type  hypertension  recorded 
on  admission  could  indicate  arteriosclerotic 
changes  involving  the  larger  arteries  or  it 
could  be  due  to  the  increased  viscosity  of 
the  blood  found  in  polycythemia.  (In  pa- 
tients with  familial  hypercholesterolemia 
and  hyperlipemia,  as  I feel  this  patient  had, 
a great  per  cent  usually  will  have  coronary 
atherosclerosis). 

The  lungs  were  described  as  emphysema- 
tous on  admission.  Later  while  in  the  hos- 
pital he  developed  rather  acutely,  an  infil- 
trate in  the  right  lung  field  which  later 
changed  to  cavitation.  One  would  have  to 
consider  with  this  picture  a pulmonary  em- 
bolus with  infarction,  putrid  lung  abscess  or 
a necrotizing  pneumonia  of  the  lobar  type. 

Pulmonary  emboli  to  cause  infarction 
must  be  of  the  septic  type  or  there  must  be 
some  cardiac  decompensation  that  will 
cause  reduced  blood  flow  through  the  bron- 
chial arteries.  There  was  no  evidence  of 
sepsis  on  admission  nor  was  there  any  evi- 
dence of  thrombophlebitis  except  the  mild 
ankle  edema  which  I interpret  as  evidence 


of  right  heart  failure.  It  is  true,  however, 
that  there  is  a thrombosing  tendency  asso- 
ciated with  polycythemia. 

I think  we  can  rule  out  putrid  lung  ab- 
scess because  no  foul  smelling  sputum  was 
described.  Specific  necrotizing  pneumonias 
such  as  due  to  staphlococcus  and  Friedland- 
ers’  bacillus  could  well  have  caused  a pic- 
ture similar  to  the  above  described  lung 
lesion. 

When  we  approach  the  problem  of  the 
liver  we  are  faced  with  the  differential  di- 
agnosis of  the  enlarged  liver.  It  was  pal- 
pated four  finger  breadths  below  the  right 
costal  margin  and  hard.  There  were  no 
other  descriptive  terms  applied  from  which 
other  clues  could  be  derived. 

The  majority  of  the  findings  from  the 
tests  of  liver  function  add  up  in  favor  of  a 
mild  hepatocellular  disease  with  no  evi- 
dence of  extrahepatic  obstruction.  Of  the 
hepatocellular  diseases,  hepatitis  could  be 
ruled  out  because  of  the  hardness  of  the 
liver,  lack  of  tenderness,  mild  abnormalities 
of  liver  functions,  lack  of  fever  and  absence 
of  lymphocytosis.  There  was,  however,  suf- 
ficient impairment  of  liver  function  to  bring 
about  a depletion  of  serum  albumen  sug- 
gesting impaired  synthesis  associated  with 
an  elevation  of  the  serum  globulin.  These 
findings  are  more  in  keeping  with  subacute 
or  chronic  form  of  liver  disease  as  one 
would  find  in  cirrhosis.  With  a negative  al- 
coholic history,  I would  speculate  upon  cir- 
rhosis of  the  post-necrotic  type  which  may 
be  latent  for  many  years  without  causing 
symptoms. 

Very  large,  hard  livers  can  also  be  found 
in  chronic  right  heart  failure  if  it  has  been 
present  over  a long  period  of  time.  In  this 
case  the  history  is  rather  short  with  only 
possibly  mild  failure  of  the  right  heart.  A 
rare  condition  that  can  cause  a large  liver 
associated  with  polycythemias  or  early  liver 
carcinoma  is  the  Budd-Chiar  syndrome. 
This  is  produced  by  thrombosis  of  the  he- 
patic veins  causing  much  ascites  and  death 
usually  comes  in  a week  or  two  of  the  onset. 

Carcinoma  of  the  liver  would,  of  course, 
have  to  be  considered.  The  most  common 
carcinomas  found  in  the  liver  are  metastatic 
in  origin.  Without  evidence  in  this  case  of 
a primary  site,  I think  we  could  eliminate 
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metastatic  carcinoma  as  a cause  of  liver  en- 
largement. 

Although  rare,  80  to  90%  of  the  primary 
hepatocarcinomas  arise  in  cirrhotic  livers. 
In  a series  of  221  cases  of  post-necrotic  cir- 
rhosis recorded  by  McDonald,  et  al,1  carci- 
noma developed  in  14  per  cent.  Hepatoma, 
being  the  most  common,  is  in  the  proportion 
of  10:1  to  cholangioma.  In  the  cases  of 
hepatocarcinoma  the  alkaline  phophatase 
shows  considerable  elevation  although  in 
this  case  there  was  only  a mild  elevation 
recorded  on  admission.  The  transaminase 
elevations  reflect  the  necrosis  that  occurs  in 
the  tumor  nodules.  It  is  said  that  a friction 
rub  heard  over  the  liver  is  pathognomonic 
of  liver  carcinoma  but  it  has  also  been  re- 
ported in  hemochromotosis  with  a large 
liver. 

An  interesting  facet  in  this  case  is  found 
in  the  derangement  of  the  hemopoietic  sys- 
tem. There  was  a polycythemia  present 
and  it  was  a true  polycythemia  because  of 
the  measured  increase  in  the  red  cell  mass 
of  66.2  ml.  per  kg.,  the  normal  being  22  to 
34  ml.  per  kg.  I think  this  polycythemia 
was  secondary,  as  opposed  to  the  primary 
type,  because  of  the  lack  of  involvement  of 
the  other  marrow  elements. 

Now  as  to  the  cause  of  the  secondary 
polycythemia  the  previously  described  lung 
condition  associated  with  poor  oxygenation 
would,  of  course,  need  to  be  ruled  out.  This 
could  have  been  done  with  blood  oxygen 
saturation  studies,  but  since  none  were  re- 
ported we  must  also  consider  other  causes 
for  the  secondary  polycythemia. 

Recently  many  unusual  syndromes  have 
been  reported  associated  with  neoplastic 
diseases.  In  some  bronchogenic  carcinomas 
there  is  a syndrome  of  hypochloremic  alka- 
losis where  the  paradoxic  aciduria  of  potas- 
sium depletion  is  absent.  Others  have  been 
reported  with  an  associated  hypercalcemia 
without  evidence  of  bony  metastases.  We 
have  encountered  here,  a patient  with  hy- 
percalcemia associated  with  hypernephroma 
without  any  evidence  of  bony  metastases. 
In  extensive  hepatoma  of  the  liver  profound 
hypoglycemic  episodes  have  been  reported. 
Of  these  many  unusual  syndromes  the  one 
we  are  most  interested  in  today  is  that  of 
neoplastic  disease  associated  with  polycy- 
themia. There  are  three  neoplastic  diseases 


which  are  sometimes  associated  with  polycy- 
themia, these  being  cerebellar  hemangio- 
blastoma,2' 3 hypernephroma,  4t  3 hepatoma.® 
S.  Osnes7  has  shown  that  an  erythropoietic 
stimulating  substance  is  produced  by  the 
kidney  and  possibly  by  the  liver,  while 
Waldman  and  Levin8  have  isolated  a similar 
substance  from  cerebellar  hemangioblasto- 
mas. They  believe  that  certain  tumors  of 
these  organs  liberate  excessive  amounts  of 
this  factor  which  stimulate  red  blood  cell 
production. 

In  this  case  we  can  rule  out  a cerebellar 
hemangioblastoma  because  of  the  lack  of 
neurologic  findings.  There  is  no  evidence  of 
renal  involvement  by  intravenous  pyelo- 
gram  or  urine  studies  even  though  a nega- 
tive urine  does  not  rule  out  hyperne- 
phroma. It  has  been  shown  that  polycy- 
themia can  occur  long  before  the  hyperne- 
phroma is  large  enough  to  cause  urinary 
tract  findings. 

This  then  leaves  us  with  a large,  hard 
liver  which  could  contain  a hepatoma.  Mc- 
fadzean,  et  al®  report  true  polycythemia  in 
10%  of  28  cases  which  developed  hepato 
carcinoma.  These  patients  all  had  a preced- 
ing cirrhosis. 

Clinical  Diagnosis 

1.  Hepatoma  in  a cirrhotic  liver  with  asso- 
ciated polycythemia. 

2.  Cor  pulmonale. 

3.  Lung  abscess. 

Anatomic  Findings 

DR.  H.  BERNHARDT:  The  body  was 
markedly  emaciated.  Both  pleural  cavities 
were  obliterated  by  firm,  fibrous  adhesions 
and  no  fluid  was  present.  The  peritoneal 
cavity  was  free  of  fluid.  The  left  lung 
weighed  700  Gm.  and  the  right  lung  weighed 
1200  Gm.  In  the  right  middle  lobe  there 
were  numerous  large  abscess  cavities  filled 
with  a necrotic  purulent  material  which 
had  a strong  obnoxious  fecal  odor.  The  cul- 
ture of  this  material  contains  Esch.  coli 
with  no  other  organism  present.  The  sec- 
tions of  all  lobes  showed  confluent  areas  of 
acute  inflammatory  exudate  with  abscess 
formation.  Colonies  of  bacilli  were  promi- 
nent. 

The  liver  and  gallbladder  weighed  3200 
Gm.  with  the  entire  right  lobe  of  the  liver 


August,  1961 


CLINICOPATHOLOGIC  CONFERENCE 


297 


Fig.  2 

section  there  was  marked  fine  fibrous  pro- 
liferation with  areas  of  fat  necrosis.  Ducts 
and  acini  were  moderately  dilated. 

The  spleen  weighed  300  Gm.  and  was  con- 
gested and  no  extra  medullary  hemopoiesis 
was  present. 

A section  of  vertebral  bone  contained  nor- 
mal cellular  components. 

There  was  no  evidence  of  metastases  to 
lymph  nodes  or  any  of  the  viscera.  The 
coronary  arteries  showed  a moderate  degree 
of  atherosclerosis. 

Final  Anatomic  Diagnoses 

1.  Primary  carcinoma  of  liver,  liver  cell 
type  with  erythrocythemia. 

2.  Lobular  pneumonia,  bilateral  with  abscess 
formation  (Esch.  coli). 
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Fig.  1 

being  replaced  by  confluent  masses  of  bright 
yellow  tumor  tissue  (Fig.  1).  Many  of  these 
masses  were  umbilicated  and  necrotic.  The 
left  lobe  of  the  liver  was  free  of  tumor  and 
no  cirrhotic  process  was  evident.  On  micro- 
scopic section  there  were  large  aggregates 
of  tumor  cells  in  a trabecular  pattern.  The 
cells  show  marked  pleomorphism,  the  nuclei 
being  large  with  many  giant  forms  present. 
The  cytoplasm  was  granular  and  acidophilic. 
The  trabeculae  in  many  areas  blended  with 
the  radial  columns  of  normal  parenchyma 
(Fig.  2).  The  tumor  had  a pseudolobular 
pattern  with  many  areas  of  necrosis.  The 
portal  areas  in  the  tumor  bearing  tissue 
showed  marked  fibrosis  with  fibrous  bands 
of  variable  width.  The  adjacent  normal 
liver  in  the  left  lobe  of  the  liver  showed 
marked  sinusoidal  widening  with  central 
lobular  congestion  and  necrosis  with  no 
evidence  of  cirrhosis. 

The  pancreas  was  firm  and  on  microscopic 


298 


August,  1961 


President  s Page 

The  image  of  Medicine  is  changing.  We  are  witnessing  a stu- 
pendous effort  to  change  the  practice  of  medicine  and  the  private 
care  of  patients  to  a centralized  controlled  system.  Just  as  Medi- 
cine is  changing,  so  is  the  image  of  America.  A country  once  de- 
voted to  liberty  and  enterprise,  challenge  and  opportunity,  has 
embraced  the  philosophy  of  fateism. 

Freedom  is  still  with  us,  but  the  reality  is  not.  We  can  read  the 
change  in  every  aspect  of  American  life. 

Deep  cuts  in  government  taxation,  painful  even  to  the  smallest 
wage  earner,  is  felt.  During  a 40  hour  week,  the  average  American 
now  spends  eleven  hours  and  twenty  minutes  working  to  pay  his  taxes. 

We  see  a change  in  the  programs  of  welfare.  The  galloping  increases  in  social  secur- 
ity, unemployment  compensation,  and  a myriad  of  other  devices  of  fraternalism.  Now 
with  the  recent  agitation  for  aid-to-the-aged,  we  find  ourselves  only  a whisper  away 
from  outright  socialized  medical  care. 

We  see  changes  in  the  efforts  of  politicians  to  buy  popularity  with  subsidies  and  pres- 
sure-group legislation.  American  farmers,  once  the  prototype  of  self  reliant  America, 
now  line  up  annually  to  receive  billions  in  federal  handouts. 

The  change  is  evident  in  the  steady  growth  of  federal  competition  with  private  busi- 
ness. Government  now  operates  some  seven  hundred  businesses  competing  with  private 
enterprise,  runs  the  largest  printing  and  publishing  business  in  the  world,  conducts  studies 
on  every  kind  of  subject.  TVA,  established  as  a program  of  flood  control  and  conserva- 
tion, is  now  the  largest  supplier  of  electricity  in  the  free  world,  the  largest  consumer  of 
coal  on  earth. 

We  are  seeing  the  steady  dislocation  of  power  from  states  and  local  communities  to 
Washington.  The  federal  government  has  already  preempted  states  rights  in  every  con- 
ceivable field  and  is  now  moving  into  local  responsibilities.  We  are  seeing  the  gradual 
foothold  being  taken  in  aid  to  education. 

Small  business  and  professional  men  find  themselves  harassed  out  of  operation  by 
federal  paperwork.  Others  are  beginning  to  feel  the  same  pressures.  We  are  seeing  a 
stepped  up  inflation  induced  by  huge  deficit  budgets.  Every  child  born  in  America  now 
starts  off  life  owing  $1,600  to  the  creditors  of  the  United  States.  Our  national  debt, 
amounting  to  $288  billion,  is  larger  than  all  of  the  other  debts  of  the  countries  of  the 
world  combined.  The  value  of  the  dollar  has  been  slashed  in  half  in  twenty  years. 

This  is  socialism  in  the  fabian  manner.  Piece  by  piece  the  structure  of  the  total  state 
is  being  erected  and  is  much  nearer  completion  than  most  of  us  would  like  to  believe. 

The  more  our  people  are  coddled,  the  weaker  their  determination  to  stand  on  their 
feet;  the  weaker  their  determination,  the  more  coddling  they  want.  The  character  of 
our  nation  is  being  silently  destroyed. 

The  ultimate  result  of  these  tendencies  is  clear  and  frightening.  Yet  our  politicians 
continue  to  outbid  each  other  with  extravagant  give  aways,  with  no  apparent  concern 
for  the  final  destiny  of  the  nation.  Their  performances  suggest  that  they  have  not  given 
thought  of  either  the  history  or  mechanics  of  freedom,  or  to  the  fates  of  nations  which 
have  abandoned  it.  For  those  who  think  they  are  blazing  “new  frontiers”  are  in  reality 
following  the  oldest,  most  dismal  path  in  history;  the  path  to  slavery. 


William  O.  Vaughan, 
M.D. 


President 
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CHEST-FILM  SURVEYS 

The  question  has  not  been  definitely  an- 
swered as  to  whether  or  not  mass  surveys 
with  the  chest  x-ray  are  worthwhile.  Chest 
films,  of  course,  give  information  relative  to 
both  the  pulmonary  fields  and  the  heart  and 
great  blood  vessels.  Because  of  the  declin- 
ing incidence  of  pulmonary  tuberculosis,  re- 
gardless of  the  reasons,  the  continued  diag- 
nostic yield  may  be  expected  to  decrease. 
Therefore,  the  diagnostic  index  relative  to 
the  possibility  of  heart  disease  becomes  of 
great  importance  in  the  decision  as  to 
whether  or  not  chest  x-ray  surveys  are  justi- 
fied. 

A recent  study  of  70  millimeter  photo- 
fluorograms  of  the  chest  in  screening  a pop- 
ulation for  heart  disease,  is  of  considerable 
interest. 

In  Los  Angeles,  2,252  individuals,  who 
were  civil  service  employees,  were  exam- 
ined in  detail  between  the  dates  December 


1949  and  July  1951.  In  addition  to  a physi- 
cal examination,  detailed  history,  labora- 
tory tests,  electrocardiograms,  electrokymo- 
grams,  and  fluoroscopic  study  of  the  chest, 
a 70  millimeter  photofluorogram  was  ob- 
tained. Eighty-three  per  cent  were  men, 
and  84  per  cent  were  white.  The  ages  were 
20  to  70  years  and  73  per  cent  were  in  the 
group  of  30  to  60  years.  At  the  time  of  this 
original  examination  the  chest  films  were 
interpreted  by  chest  specialists  searching 
primarily  for  tuberculosis.  Cardiovascular 
abnormalities  were  reported  in  less  than 
one  per  cent  of  the  films.  These  same  films 
were  later  read  independently  by  a radiolo- 
gist and  a chest  specialist  who  had  no  infor- 
mation about  the  clinical  status  of  the  sub- 
jects. Each  reader  observed  4 neoplasms  of 
the  lungs.  One  reader  (A)  described  84 
cases  of  pulmonary  tuberculosis  of  which 
38  were  active.  The  other  reader  (B)  noted 
38  instances  of  tuberculosis  of  which  29 
were  active.  Reader  A reported  cardiovas- 
cular abnormalities  in  688  patients,  or  32.5 
per  cent  of  the  2,120.  Clinically  153  of  these 
so-reported  had  heart  disease.  Reader  A 
reported  cardiac  abnormalities  in  71  per 
cent  of  the  persons  with  clinical  heart  dis- 
ease, and  in  29  per  cent  of  those  who  had 
normal  heart.  No  abnormalities  were  re- 
ported in  29  per  cent  of  the  persons  with 
clinical  heart  disease.  The  other  reader 
(B)  reported  cardiovascular  abnormalities 
in  355  or  16.6  per  cent  of  the  2,120  in  the 
total  group.  Among  the  known  cardiac  pa- 
tients, abnormalities  were  reported  in  49.4 
per  cent,  none  was  recorded  in  50.6  per  cent. 
Abnormalities  were  reported  in  13.8  per  cent 
of  individuals  with  normal  hearts. 

In  the  examination  of  the  2,120  chest  films, 
4 patients  were  found  with  pulmonary  neo- 
plasms. This  yield  is  much  higher  than  re- 
ported in  chest-survey  films  primarily  for 
the  detection  of  lung  cancer.  The  question 
of  the  relationship  of  Los  Angeles  smog  to 
this  frequent  occurrence  of  lung  cancer 
should  be  properly  posed. 

An  analysis  of  the  types  of  heart  disease 
disclosed  suggests  that  hypertensive  heart 
disease  is  more  apt  to  be  identified  than  any 
other  type.  On  the  other  hand,  the  results 
of  the  survey  suggests  that  there  are  more 
efficient  ways  of  finding  patients  with  heart 
disease.  Accordingly,  mass  chest  x-ray  sur- 
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veys  need  more  recommendation  than  the 
detection  of  heart  disease  to  justify  their 
continuation. 

A.  W. 

Chapman,  J.  M.,  Loveland,  D.  B.,  Goerke,  L.  S., 
Jacobson,  G.  and  Rothrock,  W.  J.:  Validity  of  70 
mm.  Photofluorograms  of  the  Chest  in  Screening 
a Population  for  Heart  Disease,  12:521,  1960. 

* 

HEARINGS  ON  THE  KING-ANDERSON  BILL 

I was  much  impressed  with  many  things 
about  the  hearings  conducted  by  the  House 
Ways  and  Means  Committee  on  H.R.  4222. 
The  hearings  are  scheduled  to  last  for  a pe- 
riod of  two  weeks  and  our  testimony  was 
presented  on  the  first  day  of  the  second 
week.  The  hearing  room  itself  is  most  im- 
pressive with  comfortable  seats  for  the  200 
or  more  visitors  who  were  present.  The 
committee,  with  a full  membership  of  25 
members,  was  represented  by  more  than 
one  half  of  these  members  during  most  of 
the  day  in  spite  of  the  fact  that  Congress 
was  in  session  on  that  day  and  that  several 
quorums  calls  occurred.  Witnesses  were 
treated  with  great  courtesy,  but  members 
of  the  committee,  both  opponents  and  pro- 
ponents of  the  bill,  were  very  tough  and  re- 
lentless in  their  cross-examination  of  the 
witnesses,  and  any  statements  made  without 
good  foundation  in  fact  were  likely  to  be 
discredited  by  this  cross-examination.  It 
seems  to  me  that  members  of  the  committee 
must  certainly  be  quite  well  informed  on 
all  of  the  advantages  and  disadvantages  of 
this  legislation  at  the  end  of  the  two-weeks 
hearing. 

We  were  told  while  in  Washington  by 
“usually  well  informed  sources”  that  the 
committee  would  not  even  take  a vote  on 
this  bill  during  the  present  session  of  Con- 
gress. It  is  thought  that  the  administration 
will  concentrate  their  power  for  the  passage 
of  this  bill  early  in  the  next  session  of  Con- 
gress, possibly  in  January  and  February. 
Thus  we  have  a period  of  several  months 
during  which  we  should  continue  to  make 
every  possible  effort  to  educate  the  public 
by  every  means  at  our  hand  on  this  issue. 

Representatives  Howard  Baker  of  the 
Second  District  and  J.  B.  Frazier  of  the 
Third  Congressional  District,  are  members 
of  the  House  Ways  and  Means  Committee. 


Thus  all  citizens  of  Tennessee  have  an  ex- 
ceptional opportunity  to  effectively  express 
themselves  in  personal  letters  to  these  two 
Tennessee  Representatives  on  the  Commit- 
tee. They  will  certainly  have  a key  role  to 
play  when  a vote  is  taken  and  the  future  of 
private  practice  of  medicine  in  America  will 
be  tremendously  influenced  by  the  outcome 
of  that  vote. 

Charles  C.  Trabue,  IV,  M.D. 

* 

Special  Item 

Statement  of  Charles  C.  Trabue,  IV,  M.D. 

Representing  the  Tennessee  State  Medical  Asso- 
ciation Before  the  Committee  on  Ways  and 
Means,  House  of  Representatives  in  Opposition 
to  H.R.  4222,  87th  Congress 

Each  state  medical  association  was  in- 
vited to  send  a representative  to  appear  be- 
fore the  House  Ways  and  Means  Committee 
to  record  its  stand  on  the  King-Anderson 
Bill  (H.R.  4222).  Dr.  Charles  C.  Trabue,  IV, 
of  Nashville  was  selected  to  introduce  a 
statement  from  the  TSMA  and  to  appear  as 
a witness.  At  the  witness’  table  sat  Dr. 
Charles  C.  Smeltzer,  Knoxville,  Delegate  to 
the  AMA,  and  Dr.  William  J.  Sheridan, 
Chattanooga,  President-Elect.  Mr.  Jack  Bal- 
lentine,  Executive  Director  and  Mr.  Jack 
Drake,  Public  Service  Director,  were  mem- 
bers of  the  delegation. 

It  is  the  hope  of  the  officers  of  the  Ten- 
nessee State  Medical  Association  that  the 
members  of  the  Association  will  read  the 
bill,  familiarize  themselves  with  it  and  ex- 
press their  thoughts  to  their  elected  repre- 
sentatives in  Congress. 

Dr.  Trabue’s  statement  should  be  read  by 
every  member  so  he  may  know  what  the 
situation  is  in  Tennessee  with  respect  to 
those  in  need  of  medical  care  but  with  lim- 
ited resources.  Brief  editorial  comment  by 
Dr.  Trabue  on  the  hearings  precedes  this. 

— Editor 

I am  Dr.  Charles  C.  Trabue,  IV,  repre- 
senting the  Tennessee  State  Medical  Associ- 
ation. I have  been  in  private  practice  as  a 
general  surgeon  for  27  years.  I am  past- 
president  of  the  state  medical  association 
and  am  immediate  past-chairman  of  the  as- 
sociation’s Committee  on  Legislation  and 
Public  Policy. 
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I should  like  to  begin  my  testimony  by 
enumerating  briefly  some  of  the  programs 
in  operation  in  Tennessee  which  provide 
medical  care  to  persons  who  cannot  afford 
the  cost  of  such  care  with  special  reference 
to  those  programs  which  provide  for  the 
health  needs  of  elderly  persons.  I should 
also  like  to  review  the  activities  of  the  Ten- 
nessee State  Medical  Association  with  its 
2,800  member  physicians  which  have  led  to 
the  development  of  these  programs.  My 
purpose  in  so  doing  is  two-fold.  First,  to 
demonstrate  the  fact  that  the  medical  pro- 
fession in  Tennessee  is  aware  of  the  prob- 
lems involved  in  providing  needed  medical 
care  for  persons  in  low-income  groups  and 
has  moved  vigorously  and  effectively  to- 
ward solutions  of  these  problems;  and  sec- 
ond, to  establish  that  the  already  existing 
programs  in  Tennessee  obviate  the  neces- 
sity, or  even  the  desirability  for  passage  of 
any  further  federal  legislation  in  the  area  of 
health  care  at  the  present  time,  particularly 
such  legislation  as  HR  4222. 

The  Tennessee  State  Medical  Association 
was  one  of  the  first  to  adopt  a service  bene- 
fit type  of  voluntary  prepaid  health  insur- 
ance program.  This  program  has  been  in 
effect  since  1949.  The  Tennessee  Plan  pro- 
vides that  participating  physicians  agree  to 
accept  as  full  payment  of  fees  the  amounts 
listed  in  the  fee  schedules  of  the  policies 
sold  by  Blue  Shield  and  39  private  insur- 
ance companies  to  persons  in  modest  income 
groups.  Specifically,  persons  eligible  for 
service  benefits  are  those  single  individuals 
whose  annual  incomes  do  not  exceed  $2,400 
and  families  whose  annual  incomes  are  less 
than  $4,200.  There  are  approximately 
1,200,000  individuals  now  covered  by  this 
Tennessee  Plan. 

More  recently,  the  Tennessee  State  Medi- 
cal Association  has  taken  steps  to  expand 
and  make  more  readily  available  the  service 
benefit  plan  to  Tennesseans  65  years  of  age 
and  over.  At  our  annual  meeting  last  April, 
the  House  of  Delegates  approved  a program 
whereby  participating  physican  members  of 
the  Tennessee  Plan  would  agree  to  reduce 
their  fees  by  25  per  cent  to  persons  over  65 
within  the  above  stated  income  groups.  To 
make  this  plan  effective  the  insurance  com- 
panies must  agree  to  pass  on  to  the  pur- 
chasers of  the  policies  the  savings  in  terms 


of  reduced  premium  rates.  Blue  Shield  im- 
mediately agreed  to  pass  on  the  full  savings 
to  the  policy  holder  by  making  a 25  per  cent 
premium  reduction  to  those  eligible.  A re- 
ply from  the  commercial  carriers  has  been 
promised  within  the  next  30  days. 

Thus,  the  physicians  of  Tennessee  have 
taken  action  to  provide  a mechanism  for 
persons  of  modest  financial  means  of  all  age 
groups  to  prepay  a part  of  their  medical 
costs. 

There  exist  many  programs  which  pro- 
vide necessary  institutional  care  to  those 
persons  who  are  medically  indigent.  Of 
primary  considerations  are: 

1.  The  Tennessee  Indigent  Hospitalization 
Program.  The  Tennessee  State  Medical 
Association  conceived  and  sponsored  in 
the  state  legislature  in  1953  this  program 
for  hospitalization  of  medically  indigent 
persons,  of  all  ages,  and  this  program  has 
subsequently  been  adopted  by  several 
other  states.  It  provides  that  persons  de- 
termined to  be  medically  indigent  by 
screening  committees  at  the  county  level 
are  admitted  for  necessary  hospitalization 
. . . with  the  attending  physician  agreeing 
to  make  no  charge  for  services  rendered 
during  the  period  of  hospitalization.  The 
hospitals  are  reimbursed  from  a fund 
made  up  of  state  and  county  monies,  with 
the  individual  counties  participating  on  a 
voluntary  basis.  Ninety-three  of  Tennes- 
see’s ninety-five  counties  have  elected  to 
participate,  and  the  non-participating 
counties  have  less  than  one  per  cent  of 
the  State’s  population. 

2.  The  Welfare  Hospital  Assistance  Pro- 
gram. This  program  provides  up  to  thirty 
days  hospitalization  and  nursing  home 
care  unrestricted  as  to  the  number  of 
days  for  recipients  of  Old  Age  Assistance. 
The  Tennessee  State  Medical  Association, 
upon  the  request  of  the  Governor  of  Ten- 
nessee, officially  approved  the  utilization 
of  federal  funds  which  enabled  the  State 
of  Tennessee  to  establish  this  program. 

3.  The  Medical  Aid  for  the  Aging  Pro- 
gram. This  program,  authorized  under 
P.L.  86-778,  went  into  effect  in  Tennessee 
July  1st  of  this  year.  It  is  estimated  that 
it  will  provide  hospital  care  for  some 
110,000  Tennesseans  over  65  years  of  age 
who  might  not  otherwise  be  able  to  pay 
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the  costs  of  such  hospitalization.  It  will 
also  furnish  persons  in  this  age  group 
with  certain  drugs.  The  Tennessee  State 
Medical  Association  vigorously  supported 
the  implementation  of  this  program.  I 
believe  it  is  significant  that  our  associa- 
tion’s House  of  Delegates  voted  not  to  ac- 
cept payment  for  physicians’  fees  from 
funds  allocated  to  financing  this  program. 
At  the  same  time,  the  House  of  Delegates 
approved  recommendations  to  Governor 
Buford  Ellington  which  would  have  estab- 
lished a somewhat  broader  M-A-A  program. 
It  was  felt  by  the  delegates  that  the  pro- 
gram should  initially  offer  not  only  some 
hospitalization  and  drugs  but  also  nursing 
home  care  and  out-patient  x-ray  and  diag- 
nostic services.  However,  it  is  most  impor- 
tant that,  in  Tennessee,  the  machinery  is 
installed  and  is  functioning  to  provide  health 
care  for  persons  over  65  who  cannot  pay  for 
such  care.  This  machinery  can  be  modified 
as  circumstances  warrant  to  provide  for  an 
expansion  of  the  program. 

In  addition  to  the  programs  previously 
mentioned,  there  are  others,  including  those 
offered  by  (a)  the  Veterans  Administration; 

(b)  the  state  government  through  its  mental 
and  tuberculosis  hospitals,  the  latter  which 
also  admit  non-tuberculous  indigent  pa- 
tients suffering  from  chronic  chest  diseases; 

(c)  city  and  county  governments  through 
their  hospitals  and  clinic  services;  and  (d) 
many  private  and  teaching  hospitals  which 
provide  in-patient  care  and  out-patient  clin- 
ical services  to  needy  persons. 

While  this  does  not  exhaust  the  list,  it 
does  establish  that  adequate  facilities  are 
available  in  Tennessee  to  provide  medical 
care  to  those  in  need.  Might  I add  that  in 
my  27  years  in  practice  I have  never  known 
a patient  to  be  denied  needed  medical  care 
because  of  lack  of  ability  to  pay  for  that 
care. 

The  record  will  show  that  the  physicians 
of  Tennessee,  through  their  individual  ef- 
forts, and  their  participation  in  the  pro- 
grams of  their  county  societies  and  state 
association,  have  demonstrated  their  active 
concern  with  the  problems  involved  in  pro- 
viding adequate  medical  care  to  our  citizens 
and  have  developed  and  assisted  in  develop- 
ing techniques  and  programs  which  have 
been  of  proven  success  in  solving  these 


problems.  Tennessee  physicians  have  vigor- 
ously and  enthusiastically  supported  those 
programs  which  they  believed  to  be  com- 
patible with  the  paramount  objective  of  the 
medical  profession:  that  of  providing  the 
best  medical  care  for  the  citizens  of  Tennes- 
see. 

And  in  addition  to  all  of  these  organized 
programs  of  medical  care  there  is  the  tradi- 
tional willingness  and  professional  obliga- 
tion of  all  physicians  to  provide  medical 
care  for  any  sick  person  who  seeks  their 
help.  This,  of  course,  is  regardless  of  their 
ability  to  pay.  It  is  dangerous  for  the  Fed- 
eral government  to  preempt  this  time  hon- 
ored prerogative  of  the  medical  profession 
because  in  so  doing  they  will  take  from  the 
people  certain  benefits  that  they  can  never 
restore.  Compulsion  and  government  regu- 
lations are  not  conducive  to  the  best  qual- 
ity of  any  professional  service  and  can 
never  replace  the  normal  desire  of  a physi- 
cian to  go  the  last  mile  in  rendering  service 
to  each  patient  who  seeks  him  out  and 
places  confidence  in  him  on  a person-to- 
person  basis.  There  are  many  things  that 
cannot  be  purchased  with  tax  money  or 
improved  with  laws  and  regulations.  The 
best  quality  of  medical  care  is  one  of  these 
things  because  it  is  found  only  in  an  atmos- 
phere of  complete  freedom.  Each  step  that 
the  Federal  government  takes  to  destroy 
the  freedom  of  medical  practice  will  be  a 
step  to  decrease  the  quality  of  care  that  the 
public  will  receive  in  the  future. 

It  is  entirely  consistent  with  these  facts 
that  the  Tennessee  State  Medical  Associa- 
tion vigorously  opposes  the  passage  of  HR 
4222.  As  physicians  and  as  citizens  we  feel 
keenly  that  we  bear  two  responsibilities. 

First,  we  must  oppose  any  legislation  such 
as  HR  4222  which  would  ultimately  and 
drastically  reduce  the  quality  of  medical 
care.  This  bill,  which  would  create  a sys- 
tem of  compulsory  health  care  for  one 
segment  of  our  population,  with  benefits 
provided  irrespective  of  need,  must  be  rec- 
ognized for  what  it  is:  a bill  to  initiate  so- 
cialized medicine  in  the  United  States. 

It  would  be  tragically  ironic  if  the  Con- 
gress were  to  pass  legislation  such  as  this. 
It  would  not  only  have  failed  in  its  avowed 
purpose  to  fulfill  a need,  because  the  need  is 
being  met  through  resources  presently  avail- 
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able;  it  would,  instead,  have  created  a cure 
worse  than  the  disease — a system  which 
could  only  lead  to  the  deterioration  of  the 
quality  of  medical  care  through  the  substi- 
tution of  quantitative  for  qualitative  medi- 
cal care. 

Spokesmen  for  organized  labor  have 
stated  in  Tennessee  that  this  is  their  ulti- 
mate goal  — an  “across-the-board”  health 
care  package  for  all  Americans,  financed 
through  the  O.A.S.D.I.  mechanism.  Other 
proponents  of  this  type  of  legislation  have 
characterized  it  as  “a  foot  in  the  door”  . . . 
“only  the  beginning”  . . . “if  we  can  get  this, 
we  will  be  back  for  more  and  more.”  I am 
certain  that  these  gentlemen  spoke  with  an 
honesty  which  equaled  their  candor. 

The  members  of  this  committee  are  in  a 
much  better  position  than  I to  recognize 
the  dangers  inherent  in  this  type  of  legisla- 
tion— the  drastic  departure  from  the  origi- 
nal concept  of  social  security — the  pressures 
for  expansion  which  are  built  into  this  bill. 
And  the  members  of  this  committee  are  far 
more  aware  than  I of  the  extent  to  which 
these  pressures  can  be  activated. 

And  secondly,  we  feel,  as  citizens,  that  the 
day  the  Congress  declares  that  it  is  no 
longer  the  obligation  of  the  individual,  the 
family,  the  community,  or  the  state  but  that 
of  the  Federal  government  to  assume  the 
prime  responsibility  for  the  health  care  of 
a group  of  our  nation’s  citizens,  irrespective 
of  need  for  such  care,  a major  gulf  between 
free  enterprise  and  socialism  will  have  been 
bridged.  This  will  be  an  irreversible  step. 
We  will  have  passed  the  point  of  no  return 
on  the  road  to  Socialism. 

The  physicians  of  Tennessee  respectfully 
submit  that  the  real  issue  before  this  com- 
mittee is  not  that  of  providing  necessary 
medical  care  for  the  aged  because  this  need 
is  being  met  through  already  existing  pro- 
grams. The  real  issue,  we  believe,  is 
whether  Americans  are  to  be  given  a mas- 
sive doses  of  Socialism— a dose  that  is  like  a 
medicine  which  is  cumulative  and  has  an 
irrevocable  effect.  These  are  our  reasons 
for  fighting  for  the  defeat  of  HR  4222. 

Supplementary  Statement 

I am  Charles  C.  Smeltzer,  M.D.,  Knox- 
ville, Tennessee.  I represent  the  Policy  and 
Public  Welfare  Committee  of  the  Knoxville 


Academy  of  Medicine,  and  appear  before 
you  at  the  request  of  Congressman  Howard 
H.  Baker  to  place  in  the  record  the  results 
of  a poll  conducted  in  the  Second  Congres- 
sional District. 

Several  weeks  ago  Mr.  Baker  requested 
the  Knoxville  Academy  of  Medicine  to  poll 
the  physicians  of  his  district  on  the  two  fol- 
lowing questions: 

1.  Do  you  favor  passage  of  the  King- 
Anderson  Bill? 

2.  Do  you  favor  compulsory  coverage  of 
physicians  under  Social  Security? 

This  poll  was  conducted  by  mailing  ques- 
tionnaire cards  to  the  483  physicians  listed 
by  the  Tennessee  State  Department  of 
Health  in  the  Second  Congressional  District. 
Three  hundred  ninety-one  cards  were  re- 
turned, a percentage  reply  of  81% — 353  of 
these  signed  cards  are  in  Mr.  Baker’s  office, 
and  these  final  38  cards  will  be  left  there 
this  afternoon. 

The  final  tabulation  reveals  that  8 physi- 
cians favor  the  King-Anderson  Bill,  358  op- 
posed, and  25  are  undecided — 31  favor  com- 
pulsory Social  Security  for  physicians,  346 
are  opposed,  and  14  are  undecided. 

The  result  of  this  poll  speaks  for  itself 
and  does  not  require  elaboration. 

Charles  C.  Smeltzer,  M.D. 


Dr.  George  C.  Williamson,  71,  Columbia,  died 
June  20th  in  the  Maury  County  Hospital.  Dr. 
Williamson  was  a former  president  of  the  Tennes- 
see State  Medical  Association. 

Dr.  Charles  Decatur  Blassingame,  75,  Memphis, 
died  June  20th  at  Baptist  Hospital.  He  was  a na- 
tionally recognized  nose  and  throat  specialist,  pro- 
fessor emeritus  of  otolaryngology  at  the  Univer- 
sity of  Tennessee  College  of  Medicine. 

Dr.  Richard  E.  Shelton,  81,  Chattanooga,  died 
June  23rd  in  a Chattanooga  hospital  after  a ling- 
ering illness. 

Dr.  Newton  Hunter  Culbertson,  77,  Chapel  Hill, 
died  June  13th  at  Lewisburg. 

Dr.  John  Allen  Gentry,  Chattanooga,  died  June 
27th  at  his  home. 

Dr.  Murrell  Pinson,  75,  Roan  Mountain,  died 
June  10  in  Memorial  Hospital,  Johnson  City. 

Dr.  George  XV.  Tharp,  51,  Knoxville,  died  on 
June  11  at  his  home. 

Dr.  Samuel  T.  Rucker,  97,  Memphis,  died  June 
24  at  the  Campbell  Clinic  and  Hospital. 
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Roane  County  Medical  Society 

The  regular  monthly  meeting  of  the  soci- 
ety was  held  in  the  Conference  Room  of  the 
Medical  Division  of  ORINS  in  Oak  Ridge 
on  July  25th.  The  guest  speaker  was  Dr.  M. 
Glenn  Koenig,  Vanderbilt  University  School 
of  Medicine.  His  subject  was  “Common 
Problems  in  the  Use  of  Antibiotics  and 
Other  Antimicrobial  Agents.” 

Chattanooga-Hamilton  County 
Medical  Society 

The  usual  monthly  meeting  occurred  on 
July  11th  in  the  Interstate  Building.  The 
program  consisted  of  a paper  entitled  “Met- 
astatic Carotid  Body  Tumor’’  by  Dr.  Edwin 
F.  Chobot,  Jr.,  and  a presentation  entitled 
“Struma  Lymphomatosis  (Hashimoto’s  Dis- 
ease)” by  Dr.  Gene  H.  Kistler  and  Dr. 
Charles  Swift. 

Memphis-Shelby  County  Medical  Society 

The  society  held  its  monthly  meeting  on 
May  2nd  at  which  time  members  were  the 
guests  of  the  medical  staff  of  the  Millington 
Naval  Air  Station  Hospital  at  the  Officers 
Club  at  the  Naval  Air  Station.  Dr.  Bland 
Cannon,  President  of  the  Society,  and  Cap- 
tain Weddell  presided  at  the  meeting.  Cap- 
tain J.  H.  Kuhl,  chief  of  Naval  Air  Techni- 
cal Training,  gave  an  informative  talk  on 
the  activities  of  the  Naval  Air  Technical 
Training  Command. 

The  scientific  program  consisted  of  the 
following:  “Navy  Medicine  and  Project 
Mercury”  by  LCDR.  J.  S.  Maughon,  MC, 
USN,  who  is  Asst.  Chief  of  Surgery  at  the 
Millington  Naval  Hospital.  The  presenta- 
tion was  given  by  Dr.  Jamison,  however,  as 
Dr.  Maughon  had  been  ordered  to  Cape 
Canaveral,  Fla.  “The  Navy  in  Outer  Space” 
by  CDR.  J.  C.  Novak,  USN  Staff  Public  In- 
formation Officer. 

Marshall  County  Medical  Society 

The  Society  held  its  regular  monthly  din- 
ner meeting  on  June  20th  at  the  Southland. 
Dr.  Hoyte  Harris  presided  over  the  business 
session. 

Dr.  Saxon  Poarch  introduced  Mr.  Coswell 
Hays  of  the  Columbia  office  of  Social  Secur- 
ity Administration,  and  Mr.  William  E. 
Mitchell  of  Nashville,  representing  the 


OASI  office  under  the  division  of  Vocational 
Rehabilitation,  guest  speakers  at  the  meet- 
ing. A film  entitled  “The  Disability  Deci- 
sion” was  shown  to  the  group. 


NATIONAL  NEWS 


Hearings  Begin  on  H.R.  4222 

The  House  Ways  and  Means  Committee 
began  its  hearing  on  the  King  Bill  (H.R. 
4222)  on  July  24. 

The  hearings  have  generated  great  inter- 
est. . . . According  to  the  Ways  and  Means 
Committee,  187  groups  and  individuals  have 
thus  far  requested  time  to  present  oral  testi- 
mony. ...  Of  this  number,  106  were  op- 
posed to  H.R.  4222,  and  81  indicated  they 
were  in  favor  of  the  proposal.  . . . Among 
the  major  non-medical  organizations  which 
have  requested  time  to  present  testimony  in 
opposition  to  H.R.  4222  are  the  U.  S.  Cham- 
ber of  Commerce,  the  U.  S.  Junior  Chamber 
of  Commerce,  American  Farm  Bureau,  Na- 
tional Association  of  Manufacturers,  and  the 
Young  Americans  for  Freedom.  . . . Labor 
organizations  predominate  the  list  of  groups 
which  have  sought  time  to  speak  in  favor  of 
H.R.  4222.  ...  It  has  been  learned  that  the 
Socialist  Party  of  America  is  one  of  the 
groups  which  seeks  to  voice  support  for 
H.R.  4222  at  the  hearings. 

The  Month  in  Washington 

(From  the  Washington  Office  of  AMA) 

The  American  Medical  Association  op- 
posed three  major  provisions  of  a bill  (S. 
1552)  that  would  greatly  increase  the  pow- 
ers of  the  federal  government  in  regulation 
of  the  ethical  drug  industry. 

These  three  provisions  would  turn  over  to 
the  Department  of  Health,  Education  and 
Welfare  and  the  Food  and  Drug  Adminis- 
tration the  responsibility  for  (1)  relaying  of 
drug  information  to  physicians,  (2)  select- 
ing the  names  of  new  drugs,  and  (3)  decid- 
ing whether  a drug  is  of  value  in  treating 
human  ills. 

The  AMA  didn’t  take  a position  on  the 
bill  as  a whole  because  certain  of  its  provi- 
sions, “such  as  the  Sherman  Act  and  patent 
law  amendments,  are  outside  our  area  of 
competence.” 

Dr.  Hugh  H.  Hussey,  Jr.,  Chairman  of  the 
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AMA’s  Board  of  Trustees  and  Dean  of 
Georgetown  University  (Washington,  D.C.) 
School  of  Medicine,  was  the  chief  AMA 
witness  at  the  opening  of  hearings  on  the 
legislation  before  the  Senate  Antitrust  and 
Monopoly  Subcommittee  headed  by  Sen. 
Estes  Kefauver  (D.,  Tenn.).  Dr.  Hussey 
was  accompanied  by  Dr.  Ernest  B.  Howard, 
Assistant  Executive  Vice  President  of  AMA, 
and  C.  Joseph  Stetler,  AMA’s  General  Coun- 
sel. 

With  Congress  trying  for  adjournment  by 
about  September  1 and  much  “must”  legis- 
lation still  to  be  acted  upon,  it  appeared 
highly  unlikely  that  Congress  would  com- 
plete action  on  the  drug  legislation  this 
year. 

Dr.  Hussey  reviewed  for  the  subcommittee 
AMA’s  70-year-record  of  taking  the  lead  in 
endorsing  legislation  designed  to  insure  the 
purity  of  drugs  and  food.  The  AMA  carried 
on  intensive  legislative  efforts  in  the  field 
and  “is  generally  credited  with  being  one  of 
the  major  forces  that  brought  the  first  Pure 
Food  and  Drug  Act  into  being  in  1906,”  Dr. 
Hussey  said. 

Dr.  Hussey  cited  these  AMA  aims  that 
“we,  as  physicians,  are  desirous  of  achiev- 
ing: 

“—We  want  all  physicians  to  be  well- 
trained  and  fully  informed  on  all  aspects  of 
the  practice  of  medicine. 

“ — We  want  this  body  of  knowledge  and 
reservoir  of  skills  to  include  a high  degree 
of  competence  in  the  selection  and  proper 
use  of  drugs. 

“ — We  want  a continuing  and  expanding 
flow  of  useful  drug  products  placed  at  the 
disposal  of  these  physicians.” 

Dr.  Hussey  pointed  out  that  the  AMA  al- 
ready conducts  an  intensive  program  of  in- 
forming physicians  about  new  drugs  and 
that  this  program  is  now  in  process  of  being 
greatly  stepped  up. 

“The  medical  profession  believes  that  the 
education  of  physicians  is  the  responsibility 
and  prerogative  of  the  profession  itself,”  he 
said. 

Assigning  responsibility  for  selecting 
names  of  new  drugs  to  the  federal  govern- 
ment would  merely  be  duplication  of  the 
program  of  drug  nomenclature  which  has 
been  operated  for  many  years  by  the  AMA 
and  the  pharmaceutical  industry,  Dr.  Hus- 


sey declared.  This  program  also  has  re- 
cently been  refined  and  improved,  and  will 
continue  to  meet  the  need  for  an  orderly 
system  for  selecting  names  for  new  drugs. 

In  the  final  analysis,  it  is  the  physician 
and  the  pharmacist  who  must  know  the 
non-proprietary  names  of  drugs,  he  said. 
These  two  professions  now  direct  this  nam- 
ing process,  and  “we  do  not  believe  the 
responsibility  for  designating  and  revising 
names  should  be  assigned  to  a governmental 
agency,”  he  said. 

Regarding  determination  of  the  efficacy 
of  a new  drug,  Dr.  Hussey  said: 

“We  believe  that  only  the  physician  has 
the  knowledge,  ability  and  responsibility  to 
make  a decision  as  to  what  drug  is  best  for 
a particular  patient.  He  should  not  be  de- 
prived of  the  use  of  drugs  that  he  believes 
are  medically  indicated  for  his  patient  by  a 
governmental  ruling  or  decision.” 

“Physicians  seek  to  treat  the  medical 
problems  of  individual  patients.  A physi- 
cian does  not  treat  ten  cases  of  hyperten- 
sion, he  treats  ten  individual  patients,  each 
of  whom  has  a medical  problem  he  has  diag- 
nosed as  hypertension.  He  may  find  that 
the  same  dosage  of  the  same  form  of  the 
same  drug  will  be  efficacious  in  each  and 
all  of  his  ten  patients. 

“Or  he  may  find  that  one  or  more  of  them 
need  different  dosages,  or  different  forms  of 
this  same  drug.  He  may,  indeed,  find  that 
one,  two  or  three  of  them  are  allergic  to  the 
non-active  ingredients  used  in  this  brand 
of  the  drug,  and  that  a different  brand,  with 
other  non-active  ingredients,  is  the  proper 
answer. 

“Thus,  in  one  patient,  a specific  dosage  of 
a specific  drug  might  be  said  to  be  effica- 
cious. While  in  another,  it  would  be  de- 
scribed as  totally  ineffective. 

“A  physician  can  be  told  many  things 
about  a drug,  including  its  chemistry,  its 
mode  of  action  and,  to  some  extent,  its  toxic 
properties.  But  he  must  judge  its  efficacy.” 


Action  Adopted  by  AMA  House  of 
Delegates  to  Be  Administered 
by  State  Associations 

The  AMA  House  of  Delegates  meeting  in 
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New  York  City,  June  25-30,  adopted  a num- 
ber of  policy  matters  to  be  carried  out  by 
state  medical  associations.  These  dealt  with 
the  ethical  relationship  between  doctors  of 
medicine  and  osteopaths,  medical  discipline; 
surgical  assistants;  and  relations  with  other 
health  professions  and  services.  All  of  these 
items  cover  controversial  subjects  and  are 
greatly  misunderstood  by  some  physicians. 
In  order  to  inform  the  medical  profession  in 
Tennessee,  the  following  digest  of  the  ac- 
tions of  the  AMA  House  of  Delegates  is  re- 
ported. 

I 

Osteopathy 

In  considering  a report  of  the  Judicial  Council 
and  three  resolutions  on  the  subject  of  osteopa- 
thy, the  House  of  Delegates  agreed  with  the  in- 
tent of  the  report  and  resolutions,  but  instead 
adopted  the  following  statement  of  AMA  policy, 

“1.  There  can  never  be  an  ethical  relationship 
between  a doctor  of  medicine  and  a cultist,  that 
is,  one  who  does  not  practice  a system  of  healing 
founded  on  a scientific  basis. 

“2.  There  can  never  be  a majority  party  and  a 
minority  party  in  any  science.  There  cannot  be 
two  distinct  sciences  of  medicine  or  two  different, 
yet  equally  valid  systems  of  medical  practice. 

“3.  Recognition  should  be  given  to  the  transi- 
tion presently  occurring  in  osteopathy,  which  is 
evidence  of  an  attempt  by  a significant  number  of 
those  practicing  osteopathic  medicine  to  give  their 
patients  scientific  medical  care.  This  transition 
should  be  encouraged  so  that  the  evolutionary 
process  can  be  expedited. 

“4.  It  is  appropriate  for  the  American  Medical 
Association  to  reappraise  its  application  of  policy 
regarding  relationships  with  doctors  of  osteopathy, 
in  view  of  the  transition  of  osteopathy  into  oste- 
pathic  medicine,  in  view  of  the  fact  that  the  col- 
leges of  osteopathy  have  modeled  their  curricula 
after  medical  schools,  in  view  of  the  almost  com- 
plete lack  of  osteopathic  literature  and  the  reli- 
ance of  osteopaths  on  and  use  of  medical  litera- 
ture, and  in  view  of  the  fact  that  many  doctors  of 
osteopathy  are  no  longer  practicing  osteopathy. 

“5.  Policy  should  now  be  applied  individually  at 
state  level  according  to  the  facts  as  they  exist. 
Heretofore,  this  policy  has  been  applied  collec- 
tively at  national  level.  The  test  now  should  be: 
Does  the  individual  doctor  of  osteopathy  practice 
osteopathy,  or  does  he  in  fact  practice  a method 
of  healing  founded  on  a scientific  basis?  If  he 
practices  osteopathy,  he  practices  a cult  system  of 
healing  and  all  voluntary  professional  associa- 
tions with  him  are  unethical.  If  he  bases  his 
practice  on  the  same  scientific  principles  as  those 
adhered  to  by  members  of  the  American  Medical 
Association,  voluntary  professional  relationships 
with  him  should  not  be  deemed  unethical.” 


II 

Medical  Discipline 

In  a major  move  designed  to  strengthen  the 
profession’s  disciplinary  mechanisms,  the  House 
approved  the  conclusions  and  recommendations  of 
the  Medical  Disciplinary  Committee,  with  only 
three  word  changes.  The  House  discharged  the 
committee  with  thanks  and  commendation  and 
directed  that  its  functions  be  assumed  as  a con- 
tinuing activity  of  the  Judicial  Council. 

One  recommendation  suggests  that  “The  by- 
laws of  the  American  Medical  Association  be 
changed  to  confer  original  jurisdiction  on  the  As- 
sociation to  suspend  or  revoke  the  AMA  member- 
ship of  a physician  guilty  of  a violation  of  the 
Principles  of  Medical  Ethics  or  the  ethical  policy 
of  the  American  Medical  Association  regardless 
of  whether  action  has  been  taken  against  him  at 
local  level.” 

Another  “encourages  and  urges  that  each  state 
association  report  annually  to  the  American  Medi- 
cal Association  all  major  disciplinary  actions  taken 
within  its  jurisdiction  during  the  preceding  calen- 
dar year.” 

The  report  urged  state  and  county  medical  so- 
cieties to  utilize  grievance  committees  as  “grand 
juries”  to  initiate  action  against  an  offender  so  as 
to  obviate  the  necessity  of  making  an  individual 
member  of  a medical  society  complain  against  a 
fellow  member. 

The  House  suggested  that  each  medical  school 
develop  and  present  a required  course  in  ethics 
and  socio-economic  principles,  and  that  each  state 
board  of  medical  examiners  include  questions  on 
ethics  and  proper  socio-economic  practices  in  all 
examinations  for  license. 

The  report  concluded  with  a recommendation 
that  “American  medicine  at  the  national,  state 
and  local  level  maintain  an  active,  “aggressive 
and  continuing  interest  in  medical  disciplinary 
matters  so  that,  by  a demonstration  of  good  faith, 
medicine  will  be  permitted  to  continue  to  disci- 
pline its  own  members  when  necessary.” 

III 

Surgical  Assistants 

In  considering  a Board  report  and  two  resolu- 
tions on  the  subject  of  surgical  assistant’s  fees, 
the  House  approved  the  following  five  basic  prin- 
ciples developed  by  the  Judicial  Council  and  the 
Council  on  Medical  Service: 

“1.  Each  member  of  the  A.M.A.  is  expected  to 
observe  the  Principles  of  Medical  Ethics  in  every 
aspect  of  his  professional  practice. 

“2.  Each  doctor  engaged  in  the  care  of  the  pa- 
tient is  entitled  to  compensation  commensurate 
with  the  value  of  the  services  he  has  personally 
rendered. 

“3.  No  doctor  should  bill  or  be  paid  for  a service 
which  he  does  not  perform;  mere  referral  does  not 
constitute  a professional  service  for  which  a pro- 
fessional charge  should  be  made  or  for  which  a 
fee  may  be  ethically  paid  or  received. 
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“4.  It  is  ethically  permissible  for  a surgeon  to 
employ  other  physicians  to  assist  him  in  the  per- 
formance of  a surgical  procedure  and  to  pay  a 
reasonable  amount  for  such  assistance. 

“This  principle  applies  whether  or  not  an  assist- 
ing physician  is  the  referring  doctor  and  whether 
he  is  on  a per-case  or  full-time  basis.  The  con- 
trolling factor  is  the  status  of  the  assisting  physi- 
cian. If  the  practice  is  a subterfuge  to  split  fees 
or  to  divide  an  insurance  benefit,  or  if  the  physi- 
cian is  not  actually  employed  and  used  as  a bona 
fide  assistant,  then  the  practice  is  contrary  to  ethi- 
cal principles. 

“5.  Under  all  other  circumstances  where  serv- 
ices are  rendered  by  more  than  one  physician, 
each  physician  should  submit  his  own  bill  to  the 
patient  and  be  compensated  separately.” 

IV 

Relations  with  Other  Health 
Professions  and  Services 

The  House  considered  a Board  report  and  twelve 
resolutions  dealing  with  various  aspects  of  medi- 
cine’s relationships  with  allied  health  professions 
and  services,  including  optometry.  The  Board 
recommended  the  creation  of  a new  A.M.A.  Coun- 
cil to  handle  all  the  problems  involved.  The 
House,  however,  accepted  a reference  committee 
suggestion  for  establishment  of  a new  Commission 
to  Coordinate  the  Relationships  of  Medicine  with 
Allied  Health  Professions  and  Services.  The  Com- 
mission will  be  composed  of  seven  members  ap- 
pointed by  the  Speaker  of  the  House.  Subcom- 
mittees, composed  of  from  three  to  five  members 
selected  by  the  Commission  from  lists  of  names 
submitted  by  the  scientific  sections,  will  consider 
problems  in  specific  areas.  The  Commission  will 
correlate  and  catalogue  the  reports  of  the  sub- 
committees and  will  act  as  liaison  agent  between 
the  subcommittees  and  those  AMA  Councils  where 
there  may  be  overlapping  interests. 

Upper  East  Tennessee  Pediatric 
Association 

The  first  meeting  of  the  Upper  East  Ten- 
nessee Pediatric  Association  was  held  June 
24-25  in  Gatlinburg.  Dr.  Joe  T.  Smith, 
Knoxville,  presided.  The  scientific  meet- 
ings featured  Dr.  William  A.  Nelson  and  Dr. 
John  H.  Wolaver  of  Knoxville;  Dr.  J.  R. 
Bowman  of  Johnson  City  and  Dr.  Gordon 
Sell  and  Dr.  Sarah  Sell  of  Nashville. 

The  organization  encompassed  the  old 
Knoxville-Oak  Ridge-Maryville  Pediatric 
Association,  and  the  former  Appalachian 
Association  (Tri-Cities  pediatricians). 

New  officers  elected  were  Dr.  J.  R.  Bow- 
man of  Johnson  City,  president;  Dr.  Oliver 
W.  Hill,  Knoxville,  vice  president;  and  Dr. 


Robert  Meadows,  Knoxville,  secretary- 
treasurer. 

Some  35  pediatricians  from  East  Tennes- 
see, Virginia  and  Kentucky  attended  the 
meeting. 

Upper  Cumberland  Medical  Society 

The  Sixty-seventh  Annual  Meeting  was 
held  at  the  Cloyd  Hotel,  in  Red  Boiling 
Springs,  June  20  and  21.  The  program  con- 
sisted of  the  following:  “Social  Security  for 
Physicians- — A Slightly  Different  Angle,”  by 
Dr.  Thayer  Wilson,  Carthage;  “Cholecys- 
titis Emphysematosa,”  by  Dr.  J.  T.  Jackson, 
Dickson,  with  discussion  by  Dr.  Robert  Sad- 
ler, Nashville;  “Melanoma  of  the  Cervix — 6 
Year  Palliation,”  by  Dr.  N.  Charles  McMur- 
ray,  Nashville,  discussion  by  Dr.  Malcolm 
R.  Lewis,  Nashville;  “Analysis  of  2,403  Con- 
secutive Pediatric  Consultations,”  by  Dr. 
John  M.  Tudor,  Nashville,  discussion  by  Dr. 
Roscoe  Kash,  Lebanon;  “The  Treatment  of 
Diastolic  Hypertension,”  by  Dr.  Samuel  S. 
Riven,  Nashville,  discussion  by  Dr.  A.  O. 
Miller,  Scottsville,  Ky.;  “Cardiac  Emergen- 
cies in  Infancy,”  by  Dr.  C.  Gordon  Sell, 
Nashville,  discussion  by  Dr.  W.  A.  Hensley, 
Cookeville;  “Uremia  and  the  Artificial  Kid- 
ney,” by  Dr.  Fred  Goldner,  Nashville;  “Frac- 
ture of  the  Femoral  Neck  in  Children,”  by 
Dr.  C.  M.  Hamilton,  Nashville,  discussion  by 
Dr.  John  R.  Glover,  Sr.,  Nashville;  “Res- 
piratory Infection  in  Children — A New  Look 
at  an  Old  Problem,”  by  Dr.  Sarah  H.  Sell, 
Nashville,  discussion  by  Dr.  A.  B.  Qualls, 
Livingston;  “Improvement  in  Apparatus  for 
Intra  Tracheal  Anesthesia  in  Plastic  Sur- 
gery. (A  Preliminary  Report),’’  by  Dr. 
Beverly  Douglas,  Nashville,  discussion  by 
Dr.  Kirkland  Todd,  Nashville;  “Routine 
Vaginal  Smears  for  Detection  of  Early  Gen- 
ital Cancer,”  by  Dr.  Harry  H.  Jenkins, 
Knoxville,  discussion  by  Dr.  W.  P.  Hutcher- 
son, Chattanooga;  “Fracture  of  the  Tibia 
Without  Internal  Fixation,”  by  Dr.  Joe  G. 
Burd,  Nashville,  discussion  by  Dr.  A.  B. 
Lipscomb,  Nashville;  “Functioning  Anatomy 
of  The  Hand-Blackboard  Demonstration,” 
by  Dr.  Don  L.  Eyler,  Nashville,  discussion 
by  Dr.  Andrew  Miller,  Nashville;  “My  50 
Years  in  Medicine,”  by  Dr.  C.  C.  Howard, 
Glasgow,  Ky.;  President’s  Address  by  Dr. 
W.  M.  Jackson,  Dickson;  and  “Some  Condi- 
tions of  the  Hand  Encountered  in  Ortho- 
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pedic  Practice,”  by  Dr.  John  J.  Killefer, 
Chattanooga. 

Vanderbilt  University  School  of  Medicine 

A $5500  grant  for  heart  research  from  the 
Life  Insurance  Medical  Research  Fund  has 
been  awarded  for  heart  research.  The 
grant,  part  of  $1,189,000  the  Fund  is  award- 
ing for  heart  research,  will  be  used  by  Dr. 
John  G.  Coniglio  to  study  dietary  factors 
influencing  the  disposition  of  orally  admin- 
istered labeled  cholesterol.  The  grants  are 
oriented  towards  basic  research  for  a better 
knowledge  of  heart  and  related  diseases. 

University  of  Tennessee 
College  of  Medicine 

The  University  Board  of  Trustees  has  au- 
thorized construction  of  six  new  buildings 
using  capital  outlay  funds  provided  by  the 
1961  legislature.  The  Board  approved  UT’s 
participation  in  building  a clinical  research 
hospital  for  the  Memphis  medical  units, 
which  is  to  be  financed  by  city,  state  and 
federal  funds. 

* 

Dr.  Robert  G.  Jordan,  assistant  professor 
of  pediatrics,  Child  Development  Clinic,  has 
received  a $500  grant  in  the  program  for 
mental  health  training  and  research.  The 
purpose  of  the  grant  is  to  give  mental  health 
personnel  a chance  to  observe  and  study 
new  or  different  methods  of  operation  in 
other  states,  to  help  them  improve  their 
own  programs. 

* 

Eight  Memphis  physicians  and  one  Nash- 
ville physician  have  been  appointed  to  the 
staff  of  the  University  of  Tennessee  College 
of  Medicine.  Dr.  Cecil  B.  Tucker,  Director 
of  preventable  diseases  of  the  Tennessee 
Health  Department,  Nashville,  has  been 
named  a lecturer  in  preventive  medicine. 

Other  appointed  assistants  are:  Dr.  Don- 
ald Anishanslin,  dermatology;  Dr.  Huey  H. 
Porter,  otolaryngology;  Dr.  Tracy  Levy,  Dr. 
Alfred  S.  Nelson,  and  Dr.  Vincent  DiScala, 
all  in  medicine;  Dr.  William  E.  Sheffield, 
anesthesiology;  Dr.  Rufus  E.  Craven,  sur- 
gery; and  Dr.  Claude  D.  Oglesby,  ophthal- 
mology. 

* 

Dr.  Frank  Roberts  returned  to  the  Uni- 
versity of  Tennessee  Medical  Units  as  asso- 


ciate dean  of  the  College  of  Medicine  on 
July  1st.  Dr.  Roberts  has  been  an  advisor 
at  the  University  of  Shiraz  in  Iran  during 
his  two-year  leave. 

* 

Dr.  Ronald  H.  Alden,  who  has  been  serv- 
ing as  acting  dean  of  the  School  of  Biologi- 
cal Sciences  at  the  Medical  Units  since  July, 
1960,  has  been  named  dean. 

* 

Four  cancer  specialists  conducted  a sym- 
posium recently  for  doctors,  dentists,  nurses 
and  medical  technicians.  They  were:  Dr. 
Jerome  A.  Urban,  associate  attending  sur- 
geon at  Memorial  Center  for  Cancer,  New 
York;  Dr.  Ralph  A.  Braund,  director  of  the 
West  Tennessee  Cancer  Clinic,  Memphis; 
Dr.  J.  Donald  Woodruff,  of  Johns  Hopkins 
Hospital,  Baltimore,  Md.,  and  Dr.  Henry  B. 
Turner,  associate  professor  of  obstetrics  and 
gynecology  at  the  College  of  Medicine, 
Memphis. 

* 

The  University  of  Tennessee  Institute  of 
Radiation  Biology  has  received  a Public 
Health  Service  award  of  $80,000  for  1961-62, 
and  $50,000  annually  for  four  succeeding 
years,  to  conduct  an  expanded  graduate 
training  program. 

* 

Dr.  John  R.  Sisk,  Harriman,  has  accepted 
a surgical  residency  appointment  at  the 
University  of  Tennessee  Memorial  Hospital 
Research  Center  in  Knoxville. 

* 

Thirty-one  members  of  the  staff  of  the 
University  of  Tennessee  College  of  Medi- 
cine have  been  promoted  and  four  Mem- 
phis physicians  named  instructors.  In  addi- 
tion, six  members  of  the  staff  of  the  School 
of  Biological  Sciences  were  advanced  in 
rank. 

Advanced  from  assistant  professors  to  as- 
sociate professors  in  the  Department  of 
Medicine  are  Drs.  Jean  M.  Hawkes,  John  D. 
Hughes,  J.  Warren  Kyle,  and  Otis  Warr. 
Promoted  from  instructors  to  assistant  pro- 
fessors in  the  department  are  Drs.  Richard 
O.  Bicks,  Walter  K.  Hoffman,  A.  W.  Julich, 
Phil  Orpet,  R.  L.  Wooten,  Harry  Davis, 
Lester  I.  Goldsmith,  Daniel  G.  Copeland, 
and  Charles  B.  McCall.  Drs.  John  L.  Hob- 
son and  S.  Fred  Strain,  Jr.,  were  advanced 
from  assistants  to  instructors. 
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In  the  Division  of  Pediatrics,  Drs.  Robert 
G.  Jordan,  Michael  J.  Sweeney,  and  Arturo 
Aballi  were  named  associate  professors 
from  assistant  professors. 

Dr.  George  Barlow,  assistant  professor  of 
clinical  physiology,  was  named  associate 
professor  and  Dr.  Charles  L.  Neely  was  ad- 
vanced from  instructor  to  assistant  profes- 
sor in  clinical  pathology. 

In  the  Department  of  Surgery,  Dr.  James 
W.  Pate  was  promoted  from  assistant  pro- 
fessor to  associate  professor;  Dr.  B.  F.  Ben- 
ton was  advanced  from  instructor  to  assist- 
ant professor,  and  Dr.  Glenn  P.  Schoettle 
was  named  instructor  from  assistant. 

In  the  Department  of  Ophthalmology,  Dr. 
Alice  Deutsch  was  promoted  from  assistant 
professor  to  associate  professor,  Dr.  William 
F.  Murrah  was  named  assistant  professor 
from  instructor,  and  Dr.  Ralph  Hamilton 
was  promoted  from  assistant  to  instructor. 

Drs.  Martha  Loving  and  Robert  Ruch 
were  promoted  from  instructors  to  assistant 
professors  in  the  Division  of  Obstetrics  and 
Gynecology. 

Drs.  Howard  B.  Hasen  and  William  H. 
Morse  were  promoted  from  instructors  to 
assistant  professors  in  urology. 

Dr.  Huey  Porter  was  advanced  from  as- 
sistant to  instructor  in  otolaryngology. 

Memphians  named  instructors  are  Drs. 
Ralph  F.  Morton  and  Edward  McCall  Priest, 
medicine,  and  Drs.  J.  D.  Upshaw,  Jr.,  and 
Marion  Dugdale,  medical  laboratories. 

In  the  School  of  Biological  Sciences,  the 
following  promotions  were  made:  Dr.  Rich- 
ard Walker  and  Dr.  James  Smith,  in  the 
Division  of  Pathology,  were  advanced  from 
assistant  professors  to  associate  professors, 
and  Dr.  Yoon  Kim  and  Dr.  Warren  Johnson 
were  promoted  from  instructors  to  assistant 
professors. 

Dr.  William  B.  Wood,  instructor  in  phar- 
macology, was  made  assistant  professor,  Dr. 
Hortense  Louckes,  assistant  professor  of 
physiology,  was  advanced  to  associate  pro- 
fessor. 

The  School  of  Biological  Sciences  con- 
sists of  five  basic  medical  science  depart- 
ments which  provide  instruction  in  these 
areas  to  all  students  of  the  various  profes- 
sional colleges  of  the  Medical  Units. 


Dr.  Edgar  D.  Akin,  Wartburg,  has  been  com- 
mended by  the  Oak  Ridge  Hospital  medical  staff 
for  his  excellent  medical  service  rendered  at  the 
time  of  the  Fork  Mountain  Mine  accident. 

Dr.  James  Rhea  Lewis,  Ripley,  has  been  paid 
tribute  in  a special  column  of  the  Memphis  Com- 
mercial Appeal,  for  his  faithful  community  serv- 
ice. 

Dr.  Charles  C.  Smeltzer,  Knoxville,  recently 
addressed  the  Knox  County  Young  Republicans 
Club.  He  discussed  proposed  medical  care  for  the 
aged  legislation. 

Dr.  Raymon  W.  McMullen,  Greeneville,  has  re- 
sumed his  practice  of  medicine  and  surgery  in 
that  city. 

Dr.  James  Ray  McKinney,  Greeneville,  has 
opened  his  office  for  the  practice  of  medicine  and 
surgery. 

Dr.  H.  C.  Capps  will  return  to  practice  at  Wav- 
erly  where  he  will  be  associated  with  Dr.  Arthur 
Walker  and  Dr.  A.  C.  Emmert. 

Dr.  Howard  Farrar,  Manchester,  has  been  elected 
Coffee  County  Medical  Examiner. 

Dr.  Maurice  Lowry,  Lexington,  has  been  elected 
chief  of  the  medical  staff  at  the  Lexington  Hospi- 
tal. He  succeeds  Dr.  Warren  C.  Ramer.  Others 
elected  were  Dr.  Jack  Stripling,  vice  chief,  and 
Dr.  Cornelia  Huntsman,  secretary. 

Dr.  Alvin  J.  Cummins,  Memphis,  recently  ad- 
dressed a District  meeting  of  the  Kentucky  State 
Medical  Association  in  Glasgow,  Kentucky. 

Dr.  Kenneth  Susong  has  opened  his  office  for  the 
practice  of  medicine  in  Greeneville.  He  formerly 
practiced  in  Jonesboro. 

Dr.  Matthew  Walker,  Nashville,  has  been  named 
to  the  Board  of  Hospital  Commissioners  of  Nash- 
ville General  Hospital. 

Dr.  I.  H.  Jones,  Paris,  is  the  new  chief  of  the 
medical  staff  at  the  Henry  County  General  Hospi- 
tal. He  succeeds  Dr.  E.  P.  Mobley.  Dr.  W.  G. 
Rhea  was  elected  as  vice  chief,  Dr  Arthur  Dunlap 
as  secretary,  and  Dr.  R.  Graham  Fish  and  Dr.  Joe 
Mobley  as  executive  committee  members. 

Dr.  William  N.  Smith,  New  Tazewell,  is  presi- 
dent of  the  New  Tazewell  Lions  Club. 

Dr.  William  A.  Nelson,  Knoxville,  has  joined 
Baptist  Hospital’s  radiology  department. 

Dr.  Nathan  F.  Porter,  Greenfield,  has  been 
elected  president  of  the  Greenfield  Rotary  Club. 

Dr.  R.  C.  Pryse,  LaFollette,  has  been  elected 
chief  of  staff  of  the  LaFollette  Community  Hos- 
pital. Dr.  James  Riggs  is  vice  chief  of  staff  and 
Dr.  P.  J.  O’Brien,  secretary.  Dr.  L.  J.  Sergeant 
has  been  elected  chief  of  medicine  and  pediatrics; 
Dr.  John  C.  Pryse,  chief  of  surgery;  Dr.  M.  L.  Da- 
vis, chief  of  obstetrics;  and  Dr.  Burgin  W'ood, 
chief  of  laboratory  and  x-ray. 

Dr.  David  P.  McCallie,  Chattanooga,  has  been 
elected  president  of  the  Tennessee  Heart  Associa- 
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tion  beginning  in  1962.  Dr.  J.  E.  Acker,  Knox- 
ville, is  the  current  president  for  1961. 

Memphis  physicians  participating  in  a scientific 
exhibit  at  the  meeting  of  the  American  Medical 
Association  were  Drs.  James  Pate,  William  Dor- 
nette  and  Harwell  Wilson.  Dr.  Edward  Storer 
discussed  an  electronic  process  for  measuring 
stomach  acid.  Dr.  Glenn  E.  Horton  presented  a 
paper  on  the  pulmonary  function  as  well  as  par- 
ticipated in  a conference  of  the  American  College 
of  Chest  Physicians. 

Dr.  Telford  A.  Lowry  is  the  new  mayor  of 
Sweetwater. 

Dr.  Joseph  Brooks  announces  that  he  is  opening 
an  office  for  the  practice  of  medicine  in  Clifton. 

Dr.  Lorenzo  H.  Adams,  Memphis,  has  been  in- 
stalled as  president  of  the  Southeastern  Society  of 
Plastic  and  Reconstructive  Surgeons. 

Dr.  Robert  McBurney,  Memphis,  will  speak  on 
“Nursing  Care  of  Surgical  Emergencies”  at  a 
meeting  of  the  District  One  of  the  Tennessee 
Nurses  Association. 

Dr.  William  G.  Crook,  Jackson,  recently  partici- 
pated in  a postgraduate  course  in  pediatrics  at  the 
Massachusetts  General  Hospital  in  Boston. 

Dr.  Hollis  Johnson,  Nashville,  was  installed  on 
June  25  as  president  of  the  American  College  of 
Chest  Physicians. 

Dr  Robert  J.  Raiman  has  joined  Dr.  Robert 
Bigelow  as  an  associate  in  the  practice  of  general 
surgery  at  Oak  Ridge. 

Dr.  John  W.  Adams,  Chattanooga,  recently  spoke 
on  the  subject  “Cyto  Technology”  over  a Chatta- 
nooga TV  station.  The  program  was  sponsored  by 
the  Chattanooga-Hamilton  County  Health  Council. 

Dr.  J.  R.  Bowman,  Johnson  City,  has  been 
elected  president  of  the  Upper  East  Tennessee 
Pediatric  Association.  Also  elected  officers  were 
Dr.  Oliver  W.  Hill  of  Knoxville,  vice  president 
and  Dr.  Robert  Meadows,  Knoxville,  secretary- 
treasurer. 

Dr.  Samuel  S.  Binder,  Chattanooga,  announces 
the  transfer  of  his  offices  for  the  practice  of  ob- 
stetrics and  gynecology  to  Second  Floor,  Isbell 
Clinic  Building,  535  McCallie  Avenue. 

Dr.  Freeman  L.  Rawson,  Knoxville,  has  been 
named  President-elect  of  the  East  Tennessee  Heart 
Association  for  the  year  1961-62.  Dr.  E.  Converse 
Peirce,  Knoxville,  was  elected  to  the  Board  of 
Directors. 

Dr.  Albert  Weinstein  was  elected  as  president, 
and  Dr.  James  Callaway  as  secretary-treasurer  of 
the  Nashville  Society  for  Internal  Medicine. 

Dr.  Valton  C.  Harwell  announces  the  opening  of 
his  office  for  the  practice  of  obstetrics  and  gyne- 
cology in  Columbia. 

Dr.  George  Robert  Burrus,  Nashville,  announces 
the  opening  of  his  office  for  the  practice  of  cardio- 
vascular, thoracic  and  general  surgery  at  3917 
Gallatin  Road. 


Announcing  Middle  Tennessee 
Postgraduate  Symposium 

A one-day  Postgraduate  Program  entitled  “Sur- 
gery for  the  Specialist  and  General  Practitioner” 
will  be  presented  jointly  by  the  Vanderbilt  Uni- 
versity School  of  Medicine  and  the  Tennessee 
State  Medical  Association,  on  Thursday,  Septem- 
ber 14.  Registration  will  be  held  in  Room  T-2208, 
Vanderbilt  University  Hospital.  There  will  be  a 
registration  fee  of  $10.00  if  you  have  not  already 
enrolled  for  the  1961  TSMA  Postgraduate  Pro- 
gram. 

The  Academy  of  General  Practice  has  approved 
the  course  for  6 hours  of  Category  I credit. 

Look  for  brochure  in  the  mail  within  the  next 
few  days  giving  complete  details  of  the  program. 
Make  your  plans  now  to  attend. 

American  College  of  Gastroenterology 

The  American  College  of  Gastroenterology  an- 
nounces that  its  Annual  Course  in  Postgraduate 
Gastroenterology  will  be  given  at  the  Sheraton- 
Cleveland  in  Cleveland,  Ohio,  on  26  27,  28  Octo- 
ber, 1961 

The  faculty  for  the  course  will  be  drawn  from 
the  medical  schools  in  and  around  Cleveland.  The 
subject  matter  to  be  covered  in  the  course,  from 
a medical  as  well  as  a surgical  viewpoint,  will  be, 
essentially,  the  advances  in  diagnosis  and  treat- 
ment of  gastrointestinal  diseases.  There  will  be 
comprehensive  discussions  of  pancreatic  disease, 
biliary  tract  disease,  electrolytes,  peptic  ulcer,  etc. 

There  will  be  an  “x-ray  classroom”  on  the  last 
afternoon,  presented  by  an  outstanding  panel  of 
specialists  who  will  answer  questions  and  present 
instructional  demonstrations.  There  will  also  be 
a class  in  Cinegastrophotography. 

One  complete  session  will  be  held  at  the  Cleve- 
land Clinic  and  one  at  the  Cleveland  Academy  of 
Medicine. 

For  further  information  and  enrollment  write 
to  the  American  College  of  Gastroenterology,  33 
West  60th  Street,  New  York  23,  New  York. 

Nation's  Oldest  Essay  Contest 

The  Trustees  of  America’s  oldest  medical  essay 
contest,  the  Caleb  Fiske  Prize  of  the  Rhode  Island 
Medical  Society,  announce  two  subjects  for  this 
year’s  dissertation,  open  to  any  doctor  of  medicine 
in  the  nation,  for  which  a cash  prize  of  $500  will 
be  awarded.  The  subjects  chosen  are:  “Recent 
Advances  in  the  Treatment  of  Malignant  Disease,” 
and  “Current  Status  of  Cardiac  Surgery.”  An 
essay  on  either  subject  must  be  typewritten,  dou- 
ble spaced,  and  should  not  exceed  ten  thousand 
words.  Essays  must  be  submitted  by  December 
11th  to  the  Secretary,  Fiske  Fund,  Rhode  Island 
Medical  Society,  106  Francis  Street,  Providence  3, 
Rhode  Island. 
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New  Drug  Firm  Launched 

One  of  the  features  of  the  recent  meeting  of  the 
American  Medical  Association  in  New  York  was 
that  it  served  as  a launching  for  a new  drug  man- 
ufacturing enterprise.  This  was  the  introduction 
of  Philips  Roxane,  Inc.,  to  the  pharmaceutical  in- 
dustry. 

The  company  introduced  itself  on  a broad  plat- 
form especially  suited  to  informing  the  profession 
of  its  complex  set-up.  Philip  Roxane  rises  out  of 
a vast  network  of  technologic  operations  here  and 
abroad  from  which  its  extensive  plans  for  phar- 
maceutical research  and  development  have  been 
drawn.  Among  its  corporate  operations  is  the 
Philips  Electronics  and  Pharmaceutical  Industries 
Corp.  and  N.  V.  Philips-Duphar  of  The  Nether- 
lands. 

Headquarters  for  the  new  firm  are  located  in  St. 
Joseph,  Missouri.  Among  its  pharmaceutical  proj- 
ects is  the  development  of  a measles  vaccine,  now 
in  extensive  clinical  trial,  and  for  which  patent 
applications  have  been  filed. 

To  enhance  and  facilitate  its  research  and  mar- 
keting operations  in  this  country,  Philips  Roxane 
has  acquired  several  American  affiliates.  Among 
these  is  the  Columbus  Pharmacal  Company  of  Co- 
lumbus, Ohio,  which  will  form  the  nucleus  for 
marketing  in  the  new  organization,  and  which 
henceforth  will  operate  under  the  new  Philips 
Roxane  name. 

The  Anchor  Serum  Company  of  St.  Joseph,  Mis- 
souri, is  another  operation.  The  products  scope  of 
Philips  Roxane  has  been  further  extended  with 
the  acquisition  of  Thompson-Hayward  Chemical 
Company  of  Kansas  City,  Missouri.  This  company 
is  the  leading  formulator  and  supplier  of  chemi- 
cals used  in  feed  supplements  and  in  industry  and 
agriculture.  The  unusual  institutional  character 
of  the  initial  promotional  step  taken  by  the  Philips 
Roxane  at  the  AMA  meeting  was  in  keeping  with 
its  non-commercial  approach  in  introducing  itself 
to  the  medical  profession. 

U.T.  Postgraduate  Courses 

The  College  of  Medicine  of  the  University  of 
Tennessee  offers  two  courses  in  September. 

A five-day  course  in  Anesthesia  for  the  Gen- 
eral Practitioner  is  scheduled  for  September  25- 
29,  limited  to  4 physicians. 

A course  in  Legal  Medicine  will  occupy  Sep- 
tember 27-29,  providing  21  hours  of  Category  I 
credit.  Tuition  is  $40.00. 

Physicians  Recently  Licensed  in  Tennessee 

Frank,  Edward  T.,  Jr.,  Memphis 
Pellegrini,  Maria  L.,  Bolivar 
Seagle,  Finley  A.,  Chattanooga 
McCormick,  Lon  G.,  Manchester 
Platkin,  Alan  B.,  Memphis 
Haynes,  Douglas  B.,  Jr.,  Ridgely 
Grose,  James  D.,  Millington 


Salyer,  Howard  L.,  Blountville 

Wolf,  Rodney  Y.,  Memphis 

Perry,  Edgar  E.,  Memphis 

Harris,  Norman  L.,  Memphis 

Haynes,  Lawrence  B.,  Memphis 

High,  James  M.,  Nashville 

Looper,  Fred  B.,  Memphis 

Fry,  Mellon  A.,  Jr.,  Memphis 

Bell,  James  B.,  Knoxville 

Clark,  Jack  C.,  Whitleyville 

Corea,  Charles  J.,  Memphis 

Payne,  Gabe  A.,  Jr.,  Hopkinsville,  Ky. 

Cunningham,  David  L.,  Spencer 

Wells,  Van  H.,  Memphis 

Rowe,  Cecil  D.,  Knoxville 

Walker,  Bruce  E.,  Knoxville 

Overholt,  Bergein  F.,  Knoxville 

Goodson,  William  H.,  Jr.,  Huntsville,  Ala. 

Haddad,  James  B.,  Jr.,  Somerville 
Sanders,  Clarence  R.,  Dickson 
Lee,  William  H.,  Jr.,  Memphis 
Burmeister,  Douglas  G.,  Milwaukee,  Wis. 

Farrow,  George  M.,  Elizabethton 
Whitt,  Hiram  J.,  Roanoke,  Va. 

Anderson,  Donald  P.,  Memphis 

Raiman,  Robert  J.,  Oak  Ridge 

Lindsay,  Jack  W.,  Memphis 

Francis,  William  C.,  Nashville 

Becker,  Jerry  R.,  Manchester 

Belz,  Irving,  Memphis 

Cooper,  Joe  B.,  Memphis 

Duke,  Don  D.,  Memphis 

Alexander,  Warren  A.,  Memphis 

Ferguson,  Alfred  L.,  Kingston 

Ledbetter,  Rene  B..  Jr.,  Goodman,  Miss. 

Skinner,  Wendell  L.,  Bethesda,  Md. 

McCloy,  Randolph  M.,  Memphis 
Bradley,  John  D.,  Jr.,  Birmingham,  Ala. 

Kyker,  Paul  G.,  Jr.,  Knoxville 
Robinson,  Fred,  Nashville 
Hibbett,  Joseph  C.,  Jr.,  Madison 
Allen,  James  L.,  Kingsport 
Allen,  Robert  L.,  Ft.  Stewart,  Ga. 

Wampler,  John  M.,  Nashville 
Creekmore,  Robert  S.,  Roanoke,  Va. 

Nobles,  Eugene  R.,  Jr.,  Boston,  Mass. 

The  Tennessee  Valley  Medical  Assembly 

The  Chattanooga  and  Hamilton  County  Medical 
Society,  Inc.  announces  its  9th  Annual  Assembly, 
at  the  Read  House,  Chattanooga  on  Monday  and 
Tuesday,  September  25  and  26.  American  Acad- 
emy of  General  Practice  members  are  granted  11 
hours  of  Category  I credit  for  two  days’  attend- 
ance. The  program  contains  18  of  the  Nation’s 
outstanding  men  in  medicine  and  surgery.  Ladies’ 
entertainment  is  provided.  Dr.  Wernher  von  Braun, 
Director,  George  C.  Marshall  Space  Flight  Center, 
is  the  banquet  speaker  on  Monday  night,  Septem- 
ber 25. 

Reservations  should  be  made  with  the  Chatta- 
nooga Convention  and  Visitors  Bureau,  819  Broad 
Street,  Chattanooga  2.  Registration  fee  is  $15.00. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  to  both  physicians  and  com- 
minutes are  available  from  the  Public  Service 
Office,  122  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 31  year  old  married  surgeon,  graduate  of  the 
University  of  Virginia  Medical  School,  would  like 
clinical,  assistant,  associate  or  group  practice  in 
east  of  middle  Tennessee  community  of  10,000- 
50,000.  One  year  medical  residency;  three  years 
surgical  residency;  Virginia  license.  Available 
fall  of  1962.  LW-399 

♦ 

A 31  year  old  married  physician  would  like  to 
locate  in  west  Tennessee  community  of  5,000  or 
over  in  the  practice  of  general  and  thoracic  sur- 
gery. Will  consider  other  locations.  Interested  in 
clinical,  industrial  or  associate  practice.  Residency 
training,  Tennessee  license.  Methodist.  Graduate 
University  of  Tennessee  Medical  School.  Avail- 
able immediately.  LW-403 


consider  other  communities,  any  size.  Also  would 
consider  VA  or  Public  Health  practice.  No  resi- 
dency training;  Tennessee  license.  Available  im- 
mediately. LW-413 

♦ 

A 33  year  old  married  physician,  presently  in 
Air  Force,  would  like  to  establish  associate  prac- 
tice in  OB-Gyn  with  physician  in  Tennessee  com- 
munity of  25,000  or  over.  Graduate  University  of 
Tennessee  School  of  Medicine.  Three  years  resi- 
dency training.  Tennessee  license.  Available 
early  September,  1961.  LW-414 


Physicians  Wanted 

Physician  in  east  Tennessee  community  of  6,000 
would  like  an  associate  for  general  practice.  Age 
25-35  with  one  year  residency.  New,  private  of- 
fice; examining  rooms  and  equipment  available. 
Hospital  located  in  community.  PW-134 

♦ 

Middle  Tennessee  community  of  8,000  in  need  of 
internal  medicine  man.  Must  have  2 years  intern- 
ship and  1 year  residency  training.  Office  space 
located  near  hospital.  Good  location.  PW-136 


A 36  year  old  married  physician  would  like  to 
establish  general  “family-physician  type”  practice 
in  Tennessee  community  of  1,500  or  over.  No 
preference  as  to  locality.  Presbyterian.  Gradu- 
ate University  of  Tennessee  Medical  School.  Ten- 
nessee license.  Available  immediately.  LW-404 
♦ 

A 31  year  old  married  physician  would  like  to 
establish  “family-type  physician”  general  practice 
in  Tennessee  community  of  2,000  or  over.  Will 
consider  any  locality.  Baptist.  Graduate  of  Uni- 
versity of  Tennessee  Medical  School.  Tennessee 
license.  Available  October  1961.  LW-405 

♦ 

A 32  year  old  murried  physician  interested  in 
associating  in  general  surgery  practice  either  clin- 
ical assistant  or  associate  in  middle  or  west  Ten- 
nessee community  10,000  or  over.  Residency 
training.  Certified  American  Board  of  Surgery. 
Protestant.  Graduate  St.  Louis  University  School 
of  Medicine.  Available  immediately.  LW-406 
♦ 

A 32  year  old  married  Internist  would  like 
group  practice  or  teaching  (institution)  in  Tennes- 
see community  of  20,000  or  over.  East  or  middle 
Tennessee  preferred.  Graduate  Harvard  Medical 
College.  Two  years  residency.  Available  imme- 
diately. LW-409 

♦ 

A 30  year  old  married  general  practitioner, 
graduate  of  University  of  Tennessee  School  of 
Medicine,  would  like  industrial,  associate  or  in- 
stitutional practice  in  east  or  middle  Tennessee 
rural  or  urban  community.  Available  September 
1961.  LW-410 

♦ 

A 58  year  old  general  practitioner  would  like  to 
establish  practice  with  physician  in  middle  Ten- 
nessee community.  Would  be  interested  in  insti- 
tutional or  industrial  practice,  also.  Graduate  of 
Vanderbilt  School  of  Medicine.  Residency  train- 
ing; Tennessee  license.  Returning  to  Tennessee 
because  of  family  illness.  Available  immediately. 

LW-411 

♦ 

A 41  year  old  married,  general  practitioner, 
graduate  University  of  Tennessee  Medical  School, 
would  like  to  establish  clinical,  assistant,  or  asso- 
ciate practice  in  east  Tennessee.  However,  will 


Pediatrician  with  two  years  internship,  one  year 
residency  needed  in  middle  Tennessee  community 
of  about  9,000.  New  hospital.  Office  building  lo- 
cated nearby.  Office  furnished  except  for  doctor’s 
private  office  and  equipment.  PW-137 

♦ 

Southern  Tennessee  community  of  slightly  over 
500  in  need  of  general  practitioner.  (Trade  area 
much  larger.)  No  other  physician  in  community. 
Office  space  and  some  equipment  available. 

PW-147 

♦ 

Small  Tennessee  community  of  1,200  (trade  area 
of  15,000)  in  lower  middle  Tennessee  needs  gen- 
eral practitioner.  Two  other  physicians  in  com- 
munity. Excellent  opportunity  for  young  physi- 
cian wishing  to  establish  good  practice.  Office 
space  and  housing  readily  available.  PW-151 
♦ 

Southeastern  community  of  8,000  in  need  of 
general  practitioner.  Office  space  available  with 
six  months  free  rent.  Eighteen  miles  from  large 
city.  Good  location.  PW-154 

♦ 

Physician  in  mid-eastern  Tennessee  town  of 
7,000  needs  general  practitioner  to  handle  practice 
for  one-two  years  while  he  enters  residency  train- 
ing. Alternating  residency  training  and  possible 
partnership  later  would  be  considered.  Rental 
basis  for  office  and  equipment.  Excellent  oppor- 
tunity. PW-157 

♦ 

Physician,  with  experience  in  general  practice 
as  well  as  OB  and/or  surgery,  needed  in  middle 
Tennessee  community  of  12,000.  Will  furnish  of- 
fice space,  utilities  and  telephone.  Eighteen  bed 
hospital  available.  Age  30-45.  Associate  or  as- 
sistant status.  PW-158 

♦ 

One  year  free  rent  offered  to  one  or  two  physi- 
cians wishing  to  locate  in  a thriving  east  Tennes- 
see community,  trade  area  of  35,000.  Seventy-five 
bed  hospital;  near  TVA  dam  and  recreational  area. 

PW-165 

♦ 

Physician  in  east  Tennessee  community,  trade 
area  approximately  40,000,  would  like  associate 
general  practitioner.  New,  unused,  fully  equipped 
22  room  office  only  100  feet  from  lake.  Hospital 
in  area.  One  year  internship  required.  PW-166 


Journal  ol  the  Tennessee  State  Medical  Association 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 


Volume  54  SEPTEMBER,  1961  No.  9 


Every  day  new  drugs  which  are  potent  and  may  seriously  affect  normal  physiologic  processes  become 
available  to  physicians.  Ignorance  of  such  effects  may  be  disastrous  when  the  patient  using  them  is 
placed  under  the  stress  of  anesthesia  and  surgical  manipulation. 


Chronic  Drug  Therapy  and  Anesthesia* 


C.  R.  STEPHEN,  M.D.,f  Durham,  N.  C. 


Within  recent  years  it  has  become  recog- 
nized that  a number  of  drugs  which  may  be 
administered  to  a patient  on  a continuing 
basis  can  precipitate  marked  disturbances  in 
the  reactions  of  these  patients  to  anesthetic 
drugs.  It  is  important  that  the  anesthesiol- 
ogist be  cognizant  of  such  therapy  so  the 
drug  may  be  discontinued  in  the  preop- 
erative period,  or  adequate  precautions  be 
taken  to  prevent  complications  during  or 
after  the  operative  period. 

Phenothiazine  Compounds 

These  drugs  are  prescribed  frequently  to 
relieve  anxiety  and  promote  sedation  in  the 
emotionally  upset  patient;  indeed,  in  some 
centers  they  have  been  recommended  for 
preoperative  sedation.  At  the  present  time, 
however,  it  is  recognized  that  most  of  these 
drugs,  in  addition  to  their  sedative  proper- 
ties, possess  an  adrenolytic  action  which, 
when  added  to  the  effects  of  certain  anes- 
thetic drugs,  and  particularly  when  asso- 
ciated with  spinal  analgesia,  results  in  a 
significant  degree  of  hypotension.  More- 
over, this  hypotension  may  be  difficult  to 
reverse  because  the  adrenolytic  effect  pre- 
vents a normal  response  to  vasopressor  com- 
pounds. 

Chlorpromazine  (Thorazine)  and  proma- 
zine (Sparine)  are  believed  to  be  the  two 
worst  offenders  in  this  respect.  It  is  sug- 


*Read at  the  annual  meeting  of  the  Tennessee 
State  Medical  Association,  April  10,  1961,  Chatta- 
nooga, Tenn. 

tFrom  the  Division  of  Anesthesia,  Duke  Uni- 
versity Medical  Center,  Durham,  N.  C. 


gested  that  therapy  with  these  drugs  be  dis- 
continued at  least  24  hours  before  the  ad- 
ministration of  anesthesia.1  If  preoperative 
medication  with  a phenothiazine  compound 
is  desired,  promethazine  (Phenergan)  may 
be  employed  since  it  possesses  minimal 
adrenolytic  action. 

Antihypertensive  Compounds 

Antihypertensive  therapy  with  a wide 
spectrum  of  drugs  is  also  becoming  com- 
monplace in  the  older  age  group.  A num- 
ber of  these  drugs,  such  as  hydralazine 
(Apresoline),  are  eliminated  from  the  body 
within  24  hours  and  do  not  cause  known 
complications  when  anesthetic  drugs  are 
administered.  However,  any  one  of  the 
numerous  compounds  which  contain  the 
Rauwolfia  alkaloid  reserpine  may  precipi- 
tate severe  cardiovascular  problems  during 
or  following  the  operative  period.2"'*  Reser- 
pine does  not  achieve  a full  pharmacologic 
action  for  several  days  after  beginning  ad- 
ministration, and  likewise  its  effects  persist 
for  one  to  two  weeks  after  the  drug  is  dis- 
continued. Its  action  in  the  body  is  com- 
plex, but  one  of  its  effects  is  to  destroy  or 
nullify  the  norepinephrine  stores  in  the 
body  so  that  normal  vascular  tone  is  di- 
minished.4 When  anesthetic  drugs,  and  par- 
ticularly ethyl  ether,  are  administered  un- 
der these  circumstances,  severe  hypotension 
may  occur  during  operation  or  in  the  recov- 
ery period.  This  cardiovascular  depression 
is  resistant  to  therapy,  and  the  patient  may 
suffer  renal  shut-down  or  cardiac  arrest. 

In  patients  coming  to  operation  who  are 
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on  reserpine  therapy,  it  is  important  if  at 
all  possible  to  discontinue  administration  of 
this  compound  for  two  weeks  prior  to  sur- 
gery. If  delay  of  the  operation  is  not  possi- 
ble, the  increased  hazard  to  the  patient  must 
be  recognized  by  both  the  surgeon  and  the 
anesthetist.  This  hazard  possibly  may  be 
reduced  by  administering  a relatively  large 
dose  of  atropine  (0.6  to  0.75  mg.)  preopera- 
tively,  by  avoiding  ethyl  ether  as  an  an- 
esthetic drug,  by  maintaining  only  light 
planes  of  anesthesia,  and  by  having  a solu- 
tion with  norepinephrine  for  intravenous 
drip  available  to  counteract  a reduction  in 
blood  pressure.  Cardiovascular  depression 
may  be  delayed  in  such  patients  until  after 
the  stress  of  surgery;  therefore,  they  should 
be  watched  most  carefully  in  the  recovery 
period. 

A new  antihypertensive  drug,  guanethi- 
dine  (Ismelin),  is  believed  to  act  in  a man- 
ner similar  to  reserpine,  and  the  precautions 
outlined  above  should  pertain  to  patients 
who  are  receiving  guanethidine. 

Corticosteroid  Compounds 

A large  variety  of  steroid  compounds  are 
now  being  prescribed  for  numerous  medical 
diseases.  It  is  known  that  administration 
of  such  drugs  suppresses  the  normal,  physi- 
ologic action  of  the  adrenal  cortex  and  may 
induce  atrophy  of  the  gland.  When  the 
adrenocorticoid  compound  is  discontinued, 
there  ensues  an  indefinite  and  unknown  pe- 
riod of  time  during  which  the  adrenal  cor- 
tex may  be  unable  to  respond  adequately 
to  major  stressful  situations  such  as  surgical 
operations.  If  an  operation  is  performed 
during  this  period  of  depressed  function,  se- 
vere cardiovascular  depression  may  develop 
either  during  the  procedure  or  more  likely 
in  the  first  six  to  eight  hours  postopera- 
tively.  This  condition  of  “shock”  does  not 
respond  rapidly  to  the  conventional  meas- 
ures of  blood  replacement  and  vasopressor 
administration. 

To  aid  in  the  prophylaxis  of  these  diffi- 
culties, it  is  important  to  know  preopera- 
tively  if  the  patient  has  been  or  is  receiving 
steroid  therapy.  If  a corticosteroid  com- 
pound has  been  administered  for  more  than 
five  days  within  6 to  9 months,  treatment 
should  be  re-initiated  prior  to  operation. 
Twenty-four  hours  before  operation  the 


patient  should  be  given  cortisone  acetate 
100-200  mg.  intramuscularly,  and  this  dose 
should  be  repeated  the  morning  of  opera- 
tion. During  the  postoperative  period  the 
drug  should  be  continued  for  4 to  5 days, 
with  the  dosage  being  reduced  gradually. 
If  the  patient  is  receiving  a steroid  com- 
pound at  the  time  of  operation,  the  dosage 
should  be  boosted  over  the  operative  period. 
An  intravenous  preparation,  hydrocortisone 
sodium  succinate  (Solu-Cortef),  should  be 
available  for  administration  if  required  dur- 
ing the  operative  period,  but  it  cannot  be 
relied  upon  for  complete  replacement  ther- 
apy because  its  action  is  short-lived  and 
evanescent. 

If  a patient  develops  a shock-like  syn- 
drome during  or  after  operation,  and  no 
obvious  explanation  can  be  found,  the  pos- 
sibility of  adrenal  cortical  insufficiency 
should  always  be  entertained.  As  a thera- 
peutic trial,  relatively  large  doses  of  the 
intravenous  preparation  (200-500  mg.)  can 
be  administered  rapidly;  if  this  therapy  ap- 
pears effective,  a slow  intravenous  drip  can 
be  continued  and  an  intramuscular  dose 
of  cortisone  acetate  given  for  longer-range 
therapy. 

It  is  not  believed  that  supportive  or  re- 
placement therapy  as  outlined  above  inter- 
feres with  wound  healing  or  induces  a state 
of  adrenal  depression  per  se. 

Antibiotics 

Certain  antibiotic  drugs  (neomycin,  kan- 
namycin  and  streptomycin,  in  descending 
order  of  importance)  possess  a neuromus- 
cular blocking  effect  similar  to  d-tubocurare 
when  present  in  the  blood  stream  in  suffi- 
ciently high  concentrations.  Under  cer- 
tain circumstances  the  combination  of  these 
drugs  with  anesthetic  agents  like  ethyl 
ether,  which  themselves  possess  a neuro- 
muscular blocking  action,  or  with  curare- 
like muscle  relaxant  compounds,  can  cause 
a profound  and  prolonged  respiratory  de- 
pression lasting  for  several  hours  or  more 
postoperatively. 

Concentrations  of  neomycin  great  enough 
to  cause  difficulty  may  occur  following  in- 
traperitoneal  or  intrapleural  instillation  of 
more  than  0.5  Gm.  Preoperative  and/or 
intra-operative  intramuscular  administra- 
tion in  recommended  dosages  has  not  been 
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reported  to  cause  trouble.  Higner  doses  of 
the  other  antibiotics  are  required  before 
respiratory  depression  may  become  a prob- 
lem. The  anesthesiologist  should  be  warned 
in  advance  if  the  surgeon  anticipates  us- 
ing neomycin  intraperitoneally  or  intra- 
pleurally. 

Digitalis 

Certain  hazards  are  associated  with  rapid 
digitalization  24  to  48  hours  prior  to  the 
administration  of  anesthesia.  Inasmuch  as 
the  optimum  dose  of  the  digitalizing  drug 
may  vary  from  one  patient  to  another,  it  is 
possible  that  rapid  administration  without 
waiting  to  ascertain  the  proper  maintenance 
dosage  may  lead  to  relative  over-digitaliza- 
tion  in  some  patients.  If  general  anesthesia 
is  administered  under  these  circumstances, 
a critical  situation  may  develop  because: 
(1)  one  of  the  actions  of  digitalis  is  to  in- 
crease vagal  tone;  and  (2)  several  anesthetic 
drugs  also  tend  to  increase  parasympathetic 
tone.  If  these  actions  are  summated,  an 
effect  simulating  true  over-digitalization 
may  occur,  with  the  development  of  ar- 
rhythmias, heart  block,  hypotension,  and 
so  on. 

These  complications  may  be  avoided:  (1) 
by  administering  digitalis  preoperatively 
only  when  specific  indications  are  present; 
and  (2)  when  indicated,  by  digitalizing 
slowly  and  establishing  a proper  mainte- 
nance dose  before  operation.  If  signs  sim- 
ilar to  those  of  over-digitalization  occur 
during  operation,  the  intravenous  adminis- 
tration of  anticholinergic  drugs  (atropine 
0.3  mg.)  is  of  value. 

Discussion 

Patients  who  are  entering  hospital  for 


surgery  should  be  told  by  their  physician 
what  drugs  he  has  been  prescribing  for 
them  so  they  may  relay  this  information  to 
the  anesthesiologist  and  surgeon.  The  va- 
riety of  preparations  now  available,  and  the 
deleterious  effect  which  they  may  have  on 
eration,  place  a heavy  responsibility  on  re- 
tire patient  subjected  to  anesthesia  and  op- 
ferring  physicians  to  communicate  specifi- 
cally the  types  of  drugs  to  which  the  patient 
has  been  exposed.  Failure  to  communicate 
in  the  past  has  resulted  in  needless  opera- 
tive complications  of  a serious  nature. 

Summary 

The  hazards  associated  with  the  adminis- 
tration of  certain  drugs  to  the  patient  in 
whom  operation  is  contemplated  have  been 
discussed.  Knowledge  concerning  prior 
therapy  with  phenothiazine  compounds,  an- 
tihypertensive drugs,  and  corticosteroid 
preparations  is  important  for  the  proper 
care  of  the  patient.  Digitalization  in  the 
preoperative  period  should  be  carried  out 
carefully  and  only  when  indicated,  and  a 
decision  to  employ  certain  antibiotic  drugs 
should  be  made  before  the  anesthetic  drugs 
are  selected. 
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These  comments  on  the  ambulatory  treatment  of  children  having  had  acute  rheumatic  fever  or  glo- 
merulonephritis are  instructive  for  the  family  doctor  supervising  the  care  of  such  patients. 

Convalescent  Care  of  Children  With 
Rheumatic  Fever  or  Glomerulonephritis* 

JOSEPH  A.  LITTLE,  M.D.,f  Louisville,  Ky. 


Although  early  ambulation  in  both  rheu- 
matic fever  and  nephritis  has  been  prac- 
ticed to  a greater  or  lesser  degree  for  some 
time,1'3  an  increased  interest  was  aroused 
by  two  reports4  5 that  were  read  in  1958  at 
the  meeting  of  The  American  Pediatric  So- 
ciety. The  first  dealt  with  the  problem  in 
rheumatic  fever  and  the  second  in  acute 
nephritis.  Renewed  interest  in  early  am- 
bulation in  acute  rheumatic  fever  was  also 
reported  from  other  sources.0  7 

Gibson  and  Fisher4  reported  a follow-up 
on  44  patients  ambulated  early  and  com- 
pared this  with  22  “controls.”  The  experi- 
mental group  was  treated  with  cortisone 
and  allowed  up  and  about  on  the  ward  as 
soon  as  the  patient  felt  able.  This  usually 
occurred  within  48  to  72  hours  after  admis- 
sion. Landrum,  Simon  and  Mack0  reported 
a 2 to  14  year  follow-up.  Both  studies  re- 
vealed no  difference  in  those  ambulated 
early,  and  in  those  kept  at  bed  rest  in  the 
usual  manner. 

At  the  University  of  Louisville,  in  the  De- 
partment of  Pediatrics,  early  ambulation 
has  been  followed  the  past  five  years.  Ac- 
tivity has  been  based  on  a clinical  classifi- 
cation of  patients  relative  to  their  pulse 
in  sleep,  their  cardiac  status,  and  the  C- 
reactive  protein. 

If  all  of  these  are  normal,  the  patient  is 
returned  to  school  within  three  weeks  and 
full  activity  within  six  weeks.  These  are 
considered  Class  I patients.  Class  II  pa- 
tients are  those  with  a positive  C-reactive 
protein  only.  These  children  are  allowed 


*Read  at  the  meeting  of  the  Tennessee  Acad- 
emy of  General  Practice,  April  10,  1961,  Chatta- 
nooga, Tenn. 

tFrom  the  University  of  Louisville  School  of 
Medicine,  Department  of  Pediatrics,  Children’s 
Hospital,  Louisville,  Ky. 


activity  similar  to  the  above  except  they 
may  not  take  part  in  competitive  sports  un- 
til their  C-reactive  protein  is  negative. 

Class  III  patients  are  those  with  an  ab- 
normal cardiac  status  but  with  a normal 
pulse  during  sleep.  These  children  are  al- 
lowed about  the  hospital  or  house  after  two 
weeks  of  bed  rest, — complete  during  the 
first  week  and  modified  in  the  second.  A 
home  teacher  or  special  school  is  advised. 
This  routine  is  followed  for  a maximum  of 
six  months  if  the  heart  remains  enlarged 
on  x-ray  examination.  After  this  the  child 
is  allowed  as  much  activity  as  his  physical 
state  tolerates. 

Class  IV  patients  are  those  with  active 
carditis.  These  are  kept  at  complete  bed 
rest  for  two  weeks  or  longer  if  heart  failure 
persists.  They  are  then  slowly  ambulated 
by  first  being  allowed  bathroom  privileges 
for  two  weeks,  followed  by  dining  room 
privileges — one  meal  for  two  weeks,  then 
two  meals  for  two  weeks,  and  finally  three 
meals.  After  this  they  are  ambulated  as 
Class  III  patients. 

Our  results  are  comparable  to  those  of 
others  in  that  this  degree  of  ambulation  has 
not  affected  the  number  with,  or  degree  of 
residual  heart  disease. 

Our  criteria  for  steroid  treatment  has  be- 
come more  strict,  and  our  use  of  penicillin 
has  increased.  These  changes  have  not  af- 
fected the  results. 

The  story  in  acute  nephritis  has  been  the 
same.  Regardless  of  the  laboratory  find- 
ings, the  patients  resumed  normal,  uncon- 
trolled activity  within  two  to  four  weeks 
after  acute  nephritis.  A two-year  follow-up 
by  McCrory,  and  associates5  of  35  children 
so  ambulated  with  acute  nephritis  revealed 
only  one  with  an  abnormal  Addis  count.  No 
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similar  investigation  has  been  carried  out 
in  Louisville. 

Conclusions 

1.  Early  ambulation  in  both  acute  rheu- 
matic fever  and  glomerulonephritis,  as  here 
outlined,  has  not  been  shown  to  be  deleteri- 
ous. 

2.  Returning  these  children  to  normal  ac- 
tivity as  quickly  as  possible  is  desirable, 
particularly  as  regards  their  feelings  of  ade- 
quacy. 
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Gastrointestinal  Bleeding  with  Cirrhosis.  T.  C. 

Merigan,  Jr.,  R.  M.  Hollister,  P.  F.  Gryska, 

G.  W.  B.  Starkey,  and  C.  S.  Davidson;  New 

England  J.  Med.  263:579,  1960. 

A study  of  158  cirrhotic  patients  experiencing 
172  bleeding  episodes  in  the  Boston  City  Hospital 
between  1953  and  1959  is  presented  by  the  au- 
thors. In  their  opinion  patients  with  acute  liver 
failure  manifested  by  ascites  or  jaundice  are  more 
apt  to  bleed  from  esophageal  or  gastric  varices,  to 
experience  severe  bleeding  and  to  have  greater 
mortality  than  bleeding  cirrhotic  patients  without 
hepatic  decompensation. 

In  an  effort  to  determine  the  most  accurate 
method  to  locate  the  site  of  bleeding,  the  diag- 
nostic value  of  several  methods  was  compared. 
By  Method  I,  the  clinical  use  of  upper  gastroin- 
testinal examinations,  esophagoscopy  and  baloon- 
tube  tamponade  were  employed  in  94  bleeding 
episodes  while  Method  II  used  surgical  and  au- 
topsy observations  in  78  episodes.  The  combina- 
tion of  these  two  methods  employed  in  172  cases 
disclosed  esophageal  varices  in  one-half  the  cases, 
gastritis  in  one-fourth,  while  duodenal  and  gastric 
ulcers  and  unknown  sites  of  bleeding  comprised 
another  one-fourth  of  the  patients.  On  the  other 
hand,  Method  I led  to  the  impression  of  varices  in 
40%  and  of  gastritis  in  32%.  Method  II  disclosed 
varices  in  70%  and  gastritis  in  10%  of  the  bleed- 
ing episodes.  In  the  authors’  hands  esophagoscopy 
was  the  most  accurate  diagnostic  procedure  in 
Method  I;  varices  were  found  in  three-quarters  of 
18  proven  cases,  while  an  upper  gastrointestinal 
examination  led  to  a correct  diagnosis  in  one-half 
of  the  proven  cases.  Baloon-tube  tamponade  con- 


trolled bleeding  in  65%  of  those  known  to  have 
varices. 

The  mortality,  in  spite  of  therapy,  was  high  in 
those  with  ascites  (82%)  or  jaundice  (70%).  In 
those  without  complications  the  death  rate  was 
about  half  as  high. 

Severe  bleeding  occurred  in  three-quarters  of 
those  with  ruptured  varices  and  was  more  com- 
mon in  those  with  ascites  or  jaundice.  Mild  to 
moderate  bleeding,  on  the  other  hand,  tended  to 
be  associated  with  gastritis  and  survival  was  com- 
mon. 

Tamponade  was  used  in  68  episodes  of  bleeding, 
most  of  which  were  severe.  Death  occurred  in 
80%,  esophageal  ulceration  in  about  half,  while 
aspiration  before  death  or  pneumonia  developed 
in  about  one  of  every  seven  cases.  In  those  who 
were  treated  with  nasogastric  tubes,  and  not  tam- 
ponade, half  as  many  died,  aspiration  and  pneu- 
monia were  less  frequent  and  ulcerations  devel- 
oped in  about  25%.  The  authors  felt  that  the 
period  of  24-48  hours  of  tamponade  was  too  long 
and  that  traction  of  one  pound  was  too  much. 

Surgical  therapy  was  employed  in  too  few  cases 
to  allow  conclusions. 

A decrease  in  morbidity  and  mortality  would 
result,  the  authors  felt,  from  the  use  of  a number 
of  procedures.  Particular  emphasis  was  placed 
on  prompt  and  early  action  by  the  physician  to- 
ward the  control  of  bleeding,  hepatic  coma  and 
infection;  the  establishment  of  an  accurate  diag- 
nosis of  the  bleeding  site  and  the  evaluation  of 
surgical  measures.  The  careful  use  of  tamponade 
was  stressed.  (Abstracted  for  Middle  Tennessee 
Heart  Association,  by  R.  T.  Terry,  M.D.,  Nash- 
ville.) 


318 


September,  1961 


Growing  interest  in,  and  proficiency  with  this  diagnostic  method  demonstrates  that  it  has  a place  in 

the  study  of  the  intracranial  circulation. 

Ophthalmodynamometry  As  A Diagnostic  Aid* 

RICHARD  L.  DeSAUSSURE,  M.D.,f  Memphis,  Tenn. 


Renewed  interest  in  the  Bailliart  ocular 
dynamometer  has  indicated  it  can  be  of  help 
in  diagnosing  cerebrovascular  disease.  The 
importance  of  instituting  early  therapy  for 
carotid  occlusive  disease  makes  it  necessary 
to  use  all  diagnostic  measures  available  and, 
as  Smith  and  Cogan1  have  pointed  out,  oph- 
thalmodynamometry has  an  important  role 
here. 

It  has  long  been  known  that  cerebrovas- 
cular disease  is  an  important  factor  in  the 
health  of  this  nation  and  the  following  ta- 
ble may  serve  to  emphasize  this  point.  (Ta- 
ble 1.) 


Table  1 

(1958) 

United  States 

Tennessee 

No. 

Rate* 

No. 

Rate* 

Heart  disease, 
all  forms 

637,246 

367.9 

11,099 

313.0 

Malignancies, 
all  forms 

254,426 

146.9 

4,577 

123.1 

Vascular  lesions 
affecting  the 
central  nervous 
system 

190,758 

110.1 

4,833 

135.8 

Diseases  of  the 
cardiovascular 
system 

893,489 

515.8 

17,338 

487.6 

■Based  on  100,000  population 
The  figures  are  for  1958  and  are  the  latest 
which  could  be  obtained  from  the  Health 
Department.  It  is  interesting  to  note  that 
cerebrovascular  disease  in  the  state  of  Ten- 
nessee is  at  a higher  rate  than  that  of  the 
United  States  as  a whole.  This  was  not  true 
according  to  figures  available  for  1955.  It 
is  hoped  this  is  merely  reflection  of  the  in- 
terest of  neurosurgeons  in  this  state  in  cere- 
brovascular disease  and  not  an  actual  in- 
crease in  the  number  of  cases. 

Prior  to  1954  we  were  frequently  sur- 
prised to  find  negative  arteriograms  where 


*Read  at  the  meeting  of  the  Tennessee  Academy 
of  Ophthalmology  and  Otolaryngology,  April  10, 
1961,  Chattanooga,  Tenn. 

iFrom  the  Departments  of  Neurological  Sur- 
gery, Baptist  Memorial  Hospital  and  City  of  Mem- 
phis Hospitals,  Memphis,  Tenn. 


cerebrovascular  disease  was  suspected.  The 
clinical  diagnosis  of  thrombosis  of  the  mid- 
dle cerebral  artery  was  usually  not  con- 
firmed by  the  arteriogram.  At  that  time 
the  carotid  arteries  were  not  examined  rou- 
tinely at  autopsy  studies  and,  unfortunately, 
our  early  arteriograms  did  not  demonstrate 
the  cervical  portion  of  the  carotid  artery. 
We  thought  that  carotid  disease  could  be 
diagnosed  by  the  criteria  of  unilateral  blind- 
ness and  contralateral  hemiplegia.  In  1954, 
Fisher2  made  an  important  contribution 
by  reporting  423  consecutive  autopsies  in 
which  he  found  that  almost  10%  of  the  ca- 
rotid vessels  had  advanced  disease.  Subse- 
quent to  his  article  our  arteriographic  tech- 
nic was  modified  and  our  routine  cerebral 
arteriograms  now  include  the  cervical  ca- 
rotid arteries.  There  is,  as  a matter  of  fact, 
a trend  at  the  present  time  to  believe  that 
cerebral  arteriography  is  incomplete  unless 
the  arch  of  the  aorta  is  demonstrated  as 
well  as  the  origin  of  all  four  cervical  ves- 
sels. 

Increasing  experience  with  arteriography 
has  demonstrated  that  the  old  concept  of 
unilateral  blindness  and  contralateral  hemi- 
plegia as  a diagnostic  criterion  for  carotid 
thrombosis  is  too  restricted.  We  have  seen 
a number  of  individuals  whose  symptoms 
have  been  quite  minimal.  The  most  recent 
patient  in  whom  the  diagnosis  of  complete 
occlusion  of  the  left  carotid  artery  was  con- 
firmed was  but  38  years  old.  He  was  first 
seen  on  December  28,  1960.  His  history 
was  of  a two  day  hemiparesis,  and  slurring 
of  speech  which  had  occurred  3 months 
prior  to  the  time  of  my  examination.  At  the 
time  of  examination  he  was  neurologically 
negative,  yet  arteriograms  demonstrated 
complete  occlusion  of  the  carotid  artery. 

We  now  come  to  suspect  transient  epi- 
sodes of  aphasia,  weakness,  dizziness,  blind- 
ness, or  confusion  as  a possible  warning 
symptom.  We  have  also  found  that  cervical 
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carotid  disease  is  frequently  associated  with 
a carotid  bruit  and  we  routinely  listen  with 
a stethoscope  over  the  cervical  area  in  those 
individuals  suspected  of  having  such  diffi- 
culties. 

An  article  appeared  in  the  American 
Journal  oj  Ophthalmology  in  1953  by 
Thomas  and  Petrohelos.8  They  compared 
carefully  the  retinal  artery  pressure  in  the 
eyes.  Unfortunately  this  article  did  not  re- 
ceive the  attention  it  was  due  at  the  time  of 
its  publication.  The  retinal  pressure  was 
measured  in  50  subjects  and  the  blood  pres- 
sure was  recorded  at  the  same  time  the  oph- 
thalmodynamometry readings  were  made. 
The  authors  stated  that  the  first  appearance 
of  a collapsing  pulsation  of  the  retinal  ar- 
teries represented  the  diastolic  pressure. 
They  emphasized  that  the  systolic  pressure 
must  be  read  rather  quickly,  for  if  the  in- 
strument maintains  the  pressure  the  pulsa- 
tions in  the  artery  will  reappear  since  intra- 
ocular tension  is  lowered.  Once  this  occurs 
the  systolic  pressure  cannot  be  checked  for 
about  30  minutes.  They  also  emphasized 
that  the  instrument  must  be  held  perfectly 
horizontally  and  one  must  work  rather  rap- 
idly. As  a result  of  their  study  of  50  pa- 
tients and  199  gathered  from  the  literature 
they  stated  that  the  average  diastolic  pres- 
sure varies  from  one  eye  to  the  other  in  the 
same  patient  within  5.2%  and  within  3.3% 
for  the  systolic  pressure.  The  range,  how- 
ever, was  much  greater  than  this.  They 
reported  8 cases  of  stenosis  of  the  carotid 
artery  in  which  there  was  at  least  20%  dif- 
ference in  the  systolic  pressure.  In  15  of 
their  19  cases  in  which  there  was  carotid 
involvement  they  showed  a significant  dif- 
ference with  the  ophthalmodynamometer. 

Since  the  publication  of  this  article,  a 
number  of  similar  articles  have  appeared.4'7 
It  should  be  noted,  as  stated  by  Wood  and 
Toole8  that  the  ophthalmodynamometer 
does  not  measure  the  retinal  pressure  di- 
rectly but  can  be  converted  if  the  intra- 
ocular tension  is  measured  simultaneously. 
However,  it  is  not  necessary  to  have  a read- 
ing in  millimeters  of  mercury  since  a differ- 
ence between  the  retinal  pressures  in  the 
eyes  is  significant.  They  believed  the  test 
was  contraindicated  if  glaucoma  was  pres- 
ent or  if  there  was  evidence  of  occlusion 
of  the  retinal  artery.  Svien'4  and  Hollen- 


horst1'-11  reviewed  the  literature  and  believe 
that  Bauerman,1-  in  1936,  was  probably  the 
first  to  call  attention  to  a lowering  of  the 
pressure  on  the  side  of  the  occluded  artery. 
These  authors  used  only  the  diastolic  pres- 
sure. Bakay  and  Sweet18 14  have  shown  that 
when  the  internal  carotid  artery  is  occluded 
the  percentage  of  decrease  in  all  portions  of 
the  accessible  branches  is  about  the  same. 
Hollenhorst11  reported  116  cases  in  which 
70%  of  the  patients  had  significant  lowering 
of  pressure  in  the  presence  of  carotid  dis- 
ease. It  was  his  belief  that  a lower  pressure 
on  the  “wrong  side”  might  indicate  bilateral 
occlusive  disease.  It  was  his  recommenda- 
tion that  readings  be  made  in  three  posi- 
tions. 

Clinical  Study 

We  recently  reviewed  66  patients  in 
whom  cerebrovascular  disease  was  sus- 
pected and  on  whom  ophthalmodynamome- 
try readings  were  made.  It  should  be  em- 
phasized that  these  readings  were  made  by 
various  observers  and  that  the  postoperative 
reading  was  not  always  made  by  the  same 
individual  who  had  made  the  previous  pre- 
operative reading.  Our  figures  are  for  the 
diastolic  pressure  only.  We  feared  that  rou- 
tine reading  of  systolic  pressure  might  pos- 
sibly result  in  retinal  damage  from  occlu- 
sion of  the  retinal  artery.  Our  readings 
ranged  from  a low  of  25  to  a high  of  110. 
Table  2 shows  the  results  of  our  study. 

Table  2 


Diastolic  Pressure  Readings 


Greater  than  10%  difference 

No. 

Per  cent 

with  unilateral  stenosis 

Less  than  10%  difference  with 

19 

29 

significant  unilateral  stenosis 
Greater  than  10%  difference 

6 

9 

with  no  evidence  of  stenosis 
No  significant  difference; 

11 

17 

no  carotid  disease 

30 

45 

We  found  a difference  of  greater  than 
10%  in  19  individuals  when  there  was  uni- 
lateral stenosis.  There  were  6 patients  in 
whom  significant  unilateral  stenosis  oc- 
curred and  in  whom  the  ophthalmodyna- 
mometer reading  showed  less  than  a 10% 
difference  between  the  eyes.  There  were 
11  patients  who  had  no  evidence  of  stenosis 
but  in  whom  there  was  a greater  than  10% 
difference  in  the  ophthalmodynamometer 
readings.  There  was  one  person  who  had 
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marked  bilateral  stenosis  but  in  whom  there 
was  no  significant  difference  between  the 
two  eyes.  The  remaining  30  patients  had 
no  significant  difference  in  pressure  and  no 
evidence  of  carotid  disease. 

It  is  thought  that  some  of  the  individuals 
who  had  no  significant  difference  in  the 
presence  of  unilateral  stenosis  might  merely 
reflect  the  excellent  collateral  circulation 
which  may  occur.  Figure  1 illustrates  an 


Fig.  1. 

Fig.  1.  Retrograde  filling  of  carotid  through  oph- 
thalmic artery. 

individual  with  complete  occlusion  of  his 
carotid  artery,  and  who  has  back-filling  of 
the  carotid  siphon  through  the  ophthalmic 
artery,  indicating  the  importance  of  the 
ophthalmic  artery  as  a source  of  blood  sup- 
ply to  the  brain. 

Discussion 

From  figures  of  this  study  one  might 
draw  the  conclusion  that  ophthalmo- 
dynamometry is  a diagnostic  aid  but  not  a 
definitive  test.  I believe  if  ophthalmody- 
namometry were  done  by  experienced  oph- 
thalmologists the  tests  would  be  more  ac- 
curate and,  therefore,  of  greater  value.  The 
fact  that  the  test  has  not  been  100  per  cent 


accurate  does  not  detract  from  its  value  as 
a diagnostic  test,  since  few  tests  in  medicine 
are  infallible.  Ophthalmodynamometry  is 
a rather  simple  test  in  a cooperative  patient 
and  can  be  done  without  any  special  prep- 
aration and  requires  only  a few  moments’ 
time.  It  has  been  our  experience  that  pres- 
sure must  be  applied  with  the  ophthalmo- 
dynamometer rather  rapidly.  If  it  is  ap- 
plied slowly  it  is  sometimes  difficult  to 
recognize  the  end  point  which  is  a collaps- 
ing retinal  artery.  This  is,  I believe,  one  of 
the  common  sources  of  error  in  ophthalmo- 
dynamometry. It  is  my  understanding  that 
a tonometer  test  for  glaucoma  is  used  rou- 
tinely in  ophthalmologic  study  of  the  indi- 
vidual over  the  age  of  40  and  I believe  this 
test  should  be  carried  out  also  as  a routine 
measure  in  these  individuals. 

I do  not  recommend  that  arteriography  be 
carried  out  in  all  persons  in  whom  there  is 
a significant  difference  in  ophthalmodyna- 
mometry, but  I believe  these  patients  should 
be  referred  for  a neurosurgical  opinion.  If, 
in  addition  to  the  lowered  ophthalmodyna- 
metric  reading,  the  patient  has  a bruit  in 
his  neck,  a history  of  fleeting  paresthesias, 
fleeting  blindness,  transient  hemiparesis,  or 
aphasia,  arteriography  should  be  carried 
out. 

We  have  had  experience  with  1700  pa- 
tients, (Table  3),  using  Hypaque  as  a radio- 
opaque material  and  local  anesthetic.  Our 
mortality  rate  has  been  within  reason. 

Table  3 

Number  Number  Percent  Number  Percent 

of  of  com-  of  com-  of  of 

Patients  plications  plications  Deaths  Deaths 

1700  42  2.5  7 0.4 

The  following  cases  may  serve  to  empha- 
size cerebrovascular  disease: 

Mrs.  B.  (Our  file-34331) — The  patient  was 
seen  because  of  arteriographic  evidence  of 
severe  stenosis  of  her  right  internal  carotid 
artery.  Preoperatively  the  ophthalmodyna- 
mometer readings  were  50  in  the  right  eye 
and  80  in  the  left.  An  endarterectomy  was 
carried  out  on  the  right  side  with  good  re- 
sults. A week  postoperatively  the  pressures 
in  the  eyes  were  50  and  60,  and  9 months 
postoperatively  they  were  75  and  80.  This 
would  seem  to  indicate  that  her  artery  was 
still  open  and  functioning  9 months  post- 
operatively. (Fig.  2.) 
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Fig.  2. 

Fig.  2.  Arteriogram  showing  preoperative  carotid 
stenosis. 


Mr.  S.  (Our  file-36648) — Preoperative 
ophthalmodynamometer  readings  were  30 
and  50.  He  had  a 90%  stenosis  in  the  right 
internal  carotid  artery.  Two  months  post- 
operatively  the  pressures  were  50  and  60, 
and  4 months  postoperatively  50  and  40. 
This  would  seem  to  indicate  that  perhaps 
his  left  carotid  artery  was  becoming  more 
severely  stenosed;  this  is  to  be  investigated. 
(Fig.  3.) 

Summary 

In  conclusion,  I would  like  to  recommend 
that  ophthalmodynamometry  be  made  a 
part  of  routine  ophthalmologic  examination. 
It  is  probable  that  as  more  experience  is 
gained  by  the  individual  observer  his  re- 
sults will  be  more  accurate.  If  the  differ- 
ence in  the  ophthalmodynamometer  read- 
ings is  significant,  the  patient  should  be 
referred  to  a neurosurgeon  with  arteriogra- 
phy in  mind.  It  is  undoubtedly  true  that  a 
number  of  individuals  who  are  referred 
for  arteriograms  on  the  basis  of  ophthalmo- 
dynamometry will  have  negative  arterio- 
grams. However,  we  believe  that  inasmuch 
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Fig.  3. 

Fig.  3.  Arteriogram,  postoperative  endarterec- 
tomy. 


as  arteriography  is  a relatively  safe  pro- 
cedure the  information  to  be  gained  from 
such  an  examination  outweighs  the  risk  of 
an  arteriographic  procedure. 

References 

1.  Smith,  J.  Lawton,  and  Cogan,  David  G.:  The 
Ophthalmodynamometric  Posture  Test,  Am.  J. 
Ophthal.  48:735,  1959. 

2.  Fisher,  Miller:  Occlusion  of  the  Carotid  Ar- 
teries, Further  Experiences,  Arch.  Neurol.  & Psy- 
chiatrics 72: 187,  1954. 

3.  Thomas,  Madison  H.,  and  Petrohelos,  Man- 
ousos  A.:  Diagnostic  Significance  of  Retinal  Ar- 
tery Pressure  in  Internal  Carotid  Involvement, 
Am.  J.  Ophth.  36:335,  1953. 

4.  Arnstein,  Lawrence  L.:  Personal  communica- 
tion. 

5.  Croll,  M.,  Hardy,  W.  G.,  Lindner,  D.  W., 
Webster,  J.  E.,  and  Gurdjian,  E.  S.:  Evaluation  of 
Ophthalmodynamometric  and  Angiographic  Find- 
ings in  Patients  with  Internal  Carotid  Thrombosis, 
J.  Neurosurg.  17:3:394,  1960. 

6.  Sweet,  William  H.,  and  Bennett,  H.  S.: 
Changes  in  Internal  Carotid  Pressure  During 
Carotid  and  Jugular  Occlusion  and  Their  Clinical 
Significance,  J.  Neurosurg.  5:  178,  1948. 

7.  Woodhall,  B.,  Odom,  G.  L.,  Bloor,  B.  M.,  and 
Golden,  J.:  Direct  Measurement  of  Intravascular 
Pressure  in  Components  of  the  Circle  of  Willis.  A 


322 


OPHTHALMODYNAMOMETRY  AS  A DIAGNOSTIC  AID— DeSaussure 


September,  1961 


Contribution  to  the  Surgery  of  Congenital  Cere- 
bral Aneurysms  and  Vascular  Anomalies  of  the 
Brain,  Ann.  Surg.  135:911,  1952. 

8.  Wood,  Francis  A.,  and  Toole,  James  F.:  Ca- 
rotid Artery  Occlusion  and  its  Diagnosis  by  Oph- 
thalmodynamometry, J.A.M.A.  165: 1264,  1957. 

9.  Svien,  Hendrik  J.,  and  Hollenhorst,  Robert 
W.:  Pressure  in  Retinal  Arteries  After  Ligation 
or  Occlusion  of  the  Carotid  Artery,  Proc.  Staff 
Meet.  Mayo  Clin.  31:684,  1956. 

10.  Hollenhorst,  Robert:  Ophthalmodynamome- 
try and  Intracranial  Vascular  Disease,  M.  Clin. 
North  America  42:951,  1958. 

11.  Hollenhorst,  Robert:  The  Ocular  Manifes- 


tations of  Internal  Carotid  Arterial  Thrombosis, 
M.  Clin.  North  America  44:905,  1960. 

12.  Bauerman,  M.:  Druckmesungen  an  der 

Netzhautzentralarterie,  Ber.  deutsch  ophth.  Ges- 
sellsch.  51:228,  1936. 

13.  Bakay,  Louis,  and  Sweet,  William  H.:  Intra- 
arterial Pressures  in  the  Neck  and  Brain:  Late 
Changes  After  Carotid  Closure,  Acute  Measure- 
ments After  Vertebral  Closure,  J.  Neurosurg.  10: 
353,  1953. 

14.  Bakay,  Louis,  and  Sweet,  William  H.:  Cer- 
vical and  Intracranial  Intra-arterial  Pressures 
With  and  Without  Vascular  Occlusion,  Surg. 
Gynec.  & Obst.  95:67,  1952. 


Factors  of  Risk  in  the  Development  of  Coronary 
Heart  Disease — Six-Year  Follow-Up  Experience, 
The  Framingham  Study.  W.  B.  Kannel,  et  al, 
Ann.  Int.  Med.,  55:33,  1961. 

An  obvious  need  to  obtain  significant  epidemio- 
logic data  in  coronary  heart  disease  led  to  the 
well-known  Framingham,  Massachusetts,  study. 
It  is  well  established  that  coronary  atherosclerosis 
is  present  for  many  years  prior  to  development 
of  symptomatic  coronary  heart  disease.  Conse- 
quently, prophylactic  treatment  must  antedate 
appearance  of  clinical  symptoms,  especially  in 
coronary  prone  individuals.  Although  no  single 
essential  factor  has  been  established,  it  seems 
reasonable  to  evaluate  multiple  interrelated  fac- 
tors associated  with  increased  incidence  of  coro- 
nary heart  disease. 

The  current  report,  presented  at  the  Forty- 
second  Annual  Session,  The  American  College  of 
Physicians,  May,  1961,  deals  with  more  detailed 
analysis  of  three  factors  associated  with  proneness 
to  the  development  of  coronary  heart  disease — 
elevated  serum  cholesterol  levels,  hypertension, 
and  the  electrocardiographic  pattern  of  left  ven- 
tricular hypertrophy. 

Of  interest  were  observations  that  in  the 
younger  age  group,  a male  to  female  ratio  of  13 
to  1 occurred.  In  the  older  age  group,  45  to  62 
years,  the  male  predominance  dropped  to  2 to  1. 
Contrary  to  many  previously  reported  studies, 
there  was  almost  as  high  an  incidence  of  angina 
pectoris  in  females  as  in  males;  however,  angina 
pectoris  in  association  with  myocardial  infarction 


with  or  without  concomitant  sudden  death  was 
much  more  common  in  males. 

The  well-recognized  influence  of  hypercholes- 
terolemia and  hypertension,  as  well  as  an  electro- 
cardiographic pattern  of  left  ventricular  hyper- 
trophy were  confirmed  as  significant  factors  in 
the  development  of  coi'onary  heart  disease. 

Elevated  serum  cholesterol  levels  were  less  sig- 
nificant in  females  as  compared  with  men.  Eleva- 
tion of  fasting  serum  cholesterol  above  245  mg.% 
was  associated  with  a threefold  increase  in  risk 
among  men  aged  40  to  59  years.  On  the  other 
hand  hypertension  represented  a greater  risk 
factor  in  women  than  in  men — namely,  a 2.6-fold 
increase  in  risk  on  men  40  to  59  years  of  age  and 
a six-fold  increase  in  women  the  same  age.  Left 
ventricular  hypertrophy  by  electrocardiogram  was 
associated  with  a two-  or  three-fold  increase  in 
risk  of  development  of  coronary  heart  disease. 
Combinations  of  these  three  risk  factors  aug- 
mented further  the  risk  of  development  of  coro- 
nary heart  disease.  Men  40  to  59  years  of  age 
with  none  of  these  three  abnormal  characteristics 
exhibited  a six-year  incidence  of  35.8  per  thou- 
sand. When  all  three  abnormal  characteristics 
were  present,  a fourteen-fold  increase  occurred 
(approximately  500  per  thousand).  To  warrant 
true  concern  regarding  these  abnormal  factors 
were  the  observations  that  over  40%  of  the  popu- 
lation aged  30  to  59  years  had  at  least  one,  and  8% 
of  women  and  11%  of  men  had  two  or  more  of 
these  abnormal  characteristics.  (Abstracted  for 
the  Middle  Tennessee  Heart  Association,  by  Ben 
J.  Alper,  M.D.,  Nashville.) 


September,  1961 


323 


The  author  has  effectively  outlined  diagnostic  and  therapeutic  items  of  importance  in  the  early  stages 

of  myocardial  infarction. 

Considerations  in  the  Diagnosis  and 
Management  of  the  Early  Stages  of 
Myocardial  Infarction* 

PHILIP  H.  LIVINGSTON,  M.D.,  Chattanooga,  Tenn. 


Early  Symptoms 

It  is  reasonable  to  believe  that  the  earlier 
in  myocardial  infarction  therapy  is  started 
the  better  will  be  the  outlook. 

Preliminary  symptoms,  usually  anginal, 
may  be  noted  as  early  as  a week  prior  to  the 
classical  signs.  An  increase  in  the  severity 
of  anginal  pain,  an  increase  in  the  frequency 
of  these  pains  or  periods  of  more  prolonged 
discomfort  may  be  the  first  signs  of  myo- 
cardial infarction.  When  these  occur  the 
patient  should  be  removed  to  the  hospital, 
placed  on  anticoagulants  and  observed  for 
electrocardiographic  and  enzymatic  changes. 
Again,  if  nitroglycerine  repeated  several 
times  is  ineffective  myocardial  infarction 
must  be  assumed.  More  nitroglycerine  is 
not  only  useless  but  may  be  dangerous.  By 
further  depressing  the  blood  pressure  it 
may  lesson  the  coronary  flow  and,  thus, 
may  precipitate  critical  arrhythmias  or 
shock. 

Diagnosis  of  Myocardial  Infarction 

The  diagnosis  of  myocardial  infarction  is 
based  generally  on  the  story  of  severe  chest 
pain,  weakness,  drop  in  blood  pressure,  fe- 
ver, leukocytosis  and  changes  in  the  EKG. 
and  enzymes. 

Yet  every  one  of  these  manifestations  may 
be  absent  or  nonindicative  at  some  phase  of 
the  illness. 

For  example,  it  is  not  unusual  for  the  pa- 
tient to  enter  the  doctor’s  office  complaining 
of  only  mild  discomfort  or  dyspnea.  The 
blood  pressure  is  often  elevated  during  the 
first  few  hours.  Pain  may  be  principally  in 


*Presented  at  the  meeting  of  the  Tennessee 
Academy  of  General  Practice,  April  10,  1961, 
Chattanooga,  Tenn. 


the  jaw  or  hands  or  elbows.  The  onset  may 
be  with  pulmonary  edema.  The  serum  glu- 
tamic osalacetic  transaminase  is  generally 
highest  the  second  day.  The  initial  EKG. 
may  be  normal  or  show  only  a pattern  of 
left  heart  strain. 

The  classical  patterns  of  infarction  are 
evident  in  a few  hours  in  most  instances 
but  may  occur  as  early  as  five  minutes  after 
the  onset  in  a few.  However,  in  the  early 
stages  one  may  note  only:  (Fig  1) 

1.  Change  only  on  serial  EKG.  records. 

2.  Evidence  of  infarction  confined  to  ex- 
trasystoles. 

3.  Inversion  of  T waves,  especially  lead  I. 

4.  T-3  greater  than  T-l. 

5.  High  T waves  in  the  chest  leads. 

6.  Large  R in  V-l. 

7.  Diminution  of  R in  middle  chest  leads. 

8.  Occasionally  only  small  q waves  in 
chest  leads  V-2  through  V-6. 

Occasionally  the  vectorcardiogram  will  be 
diagnostic  in  the  presence  of  a completely 
normal  EKG.  (Fig.  2) 

Enzyme  Changes 

The  discovery  of  the  serum  glutamic  ox- 
alacetic  transaminase  (SGOT.)  as  a measure 
of  myocardial  infarction  was  a medical 
milestone.  Readings  above  60  units  are 
usually  diagnostic  of  infarction  and  occur 
as  early  as  the  second  day  after  the  onset. 
The  SGOT.  is  especially  valuable  when  the 
EKG.  is  atypical  or  when  the  EKG.  is  ob- 
scured by  previous  myocardial  infarction, 
digitalis  effect  or  Wolff-Parkinson-White 
syndrome.  A secondary  rise  in  serum  trans- 
aminase is  an  indication  of  extension  of  the 
infarction. 

Unfortunately,  the  test  may  be  positive 
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BKG  CHANGES  IN  EARLY  INFARCTION 


1.  Classical  Patterns 
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for  a few  days  only.  Aspirin,  injury  to  Treatment  of  Myocardial  Infarction 

skeletal  muscle  and  liver  damage  may  cause  No  illness  puts  greater  demands  on  physi- 
elevation  of  the  serum  transaminase  and  cian,  nurse  and  medical  attendant.  There  is 

their  influence  should  be  kept  in  mind.  need  for  constant  observation,  symptomatic 
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therapy,  gentle  encouragement  and  fre- 
quently decisive  action. 

For  the  severe  pain  nothing  acts  as  well 
as  morphine  in  to  Vz  grain  doses  given 
slowly  intravenously  to  insure  absorption. 
Morphine  allays  much  of  the  fear  as  well  as 
the  discomfort.  One  should  allow  a few 
minutes  for  the  drug  to  become  effective, 
for  excessive  doses  may  cause  serious  res- 
piratory depression.  Atropine  given  with 
the  morphine  helps  to  prevent  this  slow 
breathing. 

For  those  not  able  to  tolerate  morphine 
and  for  the  elderly  meperidine  HC1  (Dem- 
erol) or  dihydromorphinone  HC1  (Dilaudid) 
may  be  preferred. 

Aminophylline  is  contraindicated  in  that 
it  further  lowers  the  blood  pressure.  Oxy- 
gen rarely  if  ever  diminishes  the  pain.  Its 
use  frightens  many  patients.  Thus  it  is 
reserved  for  shock,  heart  failure,  or  cyano- 
sis. 

The  patient  is  placed  at  bed  rest.  Whereas 
in  health  the  sitting  posture  lessens  heart 
work  this  has  not  been  demonstrated  as  oc- 
curring in  myocardial  infarction.  Few  pa- 
tients have  desired  or  prefer  the  chair  treat- 
ment. If  they  do  the  rocking  chair  is  useful 
in  that  it  allows  some  leg  motion. 


At  first  the  diet  is  limited  to  1000  calories 
to  lesson  work  of  the  heart.  If  the  blood 
cholesterol  is  high  one  may  use  a diet  con- 
taining unsaturated  fats.  Very  hot  or  cold 
items  should  be  avoided  or  should  be  re- 
tained momentarily  in  the  mouth  before 
swallowing  as  they  may  initiate  ectopic 
beats  when  they  arrive  in  the  vicinity  of  the 
heart.  A test  for  blood  sugar  should  always 
be  done.  The  patient  under  45  with  myo- 
cardial infarction  is  often  a diabetic  but  a 
sugar  tolerance  may  be  necessary  for  de- 
tection. The  glucose  tolerance  test  should 
be  completed  for  all  younger  patients  before 
they  leave  the  hospital. 

At  the  onset  one  is  little  concerned  with 
the  bowels  but  later  a soft  and  easy  move- 
ment must  be  insured.  This  can  be  accom- 
plished with  fecal  softening  agents  or  an 
occasional  enema.  A commode  may  be  used 
if  the  patient  prefers  it  and  attendants  are 
available  to  assist  him  to  it. 

Fear  is  a common  element  in  this  disease. 
Thus,  sedation  is  most  important.  The  bar- 
biturates usually  suffice.  However,  occa- 
sionally they  produce  a rash  and  here  bro- 
misovalum  (Bromural),  which  rarely  causes 
one,  may  be  preferred.  Hydroxyzine  pamo- 
ate (Vistaril)  in  25  to  50  mg.  doses  every 
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four  hours  is  an  excellent  psychotherapeutic 
agent  and  is  often  anti-arrhythmic.  Deprol 
(combination  of  meprobamate  and  benacty- 
zine)  seems  to  offset  some  of  the  depression. 
Unfortunately  tranquilizers  often  lower  the 
blood  pressure  and  may  bring  on  what  ap- 
pears to  be  a shock-like  state.  If  tranquil- 
izers are  used  blood  pressure  readings 
should  be  taken  frequently  and  the  drug 
should  be  stopped  if  the  blood  pressure  be- 
gins to  fall. 

Prism  lenses  afford  easy  newspaper  and 
television  viewing. 

Generally  a mild  fever  is  noted  during 
the  first  few  days  presumably  arising  from 
absorption  of  damaged  myocardium.  Fever 
accelerates  the  pulse  and  increases  heart 
work.  Antipyretics  such  as  aspirin  or  pref- 
erably amidopyrine  lower  the  temperature 
and  slow  the  pulse  and  are  thus  useful. 

The  prolonged  bed  rest  leads  to  venous 
stasis.  The  mild  exercise  of  elevating  the 
arms  above  the  head  may  tend  to  protect 
against  the  frozen  shoulder  syndrome.  Flex- 
ing the  knees  and  extending  the  toes  may 
prevent  venous  thromboses.  These  move- 
ments may  be  done  two  or  three  times  each 
hour.  They  also  provide  the  patient  an  ac- 
tive role  in  his  recovery. 

Thrombolytic  agents  are  now  used  effec- 
tively in  venous  thrombosis  and  in  pulmo- 
nary infarction.  They  have  been  tried  with 
some  success  in  a few  cases  of  coronary 
thrombosis.  At  present  they  must  be  con- 
sidered as  experimental. 

Anticoagulating  agents  unquestionably 
lesson  the  number  of  embolic  phenomena 
and  may  prevent  further  thrombosis.  They 
should  be  used  in  all  cases  of  myocardial 
infarction.  It  has  been  argued  that  in  “mild 
cases”  the  danger  from  the  anticoagulant 
is  greater  than  that  from  the  disease.  Yet 
how  often  does  one  see  a seemingly  mild 
case  turn  suddenly  dangerously  ill.  The 
danger  of  anticoagulants  is  minimal  when 
administered  under  adequate  control. 

Heparin  may  be  given  for  an  early  anti- 
coagulating effect  if  desired.  The  blood  clot- 
ting time  should  be  maintained  between 
twenty  and  forty  minutes.  A good  scheme 
is  to  give  50  mg.  of  aqueous  solution  intra- 
venously and  150  mg.  subcutaneously  and 
gauge  the  size  of  the  second  subcutaneous 
dose  given  twelve  hours  later  by  the  clot- 


ting time.  Oral  hypoprothrombic  agents 
may  be  given  with  the  first  dose  of  heparin 
often  assuring  a good  response  24  hours 
later. 

Because  the  newer  oral  antiprothrombic 
agents  are  often  effective  in  24  to  48  hours 
and  because  fewer  individuals  are  allergic 
to  them  heparin  is  rarely  given.  The  most 
popular  one  today  is  coumadin  (Warfarin, 
Panwarfin)  given  in  an  initial  dose  of  60  to 
75  mg.  if  the  blood  prothrombin  is  normal. 
After  48  hours  maintenance  doses  based  on 
daily  prothrombin  times  average  from  2.5  to 
20  mg.  daily.  Phenindione  and  its  deriva- 
tives are  equally  useful.  Rarely  the  only 
effective  drug  is  the  original  anticoagulant, 
dicumarol.  It  would  seem  desirable  to  gain 
facility  with  one  of  these  drugs  and  adhere 
to  it.  Anticoagulants  are  maintained  at 
least  until  the  patient  is  dismissed  from  the 
hospital.  They  should  never  be  stopped 
abruptly  for  there  may  be  a “rebound  phen- 
omenon” which  initiates  a new  thrombosis. 
During  the  course  of  anticoagulant  therapy 
one  should  watch  for  the  persistent  friction 
rub,  recurrence  of  chest  pain,  cardiac  en- 
largement and  sudden  anemia  characteris- 
tics of  hemopericardium  occasionally  pro- 
duced by  this  drug. 

Complications 

A most  serious  complication  of  myocar- 
dial infarction  is  cardiogenic  shock.  It  is 
diagnosed  by  the  presence  of  pallor,  cold 
clammy  skin  and  a systolic  blood  pressure 
of  90  mm.  Hg.  or  below.  It  may  or  may  not 
be  accompanied  by  congestive  failure. 

At  the  onset  of  myocardial  infarction  the 
blood  pressure  should  be  recorded  every 
four  hours.  However,  if  the  initial  pressure 
is  low  or  appears  to  be  dropping  it  must  be 
determined  more  frequently.  If  there  is  a 
mild  fall  one  should  at  once  begin  a slow 
I.V.  drip  of  5%  glucose,  since  to  wait  for  the 
clear  cut  picture  of  shock  is  to  invite  diffi- 
culties in  finding  the  vein.  Preferably  the 
flow  should  be  through  a polyethelene  tube. 
This  I.V.  drip  may  be  needed  for  all  manner 
of  drugs. 

If  the  drop  in  blood  pressure  is  not  below 
90  one  may  try  hydroxyamphetamine  (Par- 
edrine)  20  to  40  mg.  by  mouth  every  four 
hours.  It  is  useful  because  it  does  not  ap- 
preciably increase  heart  work.  If  tranquil- 
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izers  are  being  taken  they  should  be  stopped. 
Severe  pain  may  be  alleviated  by  morphine 
given  slowly  in  the  I.V.  drip.  Oxygen  should 
be  started. 

If  the  full  picture  of  shock  develops  resort 
should  be  made  to  the  powerful  I.V.  sympa- 
thomimetic drugs.  If  there  is  no  vein  im- 
mediately available  one  may  try  metarami- 
nal  (Aramine)  or  mephentermine  (Wya- 
mine)  intramuscularly  hoping  to  raise  the 
blood  pressure  and  facilitate  finding  the 
vein.  Aramine  should  be  given  in  40  to  75 
mg.  doses. 

Levarterenol  (Levophed)  continues  to  be 
the  most  effective  pressor  drug.  However, 
it  must  be  given  intravenously,  its  dosage 
checked  frequently  by  blood  pressure  deter- 
minations. Generally  an  attempt  should  be 
made  to  maintain  the  systolic  blood  pres- 
sure at  about  100  but  in  patients  whose 
blood  pressure  was  excessively  high  before 
the  infarction  it  may  be  desirable  to  hold 
the  pressure  at  higher  levels.  Levophed 
has  the  serious  disadvantage  that  if  the 
solution  leaks  out  of  the  vein  sloughing  may 
result.  Aramine  and  Wyamine  rarely  cause 
local  reactions.  Aramine  is  theoretically  a 
more  desirable  drug  but  is  not  as  effective 
as  Levophed.  Wyamine  works  well  but 
should  be  given  in  much  larger  doses  (200 
to  300  mg.  I.V.)  than  those  usually  recom- 
mended. 

These  pressor  drugs  must  be  given  in 
doses  sufficient  to  overcome  shock  and  their 
use  continued  for  days  if  needed. 

At  the  time  these  sympathomimetic  drugs 
are  instituted  a urinary  catheter  should  be 
inserted,  for  the  rate  of  urinary  output  is 
the  most  sensitive  index  of  the  degree  of 
shock.  Even  if  the  systolic  pressure  is  over 
100,  shock  persists  unless  there  is  a secre- 
tion of  0.5  cc.  of  urine  per  minute. 

Occasionally  cortisone  intravenously  is 
said  to  potentiate  the  pressor  drugs  and 
should  be  tried  in  all  desperate  cases. 
Agress1  has  tried  blocking  the  afferent  fi- 
bers of  the  cardiac  sympathetic  with  pro- 
caine and  it  has  been  claimed  that  this  has 
been  effective  in  a few  cases. 

It  is  the  lack  of  adequate  peripheral  re- 
sistance with  diminished  cardiac  output 
that  creates  the  shock.  Friedberg-  has  sug- 
gested that  it  may  be  necessary  to  insure 
adequate  resistance  by  compressing  the 


aorta  itself  while  an  extracorporeal  circula- 
tion is  introduced.  This  is  an  heroic  act  for 
a desperate  state. 

Arrhythmias 

Common  to  myocardial  infarction  are  cer- 
tain arrhythmias.  At  the  onset  ectopic 
beats,  auricular  fibrillation,  or  minor  de- 
grees of  heart  block  are  not  unusual.  Most 
of  these  clear  within  a few  days  without 
specific  therapy.  However,  if  they  persist 
or  increase  in  frequency  or  duration  they 
add  a grave  strain  to  the  heart. 

Levine11  once  suggested  quinidine  by 
mouth  at  the  onset  of  myocardial  infarction 
as  a prophylactic  against  ectopic  beats.  Un- 
less the  patient  is  sensitive  to  quinine  or  has 
heart  block  I can  see  no  valid  objection  to 
its  use.  One  might  prevent  a single  ventri- 
cular extrasystole  arising  in  the  supernomal 
phase  that  could  initiate  ventricular  tachy- 
cardia, ventricular  fibrillation  and  death. 
If  the  patient  is  sensitive  to  quinidine,  Vis- 
taril  may  be  effective.  Generally  the  ar- 
rhythmias are  treated  in  the  routine  man- 
ner. But  here  with  an  acutely  damaged 
heart  the  outlook  may  suddenly  worsen  so 
that  extreme  action  may  be  required.  The 
physician  should  have  at  hand  procaine 
amide  (pronestyl),  hydroxyzine  pamoate 
(Vistaril),  ouabain  and  lanatoside  C.  All 
these  may  be  given  through  the  intravenous 
drip  originally  placed.  For  heart  block 
atropine,  isopropylarterenol  (Isuprel)  and 
molar  lactate  may  be  needed.  Oxygen 
should  be  administered.  The  physician 
should  understand  closed  chest  resuscitation 
and,  if  available,  have  ready  an  external 
pacemaker  and  defibrillator.  Massaging  the 
soft  infarcted  myocardium,  however,  is  a 
dangerous  procedure. 

Heart  Failure 

Heart  failure  is  treated  preferably  with 
mercurials  and  a salt  free  diet.  Digitalis  is 
best  given  by  mouth  unless  an  emergency 
occurs.  In  patients  having  acute  left  heart 
failures  with  pulmonary  edema,  oxygen  un- 
der pressure,  antifoaming  agents,  in  the  form 
of  40%  pure  ethyl  alcohol  in  water  in  the 
oxygen  humidifier  bottle,  leg  tourniquets, 
mercurials  intravenously  and  morphine  are 
required.  Ouabain  is  the  quickest  digitaliz- 
ing agent.  Venesection  may  be  life  saving 
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but  is  used  only  if  the  blood  pressure  is  high 
and  there  is  no  anemia. 

Summary 

Myocardial  infarction  is  a dangerous  ill- 
ness not  always  readily  diagnosed  and  often 
difficult  to  treat.  Suggestions  have  been 
made  in  reference  to  its  early  detection  and 
therapy. 
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INFORMATION  STATEMENT  ON 
NEONATAL  JAUNDICE 

Prepared  by  the  Committee  on  Fetus  and  New- 
born of  the  American  Academy  of  Pediatrics, 

February,  1961. 

Introduction:  Kernicterus  (“bilirubin  encephalo- 
pathy”) is  a generally  preventable  complication 
of  severe  jaundice,  occurring  almost  exclusively 
in  newborn  infants,  usually  in  those  with  erythro- 
blastosis fetalis.  Kernicterus  is  often  immediately 
fatal:  if  the  infant  does  not  die,  he  later  exhibits 
neurologic  deficits  which  vary  in  severity  from 
such  isolated  involvement  as  partial  deafness  to 
severely  crippling  athetosis.  The  risks  associated 
with  erythroblastosis  fetalis  are  quite  widely  rec- 
ognized, and  the  criteria  for  treatment  of  this 
condition  have  often  been  stated.  The  purpose  of 
this  statement  is  to  emphasize  that  kernicterus  is 
not  limited  to  babies  with  erythroblastosis  fetalis, 
but  may  occur  with  jaundice  from  any  cause,  and 
at  various  ages,  and  that  efforts  should  be  made 
to  prevent  all  cases  of  kernicterus. 

1.  Bilirubin*  is  believed  to  be  the  toxic  sub- 
stance that  causes  the  nerve  cell  damage  in  ker- 
nicterus. 

2.  The  risk  of  kernicterus  is  related  to  the  con- 
centration of  bilirubin  in  the  serum,  but  the  rela- 
tionship is  not  a simple  one.  In  erythroblastosis 
fetalis,  when  the  concentration  of  bilirubin  in  the 
serum  remains  below  20  mg.  per  100  ml.,  the  risk 
of  kernicterus  is  very  low;  when  the  bilirubin 
concentration  exceeds  30  mg  per  100  ml.,  the  risk 
is  50%  or  higher.-  On  the  other  hand,  examples 
of  nonerythroblastotic  kernicterus  have  occurred 
in  association  with  quite  low  concentrations  of 
bilirubin  in  the  serum  of  infants  who  received 
sulfisoxazole.1 

3.  It  is  possible  that  the  risk  of  kernicterus  is 
not  related  to  the  cause  of  the  jaundice,  but  only 
to  the  concentration  of  bilirubin  in  the  serum. 
Until  this  is  proven  or  disproven,  it  is  proper  to 
regard  any  very  jaundiced  newborn,  or  one  with 
excessively  high  serum  bilirubin,  as  a high  risk  so 
far  as  kernicterus  is  concerned.  In  addition  to 
the  large  number  of  different  blood-group  anti- 
gens that  may  cause  erythroblastosis  fetalis,  the 


*Bilirubin — unconjugated  or  “indirect  reacting” 
bilirubin.  “Direct  reacting”  bilirubin  is  bilirubin 
glucuronide.  Bilirubin  is  insoluble  and  toxic. 
Bilirubin  glucuronide  is  water  soluble  and  ap- 
parently non-toxic. 


following  conditions  may  be  accompanied  by  dan- 
gerous concentration  of  bilirubin;  hemorrhage  into 
the  tissues,  infectious  diseases,  hereditary  hemo- 
lytic disorders,  and  excessive  dosage  of  certain 
drugs  such  as  water-soluble  vitamin  K analogues. 

4.  Premature  infants  with  erythroblastosis  fe- 
talis are  more  likely  to  develop  kernicterus  than 
are  full-term  infants.  This  does  not  necessarily 
mean  that  prematures  are  more  vulnerable  to  bili- 
rubin than  full-term  infants,  because  it  has  also 
been  established  that  prematures  are  more  likely 
to  accumulate  high  concentrations  of  bilirubin  in 
the  serum.  It  may  eventually  be  shown  that  pre- 
maturity per  se  increases  the  vulnerability  to  bili- 
rubin, or  perhaps  it  may  be  shown  that  in  certain 
circumstances  prematures  are  less  vulnerable  to 
particular  serum  concentrations  of  bilirubin.  Un- 
til such  evidence  is  available,  the  Committee  sug- 
gests that  one  may  consider  that  prematures  are 
likely  to  develop  kernicterus  as  the  result  of  high 
concentrations  of  bilirubin  in  the  serum,  regard- 
less of  the  cause  of  the  increased  concentration  of 
bilirubin.  However,  it  must  be  emphasized  that 
the  exact  level  of  serum  bilirubin  that  is  danger- 
ous varies  with  different  babies;  it  is  therefore 
impossible  to  specify  a level  that  has  universal 
applicability.  This  applies  both  to  erythroblastotic 
and  to  non-erythroblastotic  infants.  Although  20 
mg.  per  100  ml.  of  serum  has  been  shown  useful 
in  erythroblastosis  fetalis,  corresponding  data  are 
not  available  for  non-erythroblastotic  babies. 

5.  Kernicterus  can  occur  at  any  age.  This  has 
been  demonstrated  by  the  onset  of  bilirubin  en- 
cephalopathy at  the  age  of  3 years  or  later  in  an 
occasional  case-'*  of  familial  non-hemolytic 
jaundice  (Crigler-Najjar  syndrome).  It  has  not 
been  proved  that  age  per  se  is  a factor  in  the  risk 
of  kernicterus.  Until  such  proof  has  been  ob- 
tained, one  should  consider  that  a patient  of  any 
age,  whether  premature  or  full-term,  and  what- 
ever the  cause  of  the  jaundice,  is  likely  to  develop 
kernicterus  if  the  bilirubin  level  is  excessively 
high. 

6.  Exchange  transfusion  is  still  the  only  proce- 
dure of  proven  effectiveness  in  the  prevention  of 
kernicterus.  Other  methods  have  apparently  not 
been  effective  in  reducing  the  risk  of  kernicterus 
in  infants  with  severe  jaundice  or  high  serum 
bilirubin  concentrations,  or  are  still  unproved. 1 
If  hyperbilirubinemia  is  caused  by  blood  group 
incompatibility,  the  blood  used  for  exchange  trans- 

(Continued  on  page  332) 
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A year’s  reviews  of  toxicologic  examinations  are  of  interest  since  the  practicing  physician  may  gain 
clues  to  the  cause  of  puzzling  illness  or  unanticipated  deaths. 

Toxicology:  A Survey  of  One 
Year  s Experiences* 

J.  T.  FRANCISCO,  M.D.,f  Memphis,  Tenn. 


In  April  1959,  the  Shelby  County  Quar- 
terly Court  entered  into  contract  with  the 
University  of  Tennessee  to  provide  scien- 
tific services  for  the  Coroner’s  Office,  which 
included  the  operation  of  a toxicology  lab- 
oratory. The  following  data  concerns  an 
analysis  of  the  procedures  performed  from 
January  1,  1960  through  December  31,  1960. 
Specimens  were  submitted  from  the  coro- 
ner’s autopsies  and  from  the  local  hospitals. 
It  was  surprising  to  note  the  frequency 
which  certain  compounds  appeared  in  this 
survey.  Table  1 includes  a total  listing  of 
all  analyses  performed  during  this  period. 


Table  I 


Alcohol 

255 

Methyl 

127 

Ethyl 

125 

Isopropyl 

3 

Metals 

99 

Arsenic 

48 

Lead 

45 

Mercury 

6 

Barbiturates 

25 

Blood  types 

25 

Drowning  tests 

10 

Alkaloids 

8 

Seminal  fluids 

6 

Powder  residue 

5 

Carbon  Monoxide 

4 

Phenothiazine 

3 

Bromide 

2 

Chlorides 

2 

Cyanide 

1 

Halogenated  hydrocarbon 

1 

Phenol 

1 

Salicylates 

1 

Acetone 

1 

Other 

6 

TOTAL 

455 

As  is  apparent  that  the 

major 

groups  in- 

elude  alcohols,  metals 

and  barbiturates. 

Carbon  monoxide  is  conspicuous  by  its  pau- 
city. 


*Presented  at  the  meeting  of  the  Tennessee  So- 
ciety of  Pathologists,  April  10,  1961,  Chattanooga, 
Tenn. 

fFrom  the  Institute  of  Pathology,  University  of 
Tennessee,  College  of  Medicine,  Memphis,  Tenn. 


Alcohols 

The  alcohols  constitute  approximately 
50%  of  the  total  number  of  determinations. 
This  group  of  substances  is  primarily  of  in- 
terest in  their  relationship  to  traffic  acci- 
dents, homicides  and  head  trauma.  It  is 
with  extreme  rarity  that  ethyl  alcohol  is 
implicated  as  a principal  cause  of  death. 
Ethyl  alcohol  was  found  present  in  70%  of 
all  homicides  that  occurred  during  this  pe- 
riod in  Memphis  and  Shelby  County.  The 
percentage  relates  to  the  deceased  only, 
since  statistics  are  not  available  on  the  de- 
termination of  alcohol  in  the  perpetrators  of 
these  crimes.  The  percentage  of  homicides 
associated  with  positive  tests  for  ethyl  alco- 
hol compares  favorably  with  the  results  re- 
ported from  other  communities.1 

By  contrast  with  ethyl  alcohol,  methyl  or 
wood  alcohol,  has  been  a rather  frequent 
cause  of  death.  During  1960  there  were  17 
deaths  attributed  to  methyl  alcohol  poison- 
ing in  Memphis  and  Shelby  County.  Fre- 
quently these  came  to  our  attention  as  the 
cause  of  sudden,  unexpected  or  unexplained 
deaths.  Methyl  alcohol  is  available  in  many 
products,  but  apparently  the  most  common 
source  for  this  area  is  canned  heat.  Canned 
heat  contains  both  ethyl  and  methyl  alco- 
hols. The  former  apparently  exerts  some 
protective  influence  on  the  deleterious  ef- 
fects of  methyl  alcohol.-  Methyl  alcohol  it- 
self is  the  least  toxic  of  all  the  alcohols. 
However,  a major  end  product  of  metabo- 
lism is  formic  acid  which  is  eliminated 
slowly  via  the  kidneys.  Formic  acid  ap- 
parently affects  enzyme  systems  and  allows 
the  build-up  of  other  organic  acids  which 
produce  an  extremely  severe  metabolic  aci- 
dosis. The  liver  is  the  principal  site  for  the 
metabolism  of  both  methyl  and  ethyl  alco- 
hols and  these  compounds  are  competitive 
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for  the  same  enzyme  system.  Thus,  the 
presence  of  a high  blood  level  of  ethyl  alco- 
hol promotes  a depression  of  the  metabo- 
lism of  methyl.  This  protective  effect  of 
ethyl  alcohol  is  not  seen  in  the  usual  experi- 
mental animal  because  of  the  inability  of 
methyl  alcohol  to  produce  acidosis  in  these 
animals.2 

Isopropyl  alcohol  is  used  rather  infre- 
quently but  exerts  its  effect  in  much  the 
same  way  as  methyl  alcohol  in  that  a met- 
abolic by-product  produces  acidosis. 

Metals 

The  second  major  group  of  toxic  materials 
encountered  are  the  metals.  These  are  prin- 
cipally lead,  mercury,  and  arsenic. 

In  the  past,  arsenic  has  been  a common 
homicidal  agent,  but  murder  by  this  method 
seems  to  be  falling  into  disrepute.  There 
are  many  sources  of  exposure  to  arsenic 
which  includes  medicines,  environment, 
foods,  and  cosmetics.  With  the  impetus  to 
attract  industry  one  should  recall  that  in- 
dustrial by-products  are  a source  of  poten- 
tial danger.  For  example,  water  contami- 
nated by  industrial  wastes  may  result  in  fish 
being  contaminated  by  this  metal,  since 
many  fresh  water  fish  may  ingest  and  con- 
centrate arsenic  in  their  flesh.  The  physi- 
cian must  be  constantly  aware  of  the 
ubiquitousness  of  this  element.  This  fact 
is  well  illustrated  by  the  following  incident. 
In  England  many  years  ago  there  occurred 
a series  of  strange  and  unusual  deaths  for 
which  no  cause  was  readily  apparent.  It 
was  finally  noted  by  one  observer  that  the 
homes  in  which  these  deaths  occurred  had  a 
strong  odor  similar  to  garlic.  Further  in- 
vestigation revealed  that  this  garlic-like 
odor  was  the  result  of  trimethyl  arsine.  This 
compound  was  produced  in  the  following 
manner:  A mold  in  the  walls  under  the  ap- 
propriate humid  conditions  of  this  part  of 
England  extracted  arsenic  from  the  pig- 
ments in  the  wall  paper  and  re-excreted  it 
into  the  atmosphere  as  trimethyl  arsine. 
Trimethyl  arsine  is  a very  potent  source  for 
arsenic  poisoning  and  in  this  instance  was 
the  causative  agent  for  these  obscure 
deaths.3 

Lead  is  also  a common  metal  to  which 
exposure  occurs,  for  it  is  found  in  paints, 
soil,  gasoline,  battery  casings,  and  printing 


types.  All  of  these  are  excellent  sources  for 
lead  poisoning.  Chronic  lead  poisoning  can 
be  an  extremely  difficult  diagnosis.  The 
clinical  picture  is  well  documented  but  can 
mimic  many  other  diseases  even  such  as 
tuberculous  meningitis  or  tabes  dorsalis, 
the  laboratory  confirmation  of  chronic  lead 
poisoning  is  also  fraught  with  many  diffi- 
culties. Aside  from  the  constant  danger  of 
contamination  of  glassware  and  reagents 
there  is  an  additional  problem.  The  normal 
urinary  concentration  of  lead  is  less  than  8 
gamma  per  100  ml.,  but  many  patients  with 
chronic  lead  poisoning  will  excrete  no  more 
than  this  given  amount.  It  has  therefore 
been  necessary  to  use  a provocative  agent, 
calcium  disodium,  EDTA,  to  establish  an  in- 
creased body  load  of  lead.  EDTA  is  given 
in  1 Gm.  quantities  in  a single  intravenous 
infusion,  and  a 24  hour  urine  collection  is 
begun  simultaneously.  (It  is  potentially 
dangerous  to  give  this  compound  by  an  oral 
route,  since  the  lead  within  the  gastroin- 
testinal tract  may  be  absorbed  into  the 
blood  and  increase  the  body  load  of  lead. 
Such  an  elevated  body  load  of  lead  may  pre- 
cipitate lead  encephalopathy.)  The  normal 
individual  in  such  a test  will  usually  ex- 
crete less  than  500  gamma  in  24  hours, 
whereas  the  person  with  an  increased  body 
load  of  lead  will  excrete  over  1000  gamma 
per  24  hours.4 

Mercury  is  also  an  element  having  wide 
distribution  in  the  environment.  Aside  from 
the  usual  more  or  less  acute  mercury  poi- 
soning, chronic  mercury  poisoning  is  a real 
danger.  Over-exposure  may  come  from 
therapeutic,  industrial,  or  laboratory  ori- 
gins. The  chemists  are  well  aware  of  the 
danger  inherent  in  using  metallic  mercury 
and  measure  the  changes  in  weight  of  gold 
foil  in  the  laboratory  to  indicate  environ- 
mental contamination.  Workers  in  ther- 
mometer and  barometer  industries  are  con- 
stantly exposed  to  mercury.  This  compound 
is  readily  volatile  at  room  temperature,  and 
one  cubic  meter  of  air  at  25  C.  may  contain 
19.5  mg.  of  mercury  vapor.3  In  this  form 
mercury  is  readily  absorbed  by  the  lungs 
and  thereby  may  produce  mercury  poison- 
ing. This  potential  source  of  exposure  to 
mercury  has  not  been  emphasized  as  fre- 
quently as  it  should  be  to  the  medical  and 
dental  professions.  It  is  amazing,  in  view 
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of  the  wide  usage  of  mercury  in  medicine 
and  dentistry,  that  chronic  mercury  poison- 
ing is  not  more  frequently  noted. 

Barbiturates 

The  third  major  group  of  compounds  en- 
countered in  the  toxicologic  laboratory  are 
the  barbiturates.  The  frequency  of  these 
compounds  on  the  national  scene  is  appar- 
ent when  one  notes  that  as  poisons  they 
stand  second  in  frequency  to  alcohols.  As 
a cause  of  death  they  are  equal  in  incidence 
to  carbon  monoxide.'1  Whenever  a physi- 
cian is  faced  with  a comatose  patient, 
barbiturate  intoxication  should  always  be 
considered.  To  confirm  a clinical  picture 
suspected  of  being  due  to  barbiturate  in- 
toxication both  a qualitative  and  quantita- 
tive barbiturate  levels  should  be  determined 
in  the  blood.  Tolerance  to  blood  levels  of 
barbiturates  readily  develops  to  the  point 
that  many  patients  who  are  chronic  users  of 
phenobarbital  may  frequently  display  a 
blood  level  of  5 mg.  per  100  ml.,  and  yet 
may  show  no  clinical  evidence  of  intoxica- 
tion. On  the  other  hand  a blood  level  of  5 
mg.  per  100  ml.  of  a short  acting  barbitu- 
rate, such  as  amobarbital,  (Amytal)  is  a 
lethal  level.7  It  is  also  important  to  be 
aware  of  the  fact  that  a person  with  bar- 
biturate intoxication  does  not  always  die 
when  the  blood  level  is  at  its  peak.  Thus, 
to  interpret  the  significance  of  any  particu- 
lar blood  level  in  such  a death,  one  must 
know  the  rate  of  metabolism  of  these  com- 
pounds. As  a general  rule  the  longer  acting 
compounds  have  a half-life  of  3 days, 
whereas  the  shorter  acting  compounds  have 
a half-life  of  20  hours."  Analysis  for  bar- 
biturates is  greatly  simplified  if  an  ultra- 
violet spectrophotometer  is  used.  However, 
with  the  great  influx  of  new  drugs  on  the 
market  and  the  frequency  with  which  mul- 
tiple barbiturate  compounds  are  being  used, 
this  method  alone  is  frequently  not  suffi- 
cient; it  often  becomes  a difficult  laboratory 
procedure  to  separate  and  identify  each 
barbiturate  present. 

Carbon  Monoxide 

Carbon  monoxide  is  one  of  the  most  com- 
mon poisons  causing  death  on  a nation  wide 
scale.  This  is  true  in  spite  of  the  substitu- 
tion of  natural  gas  for  illuminating  gas  in 


most  areas.  Natural  gas  contains  no  carbon 
monoxide  and  is  an  extremely  rare  cause  of 
death.  However,  when  any  carbonaceous 
fuel  burns  with  an  insufficient  supply  of 
oxygen,  which  may  be  caused  by  dirty  jets 
in  any  form,  in  automobile  exhaust  fumes, 
and  by  conflagrations,  carbon  monoxide  in 
large  quantities  may  be  released.  The  ef- 
fect of  this  carbon  monoxide  is  dependent 
upon  two  major  factors:  The  concentration 
of  carbon  monoxide  in  the  atmosphere  and 
the  interval  of  time  to  which  the  person  is 
exposed  to  this  atmosphere.  These  factors 
are  illustrated  in  table  2. 

Table  2 


0.01%  No  effect  in  4 hours 

0.06-0.07%  Early  symptoms  in  1 hour 

0.10%  Dangerous  to  life  in  1 hour 


It  is  also  important  to  emphasize  that 
carboxyhemoglobin  is  very  stable,  yet  the 
breathing  of  uncontaminated  atmosphere 
will  alter  the  carboxyhemoglobin  in  the 
blood  from  a level  of  about  30%  saturation 
to  OH  in  3 to  4 hours.  If  oxygen  therapy  is 
used  this  time  can  be  shortened  to  one  hour, 
and  if  oxygen  plus  carbon  dioxide  is  used, 
this  time  can  be  shortened  to  30  minutes. 
These  facts  dictate  that  if  carbon  monoxide 
poisoning  is  suspected  a blood  sample  must 
be  collected  immediately  prior  to  therapy  if 
carboxyhemoglobin  is  to  be  demonstrated. 
Carbon  monoxide  may  produce  death  even 
after  all  carboxyhemoglobin  has  been  re- 
moved from  the  system.  The  mechanism 
for  such  death  is  associated  with  heart  fail- 
ure due  to  a weakened  myocardium  or 
pneumonia  secondary  to  prolonged  coma. 

Summary 

As  society  becomes  more  complex,  and  as 
medicine  increases  in  scope,  and  as  more 
industry  moves  to  this  state,  the  physician 
will  be  called  upon  more  and  more  to  be- 
come aware  of  toxic  substances.  Such  areas 
as  new  tranquilizers,  new  insecticides,  and 
the  increasing  problem  of  air  polution  will 
foster  new  diseases.  But  the  common  poi- 
sons are  still  with  us  and  every  physician 
should  acquaint  himself  with  their  signs, 
symptoms,  diagnoses  and  prompt  therapy. 
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Information  . . . Neonatal  Jaundice 

(Continued  from  page  328) 
fusion  should  be  “compatible.”  The  best  criterion 
of  compatibility  is  that  the  donor  red  cells  are  not 
agglutinated  by  maternal  serum  even  when  the 
indirect  Coombs’  test  is  used  for  detection  of  pos- 
sible incompatibility." 

7.  In  cases  of  erythroblastosis  fetalis,  it  is  easier 
to  prevent  severe  jaundice  and  hyperbilirubinemia 
by  early  exchange  transfusion  than  to  reduce  hy- 
perbilirubinemia by  later  treatment.  A single 
exchange  transfusion  done  in  the  first  few  hours 
of  life  may  be  more  effective  than  several  late  ex- 
change transfusions.  Thus,  the  possible  need  for 
exchange  transfusions  should  be  assessed  early  in 
neonatal  life  by  routine  search  for  early  jaundice. 
It  is  essential  to  be  prepared  in  advance  by  pre- 
natal Rh  typing,  and  Rh  antibody  screening  tests, 
for  cases  of  erythroblastosis  fetalis  caused  by  Rh 
incompatibility. 

8.  Jaundice  must  be  looked  for  with  the  aid  of 
white  light  (daylight  or  white  fluorescent  light)." 
Yellowish  light  is  of  no  value  in  the  detection  of 
early  jaundice.  One  might  expect  that  yellow 
light  would  accentuate  jaundice,  but  actually  it 
causes  jaundice  to  be  invisible.  Ordinary  incan- 
descent lamps,  in  contrast  to  ordinary  fluorescent 
lamps,  produce  a yellowish  light  that  is  very 
poorly  adapted  to  the  detection  of  early  jaundice. 
(It  is  pink  light  that  makes  the  skin  look  yellow.) 

9.  Kernicterus  should  be  avoided  by  early  search 
for  jaundice  in  the  neonatal  period,  measurement 
of  serum  bilirubin  when  jaundice  seems  excessive 
for  the  age  of  the  baby,  and  exchange  transfusion 
(or  repeat  exchange  transfusion)  of  compatible 
blood  when  the  bilirubin  concentration  in  the 
serum  threatens  seriously  to  approach  levels  con- 
sidered dangerous.  By  such  a program,  cases  of 
erythroblastosis  fetalis  caused  by  ABO  incompati- 
bility, or  E,  c,  K,  and  other  blood-group  incom- 
patibilities, as  well  as  unusual  jaundice  from  other 
causes,  will  be  detected  and  properly  managed. 
It  should  be  remembered  that  skin  jaundice  is 
frequently  not  consistent  with  the  concentration 
of  bilirubin  in  the  serum.  Bilirubin  should  be 
measured  in  all  cases  where  there  is  doubt. 

10.  Standardization  of  procedure  for  bilirubin 
measurement  is  essential,*  and  search  for  other 


criteria  for  assessing  the  risk  of  kernicterus  should 
be  continued.  Assessment  of  the  risk  of  kernic- 
terus must  be  based  not  only  on  bilirubin  concen- 
trations in  the  serum  but  on  frequent  and  careful 
clinical  evaluation  of  the  patient,  including  neuro- 
logic status.  One  should  not  wait  for  signs  of 
brain  damage  before  doing  exchange  transfusion, 
but  exchange  transfusion  should  not  be  withheld 
from  a baby  with  signs  of  kernicterus.'  The  risk 
of  exchange  transfusion  itself,  though  almost 
negligible  when  done  by  experts,  should  be  kept 
in  mind.  Unfortunately,  20  mg.  per  100  ml.  is  not 
a magic  number,  since  the  critical  concentration 
of  serum  bilirubin  varies  from  baby  to  baby,  due 
to  variables  most  of  which  are  unknown. 
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Baptist  Memorial  Hospital* 

Whipples  Disease 

This  59  year  old  man  had  only  a single 
24  hour  admission. 

Around  1930,  the  patient  was  told  that  he  had 
mild  thyroid  deficiency  and  was  given  1 gr.  thy- 
roid daily.  A goiter  had  never  been  noted.  About 
1954,  he  was  suddenly  seized  in  the  middle  of  the 
night  with  pain  in  his  right  wrist  and  swelling  in 
the  right  wrist  and  elbow.  This  apparently  per- 
sisted for  several  months  and  then  gradually  im- 
proved. He  weighed  232  pounds  but  reduced 
himself  to  168  pounds.  In  1956,  he  experienced 
some  low  back  discomfort,  with  occasional  ach- 
ing pains  in  both  ankles  and  knees  but  no  joint 
swelling.  At  this  time  he  apparently  took  tri- 
amcinalone  12  mg.  a day,  Bufferin,  and  chloro- 
thiazide. The  edema  increased,  and  he  changed 
to  other  corticosteroids.  His  physicians  attempted 
many  times  to  slowly  wean  him  from  these  agents 
but  were  prevented  from  doing  so  by  a recurrent 
fever  and  profound  weakness.  Steroids  were  al- 
ways reinstituted.  Neostigmine  had  not  helped 
the  muscle  weakness  nor  had  his  arthritis  been 
aided  by  ehloroquine.  In  1958,  steroid  with- 
drawals were  attempted  again,  and  the  previously 
described  syndrome  was  relieved  by  injection  of 
ACTH.  A diagnostic  study  at  that  time  showed 
normal  skull  films,  a FBS  of  106  mg.%,  and  serum 
cholesterol  of  120  mg.%.  Complete  blood  counts 
and  serologic  tests  were  normal.  However,  the 
Wintrobe  sedimentation  rate  was  38  mm.  per  hr., 
and  his  total  eosinophil  count  was  212.  Visual 
fields  were  intact.  He  was  maintained  for  the 
next  two  years  on  prednisone  and  hydrochloro- 
thiazide. Mercuhydrin  was  occasionally  neces- 
sary. When  seen  in  the  Mayo  Clinic  in  March 
1960,  blood  pressure  was  110/58  and  pulse  88.  He 
was  described  as  pale  with  moderate  puffiness  of 
the  eyelids  and  face.  There  was  grade  II  edema 
of  the  lower  extremities.  Pubic  and  axillary  hair 
were  fairly  adequate.  The  testes  felt  normal.  A 
few  coarse  rales  were  heard  at  the  lung  bases. 
The  chest  was  barrel-shaped.  Neither  the  liver 
nor  spleen  were  palpable.  Prostate  was  enlarged, 
and  there  was  a small  spermatocele. 

Laboratory  Studies.  Urinalysis:  normal  with 
sp.  gr.  1,018;  Hgb.  10:5  Gm.;  WBC.  13,000:  BUN. 
63  mg.%;  C02  16.7,  chlorides  96,  sodium  135  and 
potassium  3.4  mEq/L.  Blood  uric  acid  was  5.3 
mg.%  and  “true”  blood  sugar  44  mg.%,  PBI.  was 
4.5  mcg.%.  X-ray  films  of  the  chest  and  skull 
were  normal.  A 24  hr.  urine  specimen  contained 
1.0  mg.  of  17-ketosteroids  and  0.49  mg.  of  corti- 
costeroids/24 hrs.  (on  40  mg.  prednisone).  Pi- 
tuitary gonadotropins  were  5 rat  units  (normal 
4-16  rat  units) . 

*From  the  Department  of  Pathology,  Baptist 
Memorial  Hospital,  Memphis,  Tenn. 


On  the  day  of  admission  to  Mayo  Clinic  the 
patient  had  eight  loose  stools.  The  following  day 
a profound  circulatory  collapse  was  noted  with 
temperature  of  102°  and  a slow  pulse.  He  denied 
having  missed  a dose  of  corticosteroids,  and  there 
was  no  essential  change  in  his  electrolytes.  The 
chest  films  showed  bilateral  hilar  congestion.  He 
received  hydrocortisone  and  antibiotics  and  im- 
proved. After  this  catastrophic  occurrence,  he 
continued  to  have  weakness  and  diarrhea.  Corti- 
sone 200  mg.  was  administered  parenterally  and 
gradually  decreased  to  90  mg.  daily. 

Additional  laboratory  data  included  a serum 
carotene  of  26  I.U.,  B.S.P.  of  10%,  normal  bili- 
rubin and  negative  blood  cultures.  Serum  elec- 
trophoresis revealed  albumin  1.72  Gm.,  alpha  1 
and  beta  globulin  1.33  Gm.,  alpha  2 globulin  1.06 
Gm.,  and  gamma  globulin  0.58  Gm.  Total  protein 
was  4.69  Gm.%,  serum  calcium  8 mg.%.  Urinary 
porphyrin  studies  were  negative.  Glucose  (true) 
tolerance  test-fasting  35  mg.,  1 hr.  85  mg.,  2 hrs. 
92  mg.%,  3 hrs.  105  mg.%.  Sed  rate  was  always 
elevated.  The  BUN.  rose  in  his  state  of  collapse 
to  80  mg.%  and  then  fell  to  40  mg.%.  Serum 
potassium  ranged  between  4 and  5 mEq/L.  X- 
rays  revealed  hypertrophic  changes  of  the  4th 
and  5th  lumbar  vertebrae  and  calcification  of  the 
aorta.  L.  E.  tests  were  negative.  Electromyo- 
graphic studies  were  consistent  with  mild  pe- 
ripheral neuropathy.  Steatorrhea  was  not  present. 
A muscle  biopsy  showed  scattered  degenerative 
fibers.  There  was  no  inflammatory  process  in 
nerves,  and  blood  vessels  were  normal.  There 
were  pale,  vacuolated  cells  in  interstitial  tissues 
resembling  atrophic  fat.  Diagnosis:  degeneration 
of  muscle,  nonspecific  and  mild. 

After  2 weeks  the  patient  returned  to  his  pri- 
vate physician  on  19  mg.  cortisone  i.m.  daily,  a 
2 Gm.  sodium  diet,  and  potassium  triplex. 

The  patient  did  very  well  for  almost  a year 
though  for  several  months  before  admission  he 
noted  increasing  and  persisting  diarrhea.  When 
seen  at  3 a.m.  on  the  day  of  admission,  he  had 
abdominal  pain,  tachypnea  and  blood  pressure  of 
85/50.  The  lungs  were  clear,  and  there  were 
hyperactive  bowel  sounds.  EKG.  was  essentially 
unchanged  with  low  voltage.  At  the  time,  he 
was  on  100  mg.  b.i.d.  of  cortisone  acetate. 

Laboratory  data  disclosed  an  hematocrit  of  33, 
Hgb.  9.5  and  WBC.  21,800,  95  segs,  1 eosinophil, 
4 lymphs;  platelets  were  numerous.  Electrolytes 
showed  sodium  137,  potassium  3.9,  and  chlorides 
112  mEq/L.  Urinalysis  showed  1 plus  protein, 
2-3  coarsely  granular  and  1-2  finely  granular  casts 
and  8-10  white  cells/hpf.  Fasting  blood  sugar 
was  100  mg.%;  stool  specimen  was  benzidine  posi- 
tive. Chest  films  showed  a patchy  increase  in 
markings  at  the  bases.  Heart  was  slightly  en- 
larged. No  extra  luminal  gas  was  noted  on  a 
KUB.  The  patient’s  respirations  remained  rapid 
despite  a negative  chest  examination.  About  24 
hours  after  admission  he  became  cyanotic,  im- 
proved, then  suddenly  expired. 

DR.  CHARLES  L.  NEELY:  There  are  sev- 
eral denials  in  the  protocol  that  should  be 
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clarified.  An  L.  E.  preparation  was  per- 
formed at  Mayo  Clinic  by  the  clot  method 
and  was  reported  as  negative  during  the 
time  when  the  patient  was  receiving  large 
doses  of  steroids.  The  protein  bound  iodine 
test  was  repeated  after  the  patient  had 
stopped  taking  thyroid  for  two  weeks  and 
the  repeat  determination  was  4.4  mcg.%. 
The  normal  values  for  serum  carotene  vary 
a great  deal  over  the  country,  and  I do  not 
know  the  normal  value  at  the  Mayo  Clinic. 
However,  most  clinics  report  a low  normal 
value  of  50  I.U.,  and  the  patient’s  level  of 
26  I.U.  is  probably  well  below  the  normal 
level.  Dr.  Kimmel,  would  you  review  the 
x-rays  for  us? 

DR.  FRANK  KIMMEL:  A chest  x-ray  on 
March  4,  1961  revealed  patchy  areas  of 
density  in  each  lung  field  consistent  with 
an  interstitial  pneumonitis  or  areas  of  pul- 
monary infiltration.  There  is  no  air  under 
the  diaphragm  and  the  heart  size  is  at  the 
upper  limits  of  normal.  An  x-ray  of  the 
abdomen  reveals  a scattered  amount  of  gas 
in  the  small  bowel  and  colon  without  areas 
of  significant  distention.  No  barium  exami- 
nations are  available. 

DR.  NEELY:  Do  you  see  anything  in  the 
films  to  suggest  an  inflammatory  or  neo- 
plastic process  that  could  be  associated  with 
malabsorption? 

DR.  KIMMEL:  No. 

DR.  NEELY:  This  case  will  be  discussed 
by  Dr.  Glenn  M.  Clark,  associate  professor 
of  Medicine  at  the  University  of  Tennessee 
and  head  of  the  Division  of  Rheumatology. 

DR.  GLENN  M.  CLARK:  In  discussing 
this  case,  I will  begin  with  a vignette  of  the 
man’s  history  and  will  elaborate  on  the  lab- 
oratory determinations  and  his  subsequent 
course.  This  patient  had  arthritis  for  sev- 
eral years  before  the  onset  of  his  acute  ill- 
ness. The  arthritis,  if  we  can  believe  subse- 
quent examinations,  was  nondeforming  but 
was  apparently  severe  enough  for  his  phy- 
sician to  initiate  steroid  therapy  and  con- 
tinue it  for  several  years.  The  patient,  a 
middle-aged  white  man,  subsequently  de- 
veloped relapsing  fever,  shock,  signs  of  col- 
lapse, and  in  addition,  at  least  two  episodes 
of  severe  diarrhea.  The  discussion  of  joint 
disease  will  be  influenced  by  the  fact  that 
this  man  was  on  high  doses  of  steroids,  and 
it  is  well  known  that  when  steroids  are 


withdrawn  patients  may  experience  diar- 
rhea, and  in  certain  cases,  fever  and  col- 
lapse. So  we  have  to  decide  whether  these 
features  are  due  to  steroid  intoxication  and 
withdrawal  or  whether  they  are  part  of  the 
patient’s  illness  itself.  Now  to  remove  non- 
pertinent features,  I would  like  to  consider 
the  possibility  of  an  endocrine  abnormality. 
It  is  stated  that  the  patient  had  hypothy- 
roidism and  was  put  on  thyroid  medication 
that  was  continued  for  years.  In  addition, 
he  has  possible  adrenal  insufficiency  with 
shock  and  fever  associated  with  the  with- 
drawal of  steroids.  The  gonadotrophin 
studies  were  normal,  and  we  can  be  certain 
he  did  not  have  Addison’s  disease  because 
in  the  face  of  a relapse  he  responded  satis- 
factorily to  ACTH.  I believe  the  only  en- 
docrine abnormality  can  be  explained  on 
the  basis  of  the  steroid  ingestion.  The  sec- 
ond thing  to  consider  is  one  of  the  wide 
spectrum  of  collagen  diseases.  The  first 
thing  to  consider  is  rheumatoid  arthritis, 
and  anyone  who  does  not  show  objective 
joint  deformities  after  six  years  does  not 
have  rheumatoid  arthritis.  The  second  pos- 
sibility is  that  of  disseminated  lupus  ery- 
thematosus as  the  patient  showed  signs  of 
polyserositis,  had  evidence  of  renal  damage, 
and  an  arthritis  that  was  suppressed  by 
steroids;  in  addition,  he  had  relapses  with 
fever  and  G.I.  symptoms  when  the  steroids 
were  withdrawn.  However,  some  of  the 
subsequent  laboratory  procedures  will  rule 
out  the  possibility  of  disseminated  lupus. 
Polyarteritis  is  always  to  be  considered  in 
a patient  who  has  a vague  febrile  course. 
However,  I have  never  seen  a patient  with 
polyarteritis  present  with  real  arthritis. 
They  have  arthralgias  and  muscle  pains, 
and  they  get  pains  that  are  described  by  the 
patient  as  being  arthritis.  However,  I have 
never  seen  a patient  with  a tentative  diag- 
nosis of  rheumatoid  arthritis  prove  to  have 
polyarteritis  unless  it  is  the  type  of  poly- 
arteritis described  as  the  malignant  rheu- 
matoid disease  often  associated  with  steroid 
therapy. 

Next  we  come  to  disorders  somewhat 
more  difficult  to  evaluate.  Scleroderma  is 
a disease  that  can  cause  facial  swelling,  dis- 
turbances in  the  gastrointestinal  tract,  and 
diarrhea.  It  can  certainly  produce  kidney 
damage  and  pulmonary  infiltrates.  How- 
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ever,  it  would  seem  that  after  six  years  the 
patient  would  have  developed  peripheral 
signs  that  would  support  the  diagnosis  of 
scleroderma.  Next,  we  come  to  dermato- 
myositis.  The  patient’s  severe  muscle  weak- 
ness, his  relapsing  course  and  fever,  and 
the  fact  that  he  responded  to  steroids  sug- 
gest this  disorder.  However,  this  patient 
never  had  a rash  or  exquisite  muscle  ten- 
derness which  makes  this  diagnosis  un- 
likely. So,  I will  say  that  after  considera- 
tion of  the  common  so-called  collagen 
disorders,  none  of  them  seem  to  take  the 
pattern  of  what  happened  to  this  patient. 
So  after  ruling  out  these  disorders,  I think 
we  should  look  at  the  rest  of  the  protocol 
to  see  if  there  is  something  of  a more  spe- 
cific nature.  The  serum  carotene  level  of 
25  units  is  certainly  indicative  of  a mal- 
absorption syndrome,  and,  incidentally,  this 
low  figure  virtually  rules  out  hypothyroid- 
ism. The  patient  had  a calcium  of  8 mg.%, 
a flat  glucose  tolerance  curve,  and,  in  addi- 
tion, responded  better  to  intramuscular  than 
to  oral  steroid  therapy.  He  apparently  re- 
sponded better  to  oral  hydrocortisone  than 
he  did  to  the  newer  steroid  derivatives,  a 
phenomenon  seen  in  the  malabsorption  syn- 
drome state  probably  related  to  the  fact 
that  hydrocortisone  is  more  easily  absorbed 
than  the  newer  derivatives.  I am  going  to 
take  the  position  that  this  patient  does  have 
a malabsorption  syndrome;  in  addition,  he 
has  had  antecedent  arthritis  and  has  devel- 
oped fever  and  relapsing  diarrhea  that  have 
responded  to  steroid  therapy. 

What  are  the  causes  of  malabsorption 
syndrome  that  should  now  be  considered? 
Scleroderma  should  be  considered  but  has 
already  been  ruled  out.  The  most  common 
disorder  that  may  produce  this  symptom 
complex  is  ulcerative  colitis.  Arthritis 
can  certainly  accompany  ulcerative  colitis. 
However,  it  is  unusual  for  it  to  precede  the 
diarrhea  by  a period  of  years.  Another  dis- 
order to  be  considered  is  regional  enteritis, 
a disease  which  can  also  cause  diarrhea  and 
arthritis.  However,  this,  too,  would  be  un- 
likely to  have  been  preceded  by  the  arthritis 
by  a period  of  years.  The  students  from 
my  service  keep  reminding  me  of  the  pos- 
sibility of  a carcinoid  syndrome.  There  has 
been  a recent  article  in  the  New  England 
Journal  of  Medicine  in  which  a carcinoid 


tumor  had  produced  tremendous  involve- 
ment of  the  gastrointestinal  tract  sufficient 
to  produce  a malabsorption  syndrome.  This 
patient  also  had  involvement  of  the  heart, 
renal  failure,  and  a relapsing  diarrhea 
However,  I do  not  consider  this  a likely 
diagnosis  because  the  patient  responded 
well  to  steroid  therapy,  and,  although  he 
had  bouts  of  hypotension,  there  was  no  as- 
sociated flushing,  lower  quadrant  pain,  or 
other  stigmata  of  the  carcinoid  syndrome. 
Now  we  come  again  to  our  vignette  and  re- 
call that  this  59  year  old  man  had  arthritis 
followed  years  later  by  diarrhea  and  relaps- 
ing fever.  In  addition,  he  had  evidence  of 
polyserositis  and  weight  loss,  findings  that 
favor  the  two  major  causes  of  malabsorp- 
tion syndrome.  The  thing  we  might  con- 
sider first  is  sprue.  The  patient  did  have 
an  anemia,  although  we  cannot  be  certain 
whether  it  was  a macrocytic  anemia,  and 
he  did  have  a peripheral  neuritis.  However, 
arthritis  is  not  a prominent  feature  of  sprue, 
and  I do  not  believe  we  would  be  asked  to 
make  the  diagnosis  of  sprue  without  a 
more  definite  knowledge  of  the  patient’s 
peripheral  blood  status.  So  we  come  now 
to  what  seems  to  be  the  only  logical  diag- 
nosis in  this  case,  Whipple’s  disease.  Whip- 
ple’s disease  causes  arthritis  which  may 
antedate  the  bouts  of  diarrhea  and  fever, 
and  it  occurs  commonly  in  middle-aged 
males.  It  produces  muscle  wasting  and  re- 
sponds dramatically  to  steroid  therapy.  It 
may  also  produce  signs  of  tissue  inflamma- 
tion in  the  lungs  and  sometimes  in  the  heart 
and  kidneys.  The  features  of  this  patient’s 
clinical  picture  not  adequately  explained  by 
Whipple’s  disease  were  probably  caused  by 
the  steroid  intoxication,  and  the  patient’s 
death  was  probably  related  more  to  steroid 
intoxication  than  to  the  Whipple’s  disease 
itself. 

DR.  NEELY:  We  want  to  thank  Dr.  Clark 
for  a very  excellent  discussion,  and  I would 
like  to  ask  why  this  man  did  not  have  more 
severe  osteoporosis  after  such  large  doses 
of  corticosteroids  for  six  years. 

DR.  CLARK:  The  answer  to  why  this  pa- 
tient did  not  develop  osteoporosis  is  not 
easy,  but  I can  relate  some  factors  that  may 
have  prevented  its  development.  First,  the 
patient  was  a male  and  they  are  less  likely 
to  develop  osteoporosis  than  females.  Sec- 
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ondly,  this  patient  was  active  and  working 
throughout  the  course  of  most  of  his  illness. 
Thirdly,  he  did  not  have  rheumatoid  ar- 
thritis. It’s  my  personal  opinion  that  peo- 
ple with  diseases  other  than  rheumatoid 
arthritis  are  less  likely  to  become  intoxi- 
cated with  steroids.  Finally,  I would  like 
to  say  that  for  some  reason  people  who  ap- 
parently have  identical  diseases  and  are  in 
other  ways  identical,  show  marked  variabil- 
ity in  their  response  to  steroid  therapy. 

DR.  NEELY:  Does  anyone  want  to  sug- 
gest other  diagnostic  possibilities  or  make 
any  comments  on  this  case?  If  not,  will 
Dr.  Strickland  present  the  pathologic  find- 
ings? 

DR.  CHARLES  E.  STRICKLAND:  The 
body  was  that  of  a well-developed,  well- 
nourished  individual  who  had  no  increase 
in  skin  pigmentation  and  no  peripheral 
lymphadenopathy.  Pitting  edema  was  pres- 
ent in  the  legs  and  over  the  dependent  por- 
tions of  the  body,  and  there  was  an  increase 
in  fat  over  the  trunk.  The  abdomen  was 
distended.  An  extensive  polyserositis  was 
evident  throughout,  and  there  were  exten- 
sive fibrotic  pleural,  pericardial,  and  peri- 
toneal adhesions.  The  serosal  reaction  was 
primarily  one  of  fibroblastic  proliferation  in 
which  there  were  intermingled  large  num- 
bers of  macrophages  that  had  either  a deli- 
cate reticulated  or  a vaculated  cytoplasm. 
A few  large  macrophages  were  scattered 
through  the  interstitial  areas  of  the  lung, 
and  in  many  of  the  smaller  pulmonary  ar- 
teries and  arterioles  there  were  recent  bone 
marrow  emboli.  (Fig  1.)  The  heart  weighed 
620  grams,  and  there  was  a generalized  hy- 
pertrophy of  both  the  auricular  and  ventri- 
cular myocardium.  Large  numbers  of  macro- 
phages were  scattered  throughout  the  sub- 
epicardial, interstitial  and  subendocardial 
portions  of  the  heart.  A diffuse,  irregular 
induration  was  present  in  the  mesenteric 
fat  which  was  increased  in  amount.  The 
small  bowel  was  slightly  thickened,  and 
there  was  a slight  yellowish  discoloration 
to  the  thickened  small  bowel  mucosa.  A 
few  areas  of  superficial  ulceration  were 
found  in  both  the  small  and  large  bowel. 
Microscopic  sections  of  the  ileum  revealed 
the  typical  club-shaped  distortion  of  the 
villi  produced  by  the  prominent  prolifera- 
tion within  the  lamina  propria  of  large 


Fig.  1.  A recent  bone  marrow  embolus  charac- 
teristic of  those  found  in  many  sections  of  the 
lungs. 


macrophages  which  give  a positive  PAS 
staining  reaction.  (Fig.  2.)  Similar  macro- 
phages were  found  throughout  the  entire 
gastrointestinal  tract.  However,  in  the 


Fig.  2.  A section  of  ileum  in  which  the  villi  are 
distended  by  macrophages  containing  material 
that  is  Schiff  positive. 
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esophagus  they  were  primarily  in  the  peri- 
esophageal soft  tissue  and  in  the  stomach 
they  were  primarily  in  the  areas  of  serosal 
thickening.  The  thryoid  was  firmly  adher- 
ent to  the  overlying  sternothyroid  muscles, 
which  were  relatively  pale.  Microscopic 
sections  of  the  thyroid  revealed  a normal 
architectural  pattern.  However,  in  adjacent 
skeletal  muscle  there  was  extensive  macro- 
phage infiltration  of  the  muscle  without  sig- 
nificant associated  inflammatory  or  degener- 
ative tissue  response.  The  adrenals  were 
one-third  normal  size  and  showed  a gen- 
eralized cortical  atrophy  involving  princi- 
pally the  inner  cortical  zones. 

There  are  two  unusual  features  in  this 
case  which  bear  further  emphasis.  The 
mesenteric  lymph  nodes  were  not  large  and 
cystic  but  were  quite  small  and  difficult  to 
find,  a distinct  contrast  to  the  typical  case 
of  Whipple’s  disease.  This  generalized 
lymphoid  hypoplasia  is  probably  a reflec- 
tion of  the  prolonged  period  of  steroid  ther- 
apy. The  source  of  the  bone  marrow  em- 
boli, which  in  this  case  may  have  been  the 
immediate  cause  of  death,  is  obscure. 

DR.  NEELY:  Dr.  Diggs  has  been  fasci- 
nated with  the  bone  marrow  emboli  that 
are  found  in  sickle  cell  disease. 

DR.  DIGGS:  There  isn’t  any  question 
about  the  occurrence  of  bone  marrow  em- 
boli in  sickle  cell  disease  as  we  have  seen 
spicules  of  bone  in  the  arterial  vessels  of 
the  lung.  Anatomically,  this  phenomenon 


can  be  explained  on  the  basis  of  occlusive 
vascular  phenomena  in  the  bone  marrow 
which  will  cause  necrosis  of  bone  marrow 
with  the  subsequent  production  of  sufficient 
pressure  in  the  closed  cavity  to  extrude  the 
partially  necrotized  bone  particles  into  the 
venous  channels  of  the  bone  marrow  and 
go  directly  to  the  lung.  A similar  mech- 
anism may  have  been  operative  in  this  case 
since  there  may  be  extensive  involvement 
of  the  bone  by  the  Whipple’s  disease. 

DR.  STRICKLAND:  The  principal  feature 
of  this  case  was  the  extensive  proliferation 
in  virtually  every  tissue  in  the  body  of 
large  numbers  of  macrophages  which  con- 
tain PAS  positive  material.  Seiracki  had 
demonstrated  a distinctive  sickle  cell  con- 
figuration of  some  of  the  discrete  particles 
within  the  cytoplasm  of  some  of  these  cells, 
a pathognomonic  feature  of  this  disorder. 
The  etiology  of  Whipple’s  disease  is  obscure. 
However,  the  most  logical  theory  so  far  pro- 
posed is  that  by  Seiracki,  who  considers  this 
disorder  to  be  a proliferation  of  a metaboli- 
cally  aberrant  strain  of  reticuloendothelial 
cell.  This  concept  would  put  Whipple’s  dis- 
ease in  the  category  of  reticuloendothelial 
storage  diseases. 
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BRITISH  LIKE  PRIVATE  MEDICINE 

BRITISH  NATIONAL  HEALTH  SERVICE  is 
going  “downhill  and  pretty  fast,”  according  to 
noted  British  journalist,  Colm  Brogan  . . . the 
number  of  people  in  private  plans  has  risen  1,000 
per  cent  . . . the  rise  is  so  fast  plans  are  almost 
overwhelmed.  . . . “Socialist  medicine  is  just  not 
good  enough.  People  want  personal  care.” 
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President  s Page 

Medicine  is  not  only  a major  subject  in  the  political  arena,  but 
the  art  and  science  of  medicine  is  receiving  a big  play  in  news- 
papers throughout  our  nation,  on  radio  and  over  television.  Good 
relations  between  physicians  and  newspapers  and  other  media 
reaching  large  segments  of  the  public  is  of  great  importance.  The 
accuracy  of  news  and  medical  science  information  is  dependent 
upon  the  relations  which  physicians  and  medial  societies  maintain 
with  the  press  and  other  media. 

Good  relations  with  the  communications  profession  is  a must  for 
every  physician  and  especially  every  county  medical  society.  This 
relationship  can  only  be  maintained  when  representatives  of  news- 
papers, radio  and  television,  and  members  of  the  medical  profession  mutually  agree  upon 
certain  responsibilities  involving  all  parties. 

When  cooperation  and  understanding  exists,  good  public  relations  in  the  form  of  ac- 
curate reporting  will  result.  When  these  factors  are  not  present,  we  often  receive  criti- 
cism for  our  system  of  medical  care,  thus  doing  an  injustice  to  the  public  as  well  as  dam- 
aging the  profession  and  individual  physicians. 

For  too  many  years,  releasing  medical  stories  to  the  press  resulted  in  condemnation 
of  physicians  as  unethical  practice.  To  clarify  this  matter,  the  section  of  the  medical  code 
of  ethics  dealing  with  the  relationship  of  the  physician  to  media  of  public  information  has 
been  revised.  The  Code  of  Ethics  now  stresses  that  it  is  the  responsibility  of  the  physician 
and  the  medical  society  to  see  that  accurate  information  reaches  the  public. 

In  Tennessee,  a “Guide  to  Cooperation”  for  physicians,  hospitals  and  news  media  is 
available  and  copies  can  be  obtained  through  TSMA  headquarters. 

Our  county  medical  societies  should  be  prepared  to  release  significant  news  and  infor- 
mation concerning  the  election  of  officers  within  the  society  and  the  naming  of  commit- 
tees. Appropriate  officers  of  the  medical  societies  should  notify  the  news  media  of  the 
dates  on  which  meetings  are  to  be  held.  When  scientific  reports  are  to  be  given  to  the 
public,  such  reports  should  be  cleared  to  insure  that  they  are  in  language  readily  under- 
stood. An  officer  of  the  society  should  be  available  to  answer  any  questions  a reporter 
may  have  relative  to  reports. 

It  is  recommended  that  a committee  should  be  appointed  by  the  medical  society, 
charged  with  the  function  of  interpreting  the  attitudes  of  the  society  and  medicine  to  the 
public  on  scientific  matters  which  it  deems  to  be  of  importance. 

The  entire  purpose  of  the  guide  is  to  promote  understanding  and  cooperative  action 
between  the  health  profession  and  those  who  report  medical  news.  All  of  us  might  re- 
examine the  approach  that  we  follow  relative  to  dealing  with  news  media,  whether  in- 
dividually or  of  the  medical  society  of  which  we  are  members.  These  are  momentous  days 
when  we  not  only  must  practice  the  best  possible  medicine,  but  to  also  seek  good  public 
acceptance.  The  medical  profession  as  a whole  is  under  the  gun  and  is  the  direct  target 
of  proposals  that  at  best  would  drive  deep  inroads  into  that  free  way  of  life  we  all  cher- 
ish. 
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PSYCHIATRIC  CONSEQUENCES 
OF  GASTRECTOMY 

Mental  disturbances  after  surgical  opera- 
tion are  fairly  frequent  and  in  most  cases 
short-lived.  Their  clinical  characteristics 
have  been  described  in  a number  of  papers 
as  postoperative  psychoses  and  they  are 
well  recognized  by  both  the  psychiatrist  and 
the  surgeon.  The  long-time  results  on  the 
psyche  of  surgery  are  less  well  understood. 
Since  most  patients  are  seen  postoperatively 
by  the  surgeon  and  not  the  psychiatrist, 
neurotic  disturbances  may  go  unrecognized. 
The  acute  postoperative  psychosis  is  classi- 
cal, but  unless  specific  questions  are  asked 
in  the  follow-up  interview  of  the  surgical 
patient,  neurotic  symptoms  of  even  a se- 
vere degree  may  be  missed. 

The  woman  who  dates  the  onset  of  her 
multitude  of  neurotic  symptoms  to  a hys- 
terectomy is  not  unusual  and  every  ortho- 
pedist dreads  surgery  for  back  pain  in  the 


emotionally  inadequate  patient,  since  the 
discomfort  in  the  back  may  actually  in- 
crease following  operation  in  such  indi- 
viduals. It  is,  therefore,  surprising  that 
adequate  study  of  the  patient’s  psyche  after 
gastrectomy  has  not  been  reported  until  re- 
cently. Whitlock,  in  the  British  Medical 
Journal,  describes  a group  of  patients  on  a 
psychiatric  ward  who  have  had  previous 
gastrectomy  for  peptic  ulcer.  In  this  small 
group  of  25  patients  over  50%  were  ad- 
mitted for  alcoholism  and  drug  addiction. 
Emotional  instability  is  a not  uncommon 
finding  in  the  patient  with  duodenal  ulcera- 
tion, and  all  of  these  patients  with  alco- 
holism and  drug  addiction  had  had  surgery 
for  duodenal  disease.  They  stated  that  they 
obtained  relief  of  the  dumping  syndrome  by 
using  alcohol  and  drugs.  Since  many  pa- 
tients learn  to  live  with  the  dumping  syn- 
drome without  reliance  on  drugs,  this  is 
certainly  not  an  adequate  explanation  of 
this  dependence. 

One  wonders  whether  organic  illness  has 
not  protected  many  of  these  persons  from 
a more  serious  underlying  breakdown,  and 
when  the  psychosomatic  disorder  is  treated 
successfully  the  breakdown  occurs.  No 
longer  having  the  ulcer,  drink  and  drugs 
are  the  only  methods  of  escape  left  to  the 
patient. 

The  physician  advising  the  patient  with 
a duodenal  ulcer,  therefore,  is  faced  with  a 
dilemma.  Whitlock  expresses  the  problem 
and  its  solution  well.  “Faced  by  a patient 
with  a duodenal  ulcer  who  is  known  to  be 
a moderate  drinker  and  who  has  had  a num- 
ber of  acute  complications  of  his  ulcer,  the 
surgeon  must  choose  whether  or  not  to  op- 
erate. If  he  does  not  do  so  he  may  endanger 
the  life  of  his  patient.  If  he  carries  out  a 
partial  gastrectomy  he  might  convert  a rea- 
sonably adjusted  individual  into  a chronic 
alcoholic,  incapable  of  work,  a burden  to 
himself  and  his  family  alike.  A warning 
about  the  possible  effects  of  drinking  after 
operation  should  be  given,  and  if  the  patient 
is  obviously  drinking  to  excess  he  should  be 
referred  for  psychiatric  help.  Undue  pre- 
occupation with  dumping  symptoms,  per- 
sistent loss  of  or  failure  to  regain  weight, 
and  repeated  requests  for  potentially  habit- 
forming drugs  should  all  be  regarded  as 
warning  signals  indicating  that  the  patient 
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might  be  heading  for  a breakdown  or  ad- 
diction.” 

Early  postoperative  recognition  of  certain 
symptoms  should  alert  the  surgeon  quickly 
to  obtain  help  from  his  psychiatric  col- 
leagues. 

A.  B.  S. 
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MEDICOLEGAL  FORMS 

This  comment  is  in  essence  a book  re- 
view. However,  the  timeliness  of  a publi- 
cation by  the  American  Medical  Association 
is  such  that  it  seems  the  Editor’s  duty  to 
bring  it  to  the  attention  of  the  members  of 
our  State  Association. 

The  title  of  the  50-page  book  is  Medico- 
legal Forms  with  Legal  Analysis,  published 
by  the  Law  Department  of  the  A.M.A. 
Never  in  the  history  of  this  country  has 
there  been  such  frequency  in  suits  pressed 
against  doctors  and  hospitals.  And  never  be- 
fore have  doctors  so  needed  to  anticipate 
possible  suit  and  hedge  their  thinking 
thereby.  Their  actions  not  infrequently 
have  needed  to  be  guided  not  so  much  by 
the  welfare  of  the  patient  but  rather  by  the 
potential  of  medicolegal  action.  Your  Edi- 
tor has  been  told  by  friends  that  in  certain 
areas  of  this  country  medical  care  may  not 
be  what  it  should  be  because  of  the  fear  of 
malpractice  suits. 

The  American  Medical  Association  has 
offered  advice  and  suggestions  relative  to 
medicolegal  matters  in  this  book.  Eighteen 
topics  are  discussed  with,  for  each  instance, 
one  or  more  legal  instruments  or  documents 
to  be  drawn  up  to  cover  certain  circum- 
stances of  practice.  The  first  half  dozen  or 
so  of  topics  deal  with  physician-patient  re- 
lationships, dealing  with  confidential  infor- 
mation, the  rights  of  privacy  and  items 
dealing  with  a physician’s  withdrawal  from 
a case  after  a contractural  relationship  has 
been  set  up  by  attendance  upon  the  patient. 
Also,  the  use  of  a substitute  physician 
comes  under  scrutiny.  Examples  are  given 
of  the  type  of  letter  to  be  written  to  cover 
these  circumstances. 

As  may  be  imagined  the  section  dealing 
with  treatment  occupies  a large  part  of  the 


discussion,  some  30  pages.  The  topics  in 
this  section  take  up  matters  of  liability  for 
unauthorized  treatment  which  includes  ex- 
tension of  an  operation  beyond  that  planned 
and  consented  to  by  the  patient  or  other 
responsible  person.  There  is  thorough  con- 
sideration of  what  is  implied  in  “informed 
consent”  beyond  the  usual  “consent  to  treat- 
ment.” Limitation  in  treatment,  and  treat- 
ment of  minors  and  incompetents  is  out- 
lined from  the  legal  viewpoint.  “Warran- 
ties as  to  the  results  of  treatment”  provides 
an  interesting  discussion  as  does  the  one  on 
“sterilization.”  In  the  section  on  treatment 
one-third  of  the  space  is  given  over  to  the 
legal  documents  to  be  used  in  anticipated 
operations  of  various  types,  consent  to  treat- 
ment, use  of  drugs  under  clinical  investiga- 
tion, consent  to  shock  and  radiation  therapy, 
the  use  of  diagnostic  procedures,  blood 
transfusions,  etc. 

Artificial  insemination  with  its  host  of 
possible  legal  complications,  as  well  as  au- 
topsies, are  included  in  the  discussions  of 
this  booklet.  The  consent  needed  and  re- 
strictions to  the  making  and  use  of  photo- 
graphs of  the  patient,  making  of  movies  of 
operations,  and,  television  of  operations  all 
have  important  legal  aspects. 

It  is  without  question  that  every  doctor 
in  Tennessee  has  at  some  time  been  guilty 
of  an  infraction  of  the  law  as  described  in 
“Medicolegal  Forms  With  Legal  Analysis.” 
This  is  said  not  with  the  implication  of  such 
action  representing  malfeasance,  and  more 
often  than  not  done  for  the  good  of  the  pa- 
tient in  the  judgment  of  the  attending  physi- 
cian. The  point  is  that  with  each  year  the 
doctor  is  becoming  less  secure  in  standing 
on  his  own  good  judgment  and  experience 
as  a result  of  the  pandemic  of  malpractice 
suits  in  this  country.  Tennessee  has  not 
been  caught  in  this  pandemic  as  have  the 
coastal  states,  both  Eastern  and  Western  or 
the  urban  centers  of  the  Middle-West.  But 
it  will  be  only  a matter  of  time  until  the 
sporadic  suits  of  today  become  epidemic. 

Wonderful  advice  is  available  to  members 
of  the  State  Association  at  the  cost  of  a 4- 
cent  stamp  and  the  time  it  takes  to  make  a 
request  to  the  A.M.A.  for  a copy  of  this 
book.  (It  is  available  to  hospitals  at  a nomi- 
nal cost.) 


R.  H.  K. 
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Special  Item 

Summary  of  I I Oth  AM  A Meeting 

Like  most  meetings  of  the  House  of  Dele- 
gates of  the  Tennessee  State  Medical  Asso- 
ciation, the  delegates  to  the  110th  annual 
meeting  of  the  American  Medical  Associa- 
tion, June  25-30,  1961,  at  New  York  City, 
set  a new  record  by  action  on  115  resolu- 
tions and  28  reports. 

This  growing  volume,  among  other  things, 
indicates  the  American  doctor’s  increasing 
concern  over  a variety  of  matters  revolving 
around  the  health  care  of  the  people  of  the 
United  States;  the  maintenance  of  quality 
care  while  shielding  the  public  against  the 
inherent  dangers  in  changing  the  control  of 
the  type  and  quality  of  care  from  the  indi- 
vidual physician  to  a bureaucracy. 

Principal  actions  at  the  AMA  meeting 
were  as  follows: 

• Dr.  George  M.  Fister  of  Ogden,  Utah, 
member  of  the  AMA  Board  of  Trustees  and 
previously  a member  of  the  House  of  Dele- 
gates, was  named  President-Elect  of  the  As- 
sociation. Doctor  Fister  will  become  Presi- 
dent at  the  June,  1962,  annual  meeting  in 
Chicago,  succeeding  Doctor  Leonard  W.  Lar- 
son of  Bismarck,  North  Dakota,  who  as- 
sumed office  at  the  Tuesday  night  inaugural 
ceremony  in  New  York. 

• The  AMA  1961  Distinguished  Service 
Award  was  voted  to  Doctor  Walter  H.  Judd 
of  Minneapolis,  physician  and  member  of 
Congress,  for  his  contributions  as  a medical 
missionary,  humanitarian  and  statesman  de- 
voted to  world  peace. 

• Osteopathy.  In  considering  a report  of 
the  Judicial  Council  and  three  resolutions 
on  the  subject  of  osteopathy,  the  House  of 
Delegates  agreed  with  the  intent  of  the  re- 
port and  resolutions. 

See  August  Journal,  pages  305-6. 

• Medical  Discipline.  In  a major  move 
designed  to  strengthen  the  profession’s  dis- 
ciplinary mechanisms,  the  House  approved 
the  conclusions  and  recommendations  of  the 
Medical  Disciplinary  Committee.  One  rec- 
ommendation suggests  that  “The  bylaws 
of  the  American  Medical  Association  be 
changed  to  confer  original  jurisdiction  on 
the  Association  to  suspend  or  revoke  the 
AMA  membership  of  a physician  guilty  of  a 
violation  of  the  Principles  of  Medical  Ethics 


or  the  ethical  policy  of  the  American  Medi- 
cal Association  regardless  of  whether  action 
has  been  taken  against  him  at  local  level.’’ 

For  complete  details,  see  pages  305-6,  Au- 
gust Journal. 

• Communications.  Action  upon  four 
resolutions  related  to  the  Association’s  pub- 
lic relations  program,  the  House  adopted  a 
substitute  resolution  directing  the  Speaker 
of  the  House  of  Delegates  to  name  seven 
elected  members  of  the  House  as  a special 
committee  “to  study  and  continually  advise 
the  Board  of  Trustees  on  the  broad  planning 
and  coordination  of  all  phases  of  communi- 
cations of  the  American  Medical  Associa- 
tion, so  that  the  public  and  the  members  of 
the  medical  profession  are  properly  and 
adequately  advised  of  the  policies  and  con- 
cern of  the  medical  profession  with  respect 
to  all  phases  of  medical  care  for  all  people.” 

• Surgical  Assistants.  In  considering  a 
Board  report  and  two  resolutions  on  the 
subject  of  surgical  assistants,  the  House  ap- 
proved a set  of  principles  which  provided 
that  . . . each  AMA  member  is  expected  to 
observe  the  Principles  of  Ethics;  that  doc- 
tors should  be  paid  for  services  personally 
rendered,  but  that  referral  alone  does  not 
constitute  compensable  service;  that  it  is 
ethical  for  a surgeon  to  employ  an  assistant 
for  a surgical  procedure;  and,  that  each 
physician  involved  in  a case  should  bill 
separately  (other  than  a regular,  employed 
assistant). 

The  use  of  an  employed  assistant,  whether 
he  is  the  referring  physician  or  on  a per 
case  or  full-time  basis,  must  not  be  used  as 
a subterfuge  to  split  fees  or  divide  insurance 
benefits,  the  report  said. 

• Other  Actions.  Opposition  to  allowing 
the  Food  and  Drug  Administration  to  deter- 
mine efficacy  as  well  as  safety  of  new  drugs. 
. . . Approval  of  the  creation  of  new  two- 
year  residency  training  programs  in  general 
practice.  Such  programs  will  provide  for 
more  experience  in  obstetrics  and  surgery. 
. . . Creation  of  a Commission  to  Coordinate 
the  Relationships  of  Medicine  and  Allied 
Health  Professions  and  Services.  . . . Adop- 
tion of  a report  calling  for  the  transition  of 
emphasis  from  Salk  vaccine  to  oral  polio- 
myelitis vaccine.  . . . Final  approval  of  a 
$20/year  dues  increase;  $10  on  January  1, 
1962,  and  $10  additional  on  January  1,  1963. 
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PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Memphis-Shelby  County  Medical  Society 

The  Society  met  on  June  6 at  the  Insti- 
tute of  Pathology.  The  House  of  Delegates 
meeting  followed  the  scientific  program. 

Dr.  J.  J.  McCaughan,  Jr.  spoke  on  the 
subject  “Recent  Trends  in  Treatment  of 
Bleeding  Peptic  Ulcer.”  Dr.  Ralph  F. 
Bowers  discussed  “Management  of  Bleed- 
ing Peptic  Ulcer.”  Both  physicians  are  on 
the  staff  of  Kennedy  Veterans  Hospital. 

Chattanooga-Hamilton  County 
Medical  Society 

Dr.  Edward  R.  Annis  of  Miami,  Florida,  a 
nationally  known  physician,  was  the  guest 
speaker  at  a buffet  supper  for  the  society 
on  August  8th  at  the  Fairyland  Club.  Dr. 
Annis  spoke  on  social  security  coverage  for 
medical  care  of  the  aged. 

Dr.  Augustus  McCravey,  President,  pre- 
sided. Dr.  Wm.  J.  Sheridan,  president-elect 
of  TSMA,  acted  as  toastmaster  and  intro- 
duced the  guest  speaker.  Physicians  of  the 
Chattanooga-Hamilton  County  Medical  So- 
ciety and  the  surrounding  area  including 
Georgia  and  Alabama  were  in  attendance. 
Approximately  500  physicians  and  their 
wives  heard  Dr.  Annis  speak. 

At  the  meeting  of  the  society  on  August 
1st,  held  in  the  Interstate  Building,  the  sci- 
entific program  presented  was  as  follows: 
“Bronchiectasis”  by  Dr.  L.  Spires  Whitaker; 
and  “Report  and  Presentation  of  Patient — 
Severe  Hand  Injury”  by  Dr.  Wm.  J.  Sheri- 
dan. 

Knoxville  Academy  of  Medicine 

The  Knoxville  Academy  of  Medicine  was 
host  at  a dinner  meeting  for  doctors,  their 
wives  and  representatives  from  the  public 
to  hear  Dr.  Edward  R.  Annis  of  Miami  who 
spoke  to  the  group  in  opposition  to  social- 
ized medicine.  The  meeting  was  conducted 
on  July  19th  at  the  C’est  Bon  Club. 

McMinn  County  Medical  Society 

The  annual  picnic  of  the  McMinn-Monroe 
County  Medical  Society  was  held  recently 
at  the  home  of  Dr.  J.  E.  Young  in  Sweet- 
water. A number  of  the  members  and  their 


wives  enjoyed  the  picnic  served  on  the 
lawn. 


NATIONAL  NEWS 


The  Month  in  Washington 
(From  the  Washington  Office  AMA) 

The  American  Medical  Association  cited 
more  than  50  reasons  why  the  vast  majority 
of  the  nation’s  physicians  believe  the  Ad- 
ministration’s medical  care  program  would 
be  “bad  medicine  for  the  people  of  this 
country.” 

The  AMA’s  objections  to  the  proposal 
were  spelled  out  in  a detailed,  91-page 
printed  statement  presented  to  the  House 
Ways  and  Means  Committee  by  Dr.  Leon- 
ard W.  Larson,  Bismarck,  N.  D.,  president 
of  the  AMA. 

The  committee  held  two  weeks  of  hear- 
ings (July  24-Aug.  5)  on  the  administration 
proposal  (H.R.  4222)  which  would  provide 
limited  hospitalization,  nursing  home  care 
and  outpatient  diagnostic  services  for  social 
security  recipients.  The  program  would  be 
financed  by  an  increase  in  payroll  taxes  on 
workers,  employers  and  the  self-employed. 

Dr.  Larson  declared  that  the  Administra- 
tion program  would  force  upon  Americans 
a system  of  health  care  in  which  the  quality 
of  medical  care  would  deteriorate,  in  which 
quality  would  become  secondary  to  cost. 

He  said  American  medicine  is  the  best  in 
the  world,  medical  education  unsurpassed 
and  the  qualifications  of  U.  S.  physicians 
unmatched. 

“Ours  is  a dynamic  system  of  health  care 
— and  it  works,”  he  said.  “The  very  fact 
that  we  now  have  I6V2  million  Americans 
65  years  of  age  and  older  proves  that  it 
works. 

“Yet,  this  same  system  of  medical  care  is 
now  under  attack.  At  a moment  when 
American  medicine  is  pre-eminent  through- 
out the  world,  it  is  proposed  that  we  adopt 
the  very  systems  under  which  one  Euro- 
pean nation  after  another  has  lost  its  for- 
mer leadership  in  medical  science. 

“The  staggering  costs  of  such  plans,  the 
administrative  problems  they  create — let 
these  considerations  be  secondary,”  he  said. 
“The  important  thing  is  to  see,  at  close 
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range,  the  disruption  of  the  doctor-patient 
relationship;  the  delays  in  admission  to  hos- 
pitals; the  time  wasted  in  the  over-crowded 
offices  of  doctors;  the  effect  of  the  program 
on  medical  research;  the  availability  of 
medical  facilities  and  personnel— in  other 
words,  medicine  in  action  on  a government- 
run,  assembly-line  basis.” 

Dr.  Larson  said  also: 

1.  Congress  is  being  asked  to  plunge  into 
a compulsory  government-operated  pro- 
gram of  health  care  for  certain  of  the  coun- 
try’s elderly  without  knowing  what  even 
the  first-year  cost  will  be — whether  $1  bil- 
lion or  $4  billion — and  without  any  clear 
idea  of  the  extent  of  the  problem  it  seeks  to 
solve. 

2.  The  bill  under  consideration  would 
give  a single  government  official  the  power 
to  “become  the  nation’s  czar  of  hospital 
care.” 

3.  Contrary  to  statements  of  supporters 
of  the  measure  that  physicians’  services  are 
not  included  in  the  program,  more  than 
50,000  doctors  would  be  directly  affected  by 
regulations  and  controls  exercised  by  gov- 
ernment over  operations  and  administration 
of  hospitals. 

4.  Enactment  of  the  program  would 
“lower  the  quality  of  medical  care  available 
to  the  older  people  of  the  United  States” 
because  “it  would  introduce  into  our  system 
of  freely  practiced  medicine  elements  of 
compulsion,  regulation  and  control”  by  gov- 
ernment. 

5.  The  Administration  proposal  is  un- 
necessary in  light  of  the  true  economic 
status  of  the  aged  and  because  of  the  spec- 
tacular rise  of  voluntary,  private  health  in- 
surance coupled  with  passage  by  Congress 
of  the  Kerr-Mills  Medical  Aid  for  the  Aged 
Law  last  year  and  the  existence  of  other 
public  and  private  programs  of  aid  to  the 
needy. 

6.  Health  care  at  the  expense  of  the  work- 
ing people  would  be  provided  for  millions 
who  are  financially  able  to  pay  for  their 
own  care. 

7.  The  legislation  “proposes  that  we  dis- 
trust the  brains  and  capacities  of  today’s 
Americans”  because  “it  suggests  that  the 
aged — as  an  entire  group— are  not  capable 
of  looking  after  their  own  affairs  and  pro- 
viding for  their  own  needs.” 


8.  Increasing  costs  of  the  program  could 
impose  such  a financial  strain  on  social  se- 
curity that  the  entire  system  could  be  jeop- 
ardized. 

9.  The  Administration’s  bill  is  just  as  ob- 
jectionable as  the  five  similar  health  care 
proposals  rejected  by  Congress  since  1942. 

10.  The  bill  would  violate  “American 
ideals  of  independence,  self-sufficiency  and 
personal  responsibility”  by  establishing  a 
system  in  which  medical  aid  would  be  pro- 
vided not  on  the  basis  of  need  but  on  the 
basis  of  age. 

Dr.  Larson  described  estimates  of  the  cost 
of  the  Administration  program  as  “confus- 
ing.” 

The  AMA  president  reminded  committee 
members  that  HEW  Secretary  Abraham 
Ribicoff  had  told  them  that  “a  closer  study” 
had  revealed  it  would  be  necessary  to  in- 
crease the  taxable  wage  base  from  the  pres- 
ent $4,800  to  $5,200,  rather  than  the  $5,000 
fixed  in  the  bill  when  it  was  introduced. 

He  also  pointed  out  that  HEW  originally 
had  said  nursing  home  services  during  the 
first  year  of  operation  of  the  Administration 
scheme  would  cost  $9  million. 

But  in  May,  Dr.  Larson  said,  HEW  offi- 
cials reported  the  figure  as  “unrealistically 
low”  and  lifted  it  to  “somewhere  between 
$25  million  and  $255  million.” 

“Obviously  this  estimate  is  something  less 
than  precise,”  Dr.  Larson  said. 

The  AMA  president  said  that  supporters 
of  the  Administration  proposal  have  built 
their  case  on  five  false  premises:  (1)  that 
the  sociological  problems  of  older  people 
can  be  solved  through  legislation;  (2)  that 
most,  if  not  all,  of  the  aged  are  in  poor 
health;  (3)  that  most,  if  not  all,  of  the  aged 
are  verging  on  bankruptcy;  (4)  that  the 
problem  of  the  aged  in  financing  their 
health  costs  will  get  worse  before  it  gets 
better,  and  (5)  that  voluntary  health  insur- 
ance and  prepayment  plans,  private  effort 
and  existing  law  will  not  do  the  job  that 
needs  doing. 

New  Medical  Licenses  Increased  in  I960 
Fewer  First  Licenses,  Smaller  Net  Gain 

In  1960,  for  the  ninth  consecutive  year, 
there  was  a slight  increase  in  the  number 
of  new  medical  licenses  issued  in  this  coun- 
try. During  the  year  approximately  16,211 
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physicians  were  registered,  compared  with 
16,068  in  1959. 

These  figures  were  released  in  the  annual 
report  of  the  Council  on  Medical  Education 
and  Hospitals  of  American  Hospital  Associ- 
ation. 

Of  the  16,211  who  received  new  licenses, 
8,030  physicians  received  their  first  licenses, 
a decline  of  239  from  the  8,269  issued  in 
1959. 

Since  about  3,700  physicians  died  last 
year,  there  was  a net  gain  of  4,330  in  the 
physician  population  in  1960.  This  was  a 
smaller  net  gain  than  the  4,769  physician 
increase  in  1959. 

During  1960,  California  issued  the  largest 
number  with  2,427.  New  York  issued  1,572 
while  more  than  500  were  registered  in  the 
following  states— Florida,  Illinois,  Michigan, 
New  Jersey,  Ohio,  Pennsylvania,  Texas  and 
Virginia. 

Only  3.3  per  cent  of  the  5,502  graduates 
of  approved  medical  schools  failed  to  pass 
the  1960  examinations.  Sixteen  approved 
medical  schools  in  the  United  States  and 
three  in  Canada  had  no  failures  among  their 
graduates. 

House  Ways  and  Means  Committee 
Hearings  Completed 

Hearings  on  H.R.  4222  have  been  com- 
pleted. It  is  highly  unlikely  that  there  will 
be  any  vote  on  the  proposal  this  year.  This 
does  not  mean  that  the  fight  is  over.  Pro- 
ponents of  H.R.  4222  for  social  security  cov- 
erage for  medical  care  of  the  aged  will  seek 
to  bring  election-year  pressure  upon  con- 
gressmen in  1962  to  get  them  to  back  the 
measure.  The  medical  profession  and  its 
allies  will  again  have  to  make  an  alert  all- 
out  effort  if  they  expect  to  win  in  the  next 
session  of  Congress. 

H.R.  10 — Tax  Exemption 

H.R.  10  which  would  grant  tax  exemption 
to  self-employed  persons  to  set  up  their  own 
pension  plans,  ran  into  stiff  opposition  dur- 
ing the  hearings  before  the  Senate  Finance 
Committee.  In  the  face  of  this  opposition, 
Representative  Eugene  Keogh  (D.,  N.Y.), 
chief  sponsor  of  the  bill  agreed  to  cut  in 
half  the  proposed  tax  deferrment  as  a com- 
promise to  gain  Senate  acceptance.  How- 
ever, Senator  Albert  Gore  of  Tennessee  con- 


tinued to  oppose  the  measure  as  one  granting 
a special  tax  privilege. 
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Licensing  Board  for  the  Healing  Arts 
Suspends  Licenses  of  Two  Doctors 

On  July  19th,  the  State  Licensing  Board 
for  the  Healing  Arts  suspended  the  licenses 
of  two  Tennessee  doctors  to  practice  medi- 
cine. 

Dr.  R.  H.  Hutcheson,  State  Commissioner 
of  Public  Health  and  Chairman  of  the 
Board,  said  the  licenses  of  Dr.  Billy  W. 
Douglas  of  Watertown,  and  Dr.  Herbert  G. 
Giddens,  Huntingdon  were  revoked.  Dr. 
Douglas’  license  was  suspended  for  six 
months  and  he  was  placed  on  probation  for 
five  years.  The  license  of  Dr.  Herbert  G. 
Giddens  was  suspended  for  30  days,  effec- 
tive last  August  1st. 

Both  doctors  were  charged  specifically 
with  “immoral,  unprofessional  or  dishonor- 
able conduct”  under  statutes  governing  the 
practice  of  medicine. 

Hawkins  County  Hospital  Opens 

The  Hawkins  County  Memorial  Hospital 
was  opened  to  patients  on  July  17th.  The 
million-dollar  structure  contains  53  beds 
and  will  have  an  active  staff  of  ten  physi- 
cians and  fourteen  courtesy  staff  members. 

TSMA  Auxiliary  Wins  Trophy  for 
Second  Consecutive  Year 

The  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  has  won  the 
Ethel  Gastineau  Trophy  for  the  second  con- 
secutive year.  This  is  the  highest  recogni- 
tion for  efforts  on  behalf  of  the  American 
Medical  Education  Foundation  that  can  be 
obtained.  The  trophy  is  awarded  annually 
to  the  state  doing  most  for  AMEF.  The 
presentation  is  made  on  a four  point  basis: 
(1)  the  greatest  per  capita  contribution  (2) 
the  largest  total  amount  given  (3)  the  great- 
est amount  of  increase  in  contributions  over 
the  previous  year  and  (4)  the  greatest  per- 
centage of  increase  over  last  year.  The 
Auxiliary  donated  $10,051.19  to  AMEF  in 
the  1960-61  year. 
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American  Board  of  Abdominal  Surgery 

A number  of  Tennessee  physicians  have 
been  interested  in  the  American  Board  of 
Abdominal  Surgery  and  numerous  ques- 
tions have  come  to  the  Association  concern- 
ing this  board. 

On  June  27,  1961,  the  Section  on  General 
Surgery  of  the  American  Medical  Associa- 
tion voted  and  adopted  to  sponsor  the 
American  Board  of  Abdominal  Surgery  to 
the  Advisory  Board  for  Medical  Specialties. 
Following  are  the  two  resolves  contained  in 
the  resolution  adopted: 

“Resolved,  That  the  Section  on  General 
Surgery  of  the  American  Medical  Associa- 
tion hereby  sponsor  the  American  Board  of 
Abdominal  Surgery  to  the  Advisory  Board 
for  Medical  Specialties,  and  be  it  further 

“Resolved,  That  the  officers  of  the  Section 
on  General  Surgery  are  hereby  instructed 
to  notify  the  American  Board  of  Abdominal 
Surgery,  in  writing,  of  such  sponsorship, 
and  further  instructed  to  render  all  possible 
assistance  to  the  American  Board  of  Ab- 
dominal Surgery  in  its  negotiations  for  ap- 
proval by  the  Advisory  Board  for  Medical 
Specialties  and  also  for  the  approval  by  the 
Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association.” 

South  Averages  Fewer  Illnesses 

The  Health  Insurance  Institute,  in  an 
analysis  from  the  data  from  the  U.  S.  Public 
Health  Service,  has  reported  that  on  the 
average  the  person  in  the  South  has  fewer 
acute  illnesses  than  the  residents  in  any 
other  region,  while  the  average  person  who 
lives  in  the  West  not  only  leads  in  such  con- 
ditions, but  suffers  more  restricted  activity 
and  bed  confinement  as  a result  of  them. 

Since  Tennessee  falls  into  the  southern 
region,  it  should  be  of  particular  interest  to 
Tennessee  physicians. 

On  a regional  basis,  the  Institute  said  the 
average  Southerner  had  1.9  acute  conditions 
per  year,  compared  to  2.1  conditions  per 
person  in  the  Midwest,  2.2  per  person  in  the 
Northeast,  and  2.5  per  person  in  the  West. 

Meharry  Medical  College 

The  federal  government  has  awarded  Me- 
harry Medical  College  $400,000  to  train  pa- 
thologists over  a five-year  period. 


Twelve  interns  will  be  selected  for  the 
program.  These  will  be  graduates  of  Me- 
harry and  other  medical  colleges  with  most 
of  them  to  be  from  Meharry.  Part  of  the 
funds  will  be  used  as  grants  to  the  interns, 
while  other  portions  of  the  fund  will  pay 
for  the  addition  of  three  professors  in  pa- 
thology and  purchase  supplies. 

In  terms  of  overall  benefits,  this  program 
will  provide  better  medical  service  to  the 
public. 

Vanderbilt  University  School  of  Medicine 

Vanderbilt  University  Hospital  has  an- 
nounced plans  for  a $400,000  addition  to  its 
clinical  Research  Center.  The  two-story 
addition,  to  be  constructed  atop  the  present 
southeast  wing  of  the  hospital,  will  contain 
supporting  laboratories  for  the  present  clin- 
ical physiology  labs.  The  supporting  lab- 
oratories will  be  used  for  continuing  and 
expanding  research  in  hematology,  endo- 
crinology, physical  chemistry,  cardiovascu- 
lar and  neurology  projects. 

* 

Grants  of  $35,860  have  been  awarded  for 
research  in  the  field  of  heart  and  related 
diseases.  The  Life  Insurance  Medical  Re- 
search Fund  has  announced  a grant  of 
$30,360  for  the  support  of  research  by  Dr. 
Howard  E.  Morgan  on  regulation  of  glucose 
phosphorylation  and  glycogenolysis  in  the 
heart  muscle.  A $5,500  grant  has  been 
awarded  to  support  research  by  Dr.  John  G. 
Coniglio  on  dietary  factors  influencing  the 
disposition  of  orally  administered  labeled 
cholesterol. 

* 

The  National  Foundation  has  announced 
two  grants  totaling  $95,248  for  the  Univer- 
sity’s Polio  and  Birth  defects  centers.  The 
funds  will  be  used  to  conduct  clinical  re- 
search to  improve  severely  involved  polio 
patients  including  respiratory  paralysis;  to 
conduct  a teaching  program  in  polio  treat- 
ment techniques  and  provide  exemplary 
patient  care.  Total  grants  for  the  local 
polio  center  since  1954  have  amounted  to 
$405,543. 

University  of  Tennessee 
College  of  Medicine 

A $14,140  grant  to  study  methods  for 
early  detection  of  glaucoma  has  been 
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awarded  to  two  faculty  members  by  the 
U.  S.  Public  Health  Service.  The  grant  was 
made  to  Dr.  Henry  Packer,  chief  of  the  di- 
vision of  preventive  medicine,  and  to  Dr. 
Alice  R.  Deutsch,  associate  professor  of  oph- 
thalmology. 

The  Public  Health  Service  also  has  made 
more  than  $2,500  worth  of  equipment  avail- 
able to  the  eye  clinic  of  the  City  of  Memphis 
Hospitals  out-patient  department  to  imple- 
ment the  study. 

* 

A total  of  572  physicians  and  other  mem- 
bers of  the  health  services  from  32  states 
and  Canada  attended  26  postgraduate  pro- 
grams offered  by  the  University  of  Tennes- 
see medical  units  during  the  fiscal  year  July 
1,  1960  and  ending  June  30,  1961.  The  num- 
ber attending  represents  an  increase  of  35 
over  the  previous  fiscal  year. 

Of  the  572  attending,  273  were  from  Ten- 
nessee, followed  by  83  from  Arkansas  and 
68  from  Mississippi. 

* 

Dr.  Edward  McCall  Priest  has  been 
named  instructor  in  Medicine. 

* 

A special  committee  is  studying  the  pos- 
sibility of  lengthening  requirements  for  the 
degree  at  the  University  of  Tennessee  Col- 
lege of  Medicine.  Dr.  M.  K.  Callison  said 
the  present  three  years  and  three  months 
of  study  required  for  medical  degrees  may 
be  extended.  He  said  a curriculum  com- 
mittee is  studying  the  problem  because  the 
body  of  medical  knowledge  is  expanding 
rapidly. 

Memphis  Plans  New  Radiology  Building 

The  city  of  Memphis  has  announced  plans 
to  build  a $5  million  radiology  research  and 
service  building  adjacent  to  the  University 
of  Tennessee  medical  units. 

It  was  reported  that  the  University  of 
Tennessee  is  providing  $400,000  towards 
construction  of  the  radiology  research  sec- 
tion. Application  has  been  made  to  the 
State  Department  of  Public  Health  for  a 
$220,000  grant. 

Spokesmen  pointed  out  that  the  project 
would  eliminate  an  overcrowded  emergency 
room,  provide  needed  rooms  for  animal  re- 
search and  permit  a variety  of  treatments 
with  radioactive  cobalt,  iodine  and  other 
dangerous  elements. 
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The  American  College  of  Chest  Physicians  at  its 
recent  meeting  in  New  York  City,  conferred  Fel- 
lowship certificates  upon  204  physicians.  Ten- 
nesseans receiving  certificates  included  Dr.  G. 
Daniel  Copeland,  Dr.  Charles  B.  McCall,  and  Dr. 
I.  Frank  Tullis,  all  of  Memphis. 

Dr.  J.  Harvill  Hite,  Jr.,  formerly  of  Pulaski  and 
Vice  President  of  the  Tennessee  State  Medical 
Association  for  Middle  Tennessee,  has  moved  to 
Pueblo,  Colorado,  where  he  is  in  the  general  prac- 
tice of  medicine. 

Appointed  as  chief  of  the  various  services  at  St. 
Mary’s  Hospital,  Humboldt,  are  the  following 
physicians:  Dr.  E.  C.  Crafton,  chief  of  medical 
services;  Dr.  James  W.  Hall,  chief  of  surgery;  and 
Dr.  Charles  W.  Davis,  chief  of  obstetrical  services. 

Dr.  Darrell  Mullins  and  Dr.  John  Overall,  for- 
merly of  Nashville,  have  joined  the  staff  of  Benton- 
Clinic  Hospital  at  Camden. 

Dr.  Harry  Wynn  Hollingsworth,  formerly  of 
Tampa,  Florida,  has  been  appointed  to  head  the 
medical  program  at  the  Chattanooga  Division  of 
Combustion  Engineering. 

Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga,  re- 
cently addressed  the  Actuarial  Club  of  Chatta- 
nooga. His  topic  was  “Projection  as  Protection.” 

Dr.  T.  R.  Ray,  Shelbyville,  has  been  appointed 
to  the  Tennessee  Public  Health  Council  for  a 
three-year  term. 

Dr.  C.  D.  Wilder,  Paris,  has  moved  to  Sarasota, 
Florida. 

Dr.  Millard  F.  Perrin  has  announced  the  opening 
of  his  office  for  the  practice  of  pediatrics  and  pedi- 
atric cardiology  in  the  Doctors  Building  in  Chatta- 
nooga 

Dr.  Coulter  S.  Young,  Manchester,  has  been 
elected  chairman  of  the  Manchester  Planning  and 
Industrial  Commission. 

Dr.  James  C.  Bradshaw  has  joined  the  staff  of 
McFarland  Hospital  in  Lebanon. 

Dr.  H.  L Monroe,  Erwin,  recently  participated 
in  a panel  program  presented  to  the  Civitan  Club. 

Dr.  Elbert  C.  Cunningham,  formerly  of  Car- 
thage, has  moved  to  Harriman  where  he  will  be  in 
the  practice  of  medicine. 

Dr.  Roy  W.  Epperson,  Athens,  has  been  elected 
the  eminent  grand  commander  of  Knights  Temp- 
lar. 

Dr.  W.  Rutledge  Miller,  Johnson  City,  recently 
addressed  the  Erwin  Kiwanis  Club. 

Dr.  Elmer  T.  Pearson,  Elizabethton,  has  been 
elected  chief  of  staff  of  physicians  at  Carter  County 
Memorial  Hospital.  The  outgoing  chief  is  Dr.  W. 
G.  Frost.  Dr.  Royce  Holsey  is  vice-chief  and  Dr. 
David  Slagle  is  secretary  of  the  group. 

Dr.  Samuel  S.  Binder,  Chattanooga,  has  an- 
nounced the  transfer  of  his  offices  for  the  practice 
of  obstetrics  and  gynecology  to  the  Isbell  Clinic 
Building,  535  McCallie  Avenue. 

Dr.  Maurice  Lowry,  Lexington,  has  been  elected 
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chief  of  staff  at  Lexington-Henderson  County 
Hospital.  He  succeeds  Dr.  Warren  C.  Ramer.  Dr. 
Jack  Stripling  was  named  vice  chief  and  Dr  Cor- 
nelia Huntsman,  secretary. 

Dr.  R.  H.  Hutcheson,  Franklin,  Commissioner  of 
Public  Health  for  Tennessee,  made  the  principal 
address  at  the  dedication  of  Wilcox  Hall  in  Kings- 
port. 

Dr.  Robert  Allen,  Cleveland,  has  opened  his  of- 
fice for  the  practice  of  internal  medicine.  He  is  a 
native  of  Spartanburg,  South  Carolina. 

Dr.  John  Hickey,  Sevierville,  has  been  named 
Sevier  County’s  first  medical  examiner. 

Dr.  Fred  Hooper,  Harriman,  has  been  elected 
county  medical  examiner  in  Roane  County. 

Dr.  J.  B.  Havron,  South  Pittsburg,  has  been 
appointed  to  the  board  of  Mayor  and  Commission- 
ers 

Dr.  Albert  H.  Fick,  Humboldt,  has  been  elected 
medical  examiner  for  Gibson  County. 

Dr.  Marion  J.  Murray,  Jr.,  Bristol,  has  entered 
practice  in  that  city  and  is  associated  with  Dr. 
William  H.  Johnson.  He  specializes  in  pediatrics. 

Dr.  Hugh  J.  Morgan,  Nashville,  has  been  named 
to  the  National  Advisory  Committee  on  the  Selec- 
tion of  Physicians,  Dentists  and  Allied  Specialists. 

Dr.  Donald  Pinkel,  formerly  of  Buffalo,  New 
York,  has  been  appointed  director  of  medical  re- 
search for  St.  Jude  Hospital  in  Memphis. 

The  following  Chattanooga  physicians  partici- 
pated recently  on  radio  and  TV  programs  in  that 
city.  The  physicians  and  their  subjects  were:  Dr. 
Nat  H.  Swann,  Jr„  ‘Dietary  Fat — Its  Relation  to 
Heart  Attacks  and  Strokes”;  Dr.  Frank  Brannen, 
‘‘The  Shortage  of  Nurses  in  Nursing  Specialties”; 
Drs.  James  Hedden,  Lewis  H.  Schmidt  and  Joseph 
H.  Stickley,  “The  Significance  of  Rectal  Bleeding”; 
Dr.  Minnie  R.  Vance,  “Pre-School  Check-Ups  and 
Immunizations”;  and  Dr.  Foster  Hampton,  Jr.,  “A 
Re-Evaluation  of  the  TB  Situation.” 

“Medical  Care  for  the  Aging”  was  the  subject 
presented  over  the  program  “Jaycee  Question  of 
the  Week”  by  Dr.  Harry  Stone,  Chattanooga. 

Dr.  John  Hooper  Griscom  has  become  associated 
with  Dr.  Frederic  Tremaine  Billings,  Jr.,  Nash- 
ville, in  the  practice  of  Internal  Medicine. 

Dr.  Melvin  W.  Deweese  has  joined  Doctors 
Ralph  O.  Rychener,  Roland  Myers,  Richard  Miller 
and  William  Murrah  in  the  practice  of  ophthal- 
mology in  Memphis. 

Dr.  John  M.  Wampler  has  joined  Dr.  John  R. 
Glover,  Nashville,  in  the  practice  of  orthopaedic 
surgery. 


Southeast  Missouri  Cancer  Conference 

The  program  of  the  Eighth  Annual  Southeast 
Missouri  Cancer  Conference  has  been  arranged 
and  invitations  have  been  issued  to  physicians  in 
Southeastern  and  Southwestern  states,  including 
Tennessee. 


The  conference  is  scheduled  for  Sunday,  Octo- 
ber 8,  at  Cape  Girardeau.  All  sessions  will  be 
held  at  the  Colonial  Tavern  Restaurant.  Registra- 
tion for  the  conference  will  start  at  12:30  p.m.  and 
the  first  session  will  get  under  way  at  1:30. 

Guest  speakers  of  the  conference  include:  Ny- 
lene  Eckles,  M.D.,  University  of  Minnesota,  speak- 
ing on  “Treatment  of  Advanced  Breast  Cancer 
Patients”;  Clifton  D.  Howe,  M.D.,  University  of 
Texas  M.D.  Anderson  Hospital,  "New  Advances 
in  Chemotherapy”;  Danely  P Slaughter,  M.D., 
University  of  Illinois  College  of  Medicine,  “Cancer 
of  the  Head  and  Neck”;  and  Alexander  R.  Mar- 
gulis,  M.D.,  “New  Method  of  Examining  the  Rec- 
tal Sigmoid  Colon  for  Malignancy.” 

The  conference  is  sponsored  by  the  American 
Cancer  Society,  the  Missouri  State  Medical  Asso- 
ciation, the  American  Academy  of  General  Prac- 
tice, and  the  Cape  Girardeau  County  Medical 
Society. 

Postgraduate  Courses  at  the 
Medical  College  of  Georgia 

Five  intensive  postgraduate  courses  patterned 
for  the  practitioner  are  planned  for  the  fall  and 
winter  1961-62  at  the  Medical  College  of  Georgia, 
Augusta,  Georgia.  Featured  faculty  will  include 
nationally  known  figures  as:  Dr.  Ralph  V.  Platou, 
Professor  of  Pediatrics  and  Head  of  the  Depart- 
ment of  Pediatrics,  Tulane  School  of  Medicine, 
New  Orleans,  La.;  Dr.  Louis  A.  Goldstein,  Associ- 
ate Professor  of  Surgery  (Orthopedics),  Univer- 
sity of  Rochester  School  of  Medicine,  Rochester, 
New  York,  and  Dr.  Darius  Flinchum,  Instructor 
in  Surgery,  The  School  of  Medicine,  Emory  Uni- 
versity, Atlanta,  Georgia;  Dr.  Michael  Newton, 
Professor  and  Chairman,  Dept,  of  Ob-Gyn,  Uni- 
versity of  Mississippi  Medical  Center,  Jackson, 
Miss.;  Dr.  Harold  D.  Levine,  Peter  Bent  Brigham 
Hospital,  Boston,  Mass.;  Dr.  Champ  Lyons,  Prof, 
and  Chairman,  Dept,  of  Surgery,  Medical  College 
of  Ala.,  Birmingham,  Alabama. 

Advances  in  Pediatric  Diagnosis  and  Treatment, 
October  31 — November  2,  1961;  Fractures  in  Gen- 
eral Practice,  November  14-16,  1961;  Obstetric 
Problems  in  Private  Practice,  Jan.  23-25,  1962; 
Cardiac  Emergencies,  February  13-15,  1962;  and 
Pre-  and  Postoperative  Care,  March  20-22,  1962. 
The  courses  will  be  supplemented  by  members  of 
the  faculty  of  the  Medical  College  of  Georgia. 

Each  course  is  acceptable  for  18  hours  of  credit 
by  the  American  Academy  of  General  Practice 
and  registration  is  limited  to  a small  group  for 
close  participant-faculty  communication.  Regis- 
tration fee  is  $50  for  each  session.  Application 
may  be  made  by  contacting  Dr.  Claude-Starr 
Wright,  Director,  Department  of  Continuing  Edu- 
cation, Medical  College  of  Georgia,  Augusta,  Geor- 
gia. 

Postgraduate  Courses  at  the 
University  of  Tennessee 

The  College  of  Medicine  offers  two  courses  in 
October: 
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A five-day  course  in  Radiology  is  scheduled  for 
October  9-13,  and  is  limited  to  four  physicians. 

A course  in  Obstetrics  and  Gynecology  will  be 
given  October  18,  19  and  20.  Tuition  fee  is  $60.00. 

Kentucky  Postgraduate  Courses 

Courses  scheduled  for  the  fall  are  the  following: 

October  5 — Obstetrics,  at  Paducah  Kentucky. 

October  5-December  21,  X-ray  Interpretation, 
Louisville  General  Hospital,  Thursday  nights, 
Louisville. 

October  19 — Recent  Advances  in  Therapeutics, 
Pikeville. 

November  16 — Clinical  Neurology,  Louisville 
General  Hospital,  Louisville. 

December  14— Norton  Memorial  Infirmary  Semi- 
nar, Louisville. 

For  further  information  address:  Postgraduate 
Medical  Education  Office,  104  W.  Chestnut  Street, 
Louisville  2,  Ky. 

Postgraduate  Course  in 
Cancer  Chemotherapy 

The  Department  of  Surgery  of  Emory  Univer- 
sity will  present  the  course  at  Emory  University 
Hospital,  October  19  and  20. 

In  addition  to  the  faculty  members  of  Emory 
University,  the  following  guests  will  participate: 
Dr.  Warren  H.  Cole,  Professor  of  Surgery,  Univer- 
sity of  Illinois,  Chicago;  Dr.  Robert  K.  Ausman, 
Associate  Director,  Roswell  Park  Memorial  Insti- 
tute, Buffalo;  Dr.  Robert  Sullivan,  Director  of 
Cancer  Chemotherapy,  Lahey  Clinic,  Boston;  and 
Dr.  Julius  Wolf,  Chief  of  Medicine,  Bronx  V.A. 
Hospital,  Bronx,  New  York. 

Those  interested  may  obtain  information  by 
writing  Box  459,  Emory  University,  Atlanta  22, 
Georgia. 

Special  Letter 

TO:  DOCTORS  OF  MEDICINE  IN  TENNESSEE 
RE:  CANCER  DIAGNOSTIC  CLINICS 
Dear  Doctors: 

Enclosed  herewith  is  a list  of  the  cooperative 
cancer  clinics  in  Tennessee.  Medically  indigent 
patients  may  be  referred  to  any  one  of  these  clin- 
ics. Form  No.  576  “Request  for  Diagnostic  Serv- 
ice” should  be  used  in  referring  patients.  Copies 
of  this  form  may  be  obtained  on  request  from  this 
office  or  from  the  local  health  departments. 

Sincerely  yours, 

R.  H.  HUTCHESON,  M.D. 
Commissioner,  State  of 
Tennessee  Department  of 
Public  Health 
* 

COOPERATIVE  CANCER  CLINICS  IN 
TENNESSEE 
1961-1962 

MEMPHIS 

West  Tennessee  Cancer  Clinic 

787  Jefferson  Avenue 

Memphis,  Tennessee 

*Time:  Monday,  Tuesday,  Thursday,  and  Friday 

Hour:  8:00  A.M. 


"Doctors  should  mail  in  to  the  clinic  requests  for 
service,  thereby  establishing  definite  appoint- 
ments for  the  patients. 

NASHVILLE 

Vanderbilt  University  Hospital  Cancer  Clinic 

Twenty-First  Avenue  South 

Nashville,  Tennessee 

Monday,  8:00  A.M.,  Chest 

Monday,  1:00  P.M.,  Neurosurgery 

Tuesday,  8:00  A.M.,  Hematology 

Wednesday,  1:00  P.M.,  E.N.T. 

Thursday,  9:00  AM,  Gynecology,  Surgery 

Hubbard  Hospital  Tumor  Clinic  (Colored) 

1005-18th  Avenue,  North 

Nashville,  Tennessee 

Time:  Monday  and  Thursday 

Hour:  11:00  A.M. 

Nashville  General  Hospital  Tumor  Clinic 
Hermitage  Avenue 
Nashville,  Tennessee 

*Time:  Tuesday,  12-30-6:00  P.M.,  Surgery 

Friday,  9:30  A.M. -12:30  P.M.  Gynecology 
^Patients  are  seen  by  appointment  only. 
CHATTANOOGA 

Chattanooga  Tumor  Clinic 
Erlanger  Hospital 
Chattanooga,  Tennessee 
Time:  Tuesday,  12:30  P.M. 

Friday,  12:30  P.M. 

KNOXVILLE 

East  Tennessee  Tumor  Clinic 
University  of  Tennessee  Memorial  Hospital 
Knoxville,  Tennessee 
Time:  Thursday 

Hours:  8:00  A.M.-10:00  A.M.— Dental 
8:00  A.M.-  1:00  P.M. — Surgery 
8:00  A.M. -10:00  A.M.— E.N.T. 

8:00  A.M. -12:00  Noon — Dermatology 
1:00  P.M.-  4:30  P.M. — Gynecology  (Pa- 
tient report  at 
12:00) 

8:00  A.M. -10:00  A.M. — Hematology 
JOHNSON  CITY 

Tri-County  Cancer  Clinic 
Health  Center,  102  West  Myrtle 
Johnson  City,  Tennessee 
Time:  Thursday 
Hour:  1:00  P.M. 

KINGSPORT 

Holston  Valley  Community  Hospital  Cancer 
Clinic 

Time:  Friday 
Hour:  12:30  P.M. 

BRISTOL 

Bristol  Memorial  Hospital  Cancer  Clinic 
Bristol,  Tennessee 
Time:  Friday 
Hour:  1:45  P.M. 

JACKSON 

Jackson-Madison  County  General  Hospital 
Cancer  Clinic 
Jackson,  Tennessee 
Time:  Friday 

Hours:  12:00  Noon-3:00  P.M. 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  to  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 25  year  old  married  physician  would  like  to 
establish  general  practice  in  Tennessee  community 
of  10,000-30,000,  preferably  west,  but  will  con- 
sider other  sections.  Would  be  interested  in  either 
clinical  or  associate  practice.  Graduate  of  Uni- 
versity of  Tennessee  School  of  Medicine.  Baptist. 
Tennessee  license.  Available  July  1962.  LW-385 
♦ 

A 26  year  old  single  general  practitioner  wishes 
to  locate  in  middle  or  west  Tennessee  community 
of  5,000-10,000.  Will  consider  clinical  practice. 
Methodist.  G r a d u t e University  of  Tennessee 
School  of  Medicine.  Available  immediately. 

LW-386 


A 35  year  old  married  physician  interested  in 
locating  in  east  or  middle  Tennessee  community 
of  8,000-10,000  for  the  practice  of  internal  medi- 
cine. Assistant,  associate  or  institutional  prac- 
tice would  be  considered.  Protestant.  Graduate 
University  of  Colorado.  Available  immediately. 

LW-390 


A 31  year  old  married  physician  would  like  to 
establish  assistant,  associate  or  solo  practice  in 
Ob-Gyn,  in  Tennessee  community  of  15,000  and 
over.  Methodist.  Graduate  Ohio  State  Univer- 
sity School  of  Medicine.  Residency  training. 
Available  August  1961.  LW-408 

o 

A 28  year  old  married  physician,  completing 
residency  training  in  pediatrics  next  year,  would 
like  to  associate  or  assist  in  practice  of  pediatrics 
in  east  Tennessee  community  of  over  10,000. 
Episcopalian.  Graduate  Medical  College  of  Vir- 
ginia. Available  July  1962.  LW-415 


Physicians  Wanted 

Physician  in  east  Tennessee  community  of  30,- 
000  would  like  associate  for  general  practice.  Pre- 
fers physician  with  some  surgical  training.  Office 
space  and  some  equipment  provided.  PW-127 

♦ 

Northwest  Tennessee  community  with  trade 
area  of  over  3,000  in  need  of  general  practitioner. 
Office  space  available.  Good  hospital  facilities, 
only  sixteen  miles.  Near  one  of  state’s  large 
recreational  areas.  Excellent  location.  PW-129 


A rural,  middle  Tennessee  community  of  800  in 
need  of  general  practitioner.  No  other  physician 
in  community.  Office  space  available.  Good  hos- 
pital facilities  nearby.  Near  good  hunting  and 
fishing  area.  PW-139 


A 30  year  old  married  physician  interested  in 
establishing  practice  of  internal  medicine  in  west 
or  middle  Tennessee  community  of  65,000  or  over. 
Clinical,  assistant  or  associate  practice  will  be 
considered.  Catholic.  Graduate  University  of 
Cincinnati.  Certificate  Part  I,  American  Board  of 
Internal  Medicine.  Available  immediately. 

LW-394 


A 30  year  old  married  general  practitioner  with 
residency  in  surgery  would  like  clinical  or  asso- 
ciate practice  in  east  of  middle  Tennessee  com- 
munity of  15,000  or  over.  Tennessee  license. 
Methodist.  Graduate  University  of  Tennessee 
School  of  Medicine.  Available  immediately. 

LW-398 

♦ 

Surgeon,  31  years  of  age,  graduate  of  Univer- 
sity of  Virginia  School  of  Medicine,  would  like 
clinical,  assistant,  associate  or  group  practice  in 
east  or  middle  Tennessee  community  of  10,000- 
50,000.  One  year  medical  residency,  three  years 
surgical  residency.  Available  fall  1962.  LW-399 


A 37  year  old  married,  general  practitioner  with 
training  in  thoracic  surgery,  would  like  to  estab- 
lish practice  in  east  Tennessee  community  30,000 
or  over.  Group,  clinical,  associate  or  institutional 
practice  will  be  considered.  Graduate  Yale  Uni- 
versity. Catholic.  Extensive  residency  training. 
Available  immediately.  LW-402 


A 36  year  old  married  physician  would  like  to 
establish  clinical,  assistant  or  associate  practice 
in  radiology  in  east  Tennessee  community  40,000- 
100,000.  General  diagnostic  and  therapy  and  iso- 
topes training.  Residency  training.  Board  cer- 
tified, Radiology  Approved  Isotopes.  Presbyterian. 
Graduate  University  of  Tennessee  School  of  Med- 
icine. Available  immediately.  LW-407 


Small  southern  Tennessee  community,  near 
large  industrial  area  in  great  need  of  physician. 
Hospital  within  15  miles.  Large  local  trade  area. 
Excellent  opportunity.  PW-142 

♦ 

Physician  in  middle  Tennessee  town  of  250,000 
would  like  associate  or  independent  internist  or 
general  practitioner  to  share  office.  Office  space 
and  equipment  provided.  PW-146 


Physician  in  west  Tennessee  town  of  500,000 
needs  associate  in  general  practice.  Completely 
furnished  office  available.  PW-148 

•* 

East  Tennessee  community  of  1,000,  with  larger 
trade  area,  needs  general  practitioner  to  assist 
one  other  doctor  in  community.  Office  space  and 
equipment  will  be  provided  to  suit  physician. 
Forty  bed  hospital  located  in  community. 

PW-149 


An  Ob-Gyn  needed  for  middle  Tennessee  com- 
munity of  over  15,000  to  either  assist  or  become 
associated  with  now  practicing  physician.  Excel- 
lent opportunity.  PW-161 

♦ 

General  practitioner  wanted,  with  interest  in 
Ob,  to  assume  practice  in  east  Tennessee  commu- 
nity with  trade  area  from  three  counties.  No 
other  doctor  in  immediate  area.  Office  equipment, 
including  x-ray  with  flouroscopy,  may  be  had. 

PW-162 


Completely  furnished  office,  including  x-ray 
equipment,  in  suburban  area  of  large  middle  Ten- 
nessee city,  available  for  immediate  occupancy 
to  one  or  two  general;  practitioners  wishing  to 
establish  joint  practice.  Excellent  location. 

PW-163 
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Committee  on  Scientific  Work — R.  H.  Kampmeier,  Chair- 
man, Nashville;  Wendell  W.  Wilson,  Old  Hickory;  W.  Da- 
vid Dunavant,  Memphis;  Henry  B.  Turner,  Memphis; 
Boyer  M.  Brady,  Jr.,  Memphis;  Bruce  E.  Walls,  Memphis; 

C.  Harold  Steffee,  Memphis;  Fred  B.  Ballard,  Jr.,  Chatta- 
nooga; John  H.  Burkhart,  Knoxville;  Robert  P.  McBurney, 
Memphis. 

Committee  on  Hospitals — Merlin  L.  Trumbull,  Chairman, 
Memphis  (1963);  C.  D.  Hawkes,  Memphis  (1962);  Harry  T. 
Moore,  Jr.,  Nashville  (1962);  Chester  K.  Jones,  Jackson 
(1964);  John  W.  Adams,  Jr.,  Chattanooga  (1964);  James  A. 
Burdette,  Knoxville  (1963);  Thomas  K.  Young,  Jr.,  Colum- 
bia (1964). 

Legislative  and  Public  Policy  Committee — Douglas  H. 
Riddell,  Chairman,  Nashville  (1964);  H.  L.  Monroe,  Erwin 
(1962);  Charles  C.  Smeltzer.  Knoxville  (1963);  George  K. 
Henshall,  Chattanooga  (1964);  Sam  Hay,  Murfreesboro 
(1962);  John  U.  Speer,  Pulaski  (1963);  G.  H.  Berryhill, 
Jackson  (1962);  Byron  O.  Garner,  Union  City  (1963);  M. 
Beckett  Howorth,  Jr.,  Memphis  (1964).  (Appointed  for 
One-year  Terms) — Alvin  J.  Ingram,  Memphis  (1962);  Perry 

J.  Williamson,  Knoxville  (1962);  Harry  A.  Stone,  Chatta- 
nooga (1962);  Daugh  W.  Smith,  Nashville  (1962);  Chas.  C. 
Trabue,  IV,  Nashville  (1962);  John  K.  Twilla,  Smithville 
(1962);  James  T.  Callis,  Crossville  (1962);  R.  H.  Elder,  Ce- 
dar Hill  (1962);  Carl  C.  Gardner,  Jr.,  Columbia  (1962); 
Addison  B.  Scoville,  Jr.,  Nashville  (1962);  Thomas  F.  Frist, 
Nashville  (1962);  R.  H.  Kampmeier,  Nashville  (1962). 

Liaison  Committee  to  the  Public  Health  Department — 
C.  D.  Hawkes,  Chairman,  Memphis  (1965);  Wm.  A.  Hens- 
ley, Cookeville  (1966);  Wm.  A.  Garrott,  Cleveland  (1962); 
John  R.  Thompson,  Jr.,  Jackson  (1963);  Thomas  S.  Weaver, 
Nashville  (1964). 

Committee  on  Insurance — B.  F.  Byrd,  Sr.,  Chairman, 
Nashville  (1963);  Edward  D.  Mitchell,  Jr.,  Memphis  (1962); 
George  L.  Inge,  Knoxville  (1964). 

Symposium  Committee  on  Postgraduate  Education — Rob- 
ert A.  Davison,  Chairman,  Memphis;  Harrison  J.  Shull, 
Nashville;  E.  Charles  Sienknecht,  Knoxville;  Van  Fletcher, 
Chattanooga;  L.  A.  Killeffer,  Harriman;  Sam  H.  Hay,  Mur- 
freesboro; Henry  T.  Kirby-Smith,  Sewanee;  B.  L.  Pente- 
cost, Memphis;  Wm.  A.  Garrott,  Cleveland;  Julian  K. 
Welch,  Jr.,  Brownsville;  J.  T.  Moore,  Jr.,  Algood;  Byron 
O.  Garner,  Union  City;  R.  H.  Harvey,  Erwin;  J.  H.  Hite, 
Jr.,  Pulaski;  James  W.  Ellis,  Nashville;  Edward  R.  Atkin- 
son, Clarksville;  John  R.  Thompson,  Jr.,  Jackson. 

Committee  on  Memoirs — Henry  L.  Douglass,  Chairman, 
Nashville  (1962);  A.  M.  Patterson,  Chattanooga  (1963);  N. 
S.  Shofner,  Nashville  (1961). 

Committee  on  Prepaid  Health  Insurance — James  A.  Kirt- 
ley,  Jr.,  Chairman,  Nashville;  Joseph  W.  Johnson,  Jr., 
Chattanooga;  Daugh  W.  Smith,  Nashville;  Jas.  C.  Gardner, 
Nashville;  E.  L.  Caudill,  Jr.,  Elizabethton;  James  J.  Calla- 
way, Nashville;  Wm.  A.  Garrott,  Cleveland;  James  N.  Prof- 
fitt, Maryville;  Greer  Ricketson,  Nashville;  Harry  T.  Moore, 
Jr.,  Nashville;  Luther  A.  Beazley,  Nashville;  J.  Cash  King, 
Memphis;  Thomas  F.  Parrish,  Nashville;  W.  T.  Satterfield, 
Memphis;  Wm.  R.  Bishop,  Chattanooga;  Fontaine  B.  Moore, 


Jr.,  Memphis;  Elgin  P.  Kintner,  Maryville;  B.  K.  Hlbbett, 
III,  Nashville;  Robert  N.  Buchanan,  Jr.,  Nashville;  Mr. 
Clyde  York,  Columbia;  Mr.  Charles  L.  Cornelius,  Sr.. 
Nashville;  R.  H.  Kampmeier,  ex  officio,  Nashville.  Execu- 
tive Sub-Committee — James  A.  Kirtley,  Jr.,  Chairman; 
Daugh  W.  Smith,  Nashville;  James  J.  Callaway,  Nashville; 
Thomas  F.  Parrish,  Nashville;  Jas.  C.  Gardner,  Nashville; 
B.  K.  Hibbett,  III,  Nashville;  Mr.  Charles  L.  Cornelius.  Sr., 
Nashville;  R.  H.  Kampmeier,  ex  officio,  Nashville. 

Committee  on  Cancer — R.  R.  Braund,  Chairman,  Mem- 
phis (1962);  Ralph  H.  Monger,  Knoxville  (1984);  Louis 
Rosenfeld,  Nashville  (1961);  S.  S.  Marchbanks,  Chatta- 
nooga (1962);  Hollis  E.  Johnson,  Nashville  (1964);  Walter 

D.  Hankins,  Johnson  City  (1963);  G.  Sydney  McClellan, 
Nashville  (1962). 

Advisory  Committee  to  the  State  Department  of  Public 
Welfare — Aubrey  Harwell,  Chairman,  Nashville  (1965); 
Carl  A.  Hartung,  Chattanooga  (1962);  F.  T.  Billings,  Jr., 
Nashville  (1964);  Harold  J.  Starr,  Chattanooga  (1966);  Jo- 
seph J.  Baker,  Nashville  (1966);  Joseph  W.  Kyle,  Memphis 
(1962);  N.  E.  Hyder,  Erwin,  (1962);  Royal  G.  Cravens, 
Crossville  (1962);  Herschel  Penn.  Knoxville  (1962);  Thomas 
F.  Stevens,  Knoxville  (1962);  Harwell  Wilson,  Memphis 
(1962);  William  Tyson,  Memphis  (1962). 

Public  Service  Committee — Walter  L.  Diveley,  Chairman, 
Nashville  (1963);  Addison  B.  Scoville,  Jr.,  Nashville  (1964); 
Harmon  L.  Monroe,  Erwin  (1962);  Wm.  A.  Garrott,  Cleve- 
land (1963);  Wm.  K.  Owen,  Pulaski  (1964);  John  R.  Thomp- 
son, Jr.,  Jackson  (1962);  R.  A.  Calandruccio,  Memphis 
(1964);  Roy  L.  McDonald,  Oneida  (1964);  J.  Malcolm  Aste, 
Memphis  (1963);  William  N.  Cook,  Columbia  (1963);  O. 
Reed  Hill,  Lebanon  (1962).  Members  State-at-Large — R. 
H.  Kampmeier,  Nashville  (1962);  John  H.  Burkhart.  Knox- 
ville (1962);  Laurence  A.  Grossman,  Nashville  (1963);  A. 
R.  Tyrer,  Jr.,  Memphis  (1963);  Augustus  McCravey,  Chat- 
tanooga (1964);  Thomas  F.  Frist,  Nashville  (1964).  Execu- 
tive Sub-Committee — Walter  L.  Diveley,  Chairman.  Nash- 
ville (1963);  Addison  B.  Scoville,  Jr.,  Nashville  (1964);  R. 
H.  Kampmeier,  Nashville  (1962);  Laurence  A.  Grossman, 
Nashville  (1963). 

Grievance  Committee — James  C.  Gardner,  Chairman, 
Nashville  (1962);  Harmon  L.  Monroe,  Erwin  (1963);  Ralph 
O.  Rychener,  Memphis  (1964). 

Rural  Health  Committee — Julian  C.  Lentz,  Jr.,  Chairman, 
Maryville  (1962);  Rae  B.  Gibson,  Greene ville  (1963);  Wm. 
N.  Cook,  Columbia  (1963);  T.  G.  Cranwell,  Pikeville  (1962); 
H.  P.  Clemmer,  Milan  (1962);  David  E.  Stewart,  Browns- 
ville (1963);  Robert  H.  Elder,  Cedar  Hill  (1963);  W.  M. 
Phillips,  Jackson  (1964);  Thomas  A.  Patrick,  Jr.,  Fayette- 
ville (1964);  Mr.  Kenneth  Cherry,  Columbia  (1962);  Mr. 
Vernon  Darter,  Knoxville  (1962). 

Committee  on  the  Tennessee  Medical  Foundation — Har- 
rison J.  Shull,  Chairman,  Nashville  (1963);  Ernest  G.  Kelly, 
Memphis  (1963);  B.  M.  Overholt,  Knoxville  (1963);  Julian 

K.  Welch,  Jr.,  Brownsville  (1964);  Daugh  W.  Smith,  Nash- 
ville (1964);  Ralph  H.  Monger,  Knoxville  (1964);  Robert 
N.  Buchanan,  Jr.,  Nashville  (1962);  J.  Paul  Baird,  Dyers- 
burg  (1962);  John  E.  Kesterson,  Knoxville  (1962). 


SPECIAL  COMMITTEES 


Consultative  Committee  on  Administration  of  Voluntary 
Prepaid  Medical  Care  Plans — Carl  N.  Gessler,  Chairman, 
Nashville;  R.  B.  Wood,  Knoxville;  H.  P.  Clemmer,  Milan; 
William  R.  Bishop,  Chattanooga;  J.  J.  Range,  Johnson 
City;  George  L.  Smith,  Winchester;  J.  Palmer  Moss,  Mem- 
phis; Garth  E.  Fort,  Nashville;  Baker  Hubbard,  Jackson. 

Committee  on  Disaster  Planning — Moore  Moore,  Jr., 
Chairman,  Memphis  (1962);  Fred  D.  Ownby,  Nashville 
(1962);  Joe  L.  Raulston,  Jr.,  Knoxville  (1963);  R.  C.  Robert- 
son, Chattanooga  (1963);  Bruce  R.  McCampbell,  Knoxville 
(1964);  George  Livermore,  Jr.,  Memphis  (1964). 

Committee  on  Occupational  Health — George  E.  Duncan, 
Chairman,  Nashville;  Edward  G.  Johnson,  Chattanooga; 
Peter  J.  Flippen,  Tullahoma;  R.  A.  Calandruccio,  Mem- 
phis; Wm.  B.  Camp,  Kingsport. 

Liaison  Committee  to  the  United  Mine  Workers  of 
America — John  H.  Saffold,  Chairman,  Knoxville;  Cecil  E. 
Newell,  Chattanooga;  B.  M.  Overholt,  Knoxville. 

Advisory  Committee  to  the  Woman’s  Auxiliary — Wm.  A. 
Garrott,  Chairman,  Cleveland;  Robert  L.  Akin,  Knoxville; 
Joseph  D.  Anderson,  Nashville;  E.  Park  Niceley,  Knox- 
ville; Robert  M.  Foote,  Nashville. 

Committee  on  Blood  Banks — Merlin  L.  Trumbull,  Chair- 
man, Memphis;  David  K.  Gotwald,  Nashville;  John  W. 
Adams,  Jr.,  Chattanooga. 

Committee  on  Governmental  Medical  Services — Baker 
Hubbard,  Chairman,  Jackson;  J.  Paul  Baird,  Dyersburg; 

L.  W.  Edwards,  Nashville;  Thurman  Shipley,  Cookeville; 
Cleo  M.  Miller,  Nashville;  Wm.  C.  Chaney,  Memphis; 
George  K.  Henshall,  Chattanooga;  Charles  C.  Smeltzer, 
Knoxville;  W.  Rutledge  Miller,  Johnson  City;  George  W. 
Holcomb,  Jr.,  Nashville. 

Committee  on  Tuberculosis — Hollis  E.  Johnson,  Chair- 
man, Nashville;  R.  David  Taylor,  Dyersburg;  Carl  A.  Har- 
tung, Chattanooga;  L.  A.  Killeffer,  Harriman;  Rollin  A. 
Daniel,  Jr.,  Nashville;  R.  B.  Turnbull,  Memphis;  James 

E.  Shull,  Kingsport;  Duane  M.  Carr,  Memphis. 


Committee  on  Mental  Health — Frank  H.  Luton,  Chair- 
man, Nashville:  Robert  M.  Foote,  Nashville;  Carrol  C. 
Turner,  Memphis;  Hollis  C.  Miles,  Chattanooga;  Joseph 
J.  Baker,  Nashville:  N.  T.  Winston,  Jr.,  Chattanooga;  Pope 
B.  Holliday,  Jr.,  Chattanooga;  Dan  Sanders,  Nashville; 
Robert  A.  Davison,  Memphis. 

Committee  on  Health  Project  Contest — Mrs.  Alfred  N. 
Costner,  Chairman,  Johnson  City;  William  N.  Dawson, 
Maryville;  George  K.  Henshall,  Chattanooga;  Mrs.  E.  E. 
Wilkinson,  Nashville. 

Committee  on  Medico-Legal  Relations  and  Interprofes- 
sional Code — J.  Andrew  Mayer,  Chairman,  Nashville  (1964); 
Edward  T.  Newell,  Jr.,  Chattanooga  (1962);  Hugh  M.  A. 
Smith,  Memphis  (1963);  John  E.  Kesterson,  Knoxville 
(1964);  Baker  Hubbard,  Jackson  (1963);  Edward  T.  Brad- 
ing,  Johnson  City  (1962);  Carroll  H.  Long,  Johnson  City 
(1964). 

Committee  on  Sight  Conservation — Roland  H.  Myers, 
Chairman,  Memphis;  Fred  A.  Rowe,  Jr.,  Nashville;  G.  H. 
Berryhill,  Jackson;  James  W.  Wilkes,  Jr.,  Columbia;  Rob- 
ert S.  Leach,  Knoxville;  Ira  L.  Arnold,  Jr.,  Chattanooga; 
Charles  O.  Parker,  Johnson  City;  Howard  R.  Kennedy, 
Clarksville. 

Tennessee  Committee  for  the  American  Medical  Educa- 
tion Foundation — B.  F.  Byrd,  Jr.,  Nashville,  Chairman; 
Louis  Rosenfeld,  Nashville:  J.  R.  Bowman,  Johnson  City; 
Kenneth  L.  Haile,  Cookeville;  W.  E.  Anderson.  Dyersburg; 
Oliver  W.  Hill,  Knoxville;  W.  G.  Rhea,  Paris;  Jean  M. 
Hawkes,  Memphis;  William  K.  Owen,  Pulaski;  Claude  C. 
Snoddy,  Tullahoma;  Guy  M.  Francis,  Chattanooga. 

General  Liaison  Committee — Harry  A.  Stone,  Chairman, 
Chattanooga;  James  J.  Callaway.  Nashville:  Arthur  W. 
Green,  Memphis;  O.  Reed  Hill,  Lebanon;  J.  Thomas  Bryan, 
Nashville. 

Committee  on  Youth  and  Education — John  H.  Burkhart, 
Chairman,  Knoxville;  Oliver  Hill,  Knoxville;  Ben  L.  Pen- 
tecost, Memphis;  Robert  Brashear,  Knoxville;  Robert  M. 
Foote,  Nashville;  Dan  Sanders,  Nashville. 


Journal  of  the  Tennessee  State  Medical  Association 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

Volume  54  OCTOBER,  1961  No.  10 


As  life  is  extended  for  more  and  more  of  the  population,  the  appearance  of  the  elderly  in  the  operat- 
ing room  becomes  a commonplace.  The  author  considers  the  physiologic  state  of  the  patient  in 

advanced  age  as  it  influences  anesthesia. 


The  Geriatric  Patient — A Special 
Anesthetic  Problem?* 


C.  R.  STEPHEN,  M.D.,f  Durham,  N.  C. 


“Any  anesthetic  or  method,  or  combina- 
tion of  anesthetics  and  methods,  that  is 
serviceable  and  good  at  all,  is  serviceable 
and  good  for  old  people.  The  main  differ- 
ence is  that  these  people  are  tender,  are 
quieted  easily  with  sedatives,  are  anesthe- 
tized and  relaxed  easily  and  overdosed 
readily.  What  they  require  particularly  is 
conservatism  with  a little  daring  mixed  in, 
but  with  increasing  vigilance  and  nicety  and 
exactness  of  administration  and  control.”1 
These  statements  summarize  in  a nutshell 
the  approach  to  the  older  age  group,  more 
and  more  of  whom  are  being  seen  in  operat- 
ing rooms  as  the  life  span  is  extended.  The 
geriatric  patient  is  a special  problem  only 
to  the  point  that  the  anesthesiologist  is  ca- 
pable of  assessing  the  alterations  in  the  vital 
functions  associated  with  advancing  age. 

Preoperative  Assessment 

Herein  lies  the  crux  of  determining  the 
proper  anesthetic  care  of  the  patient  above 
60  years  of  age.  With  the  natural  process 
of  aging,  certain  inherent  changes  occur  in 
several  organs  of  the  body,  many  of  which 
are  related  fundamentally  to  a loss  of  elas- 
ticity in  the  tissues.  These  inherent  bio- 
logic alterations  progress  at  different  rates 
in  different  patients,  and  indeed  in  some 
organ  systems  more  rapidly  than  in  others 
in  any  one  patient. 

*Read  at  the  meeting  of  the  Tennessee  State 
Society  of  Anesthesiologists,  April  9,  1961,  Chat- 
tanooga, Tenn. 

i'From  the  Division  of  Anesthesia,  Duke  Uni- 
versity Medical  Center,  Durham,  N.  C. 


This  progressive  lack  of  resiliency,  or  re- 
duction of  reserve  function,  may  for  ex- 
ample be  limited  primarily  to  the  respira- 
tory system.  Pulmonary  emphysema,  or 
chronic  pulmonary  fibrosis  are  progressive 
syndromes  characterized  by  loss  of  the  nor- 
mal elasticity  and  turgor  of  the  lung  tissues. 
In  emphysema  the  elastic  tissues  have  be- 
come overstretched,  with  the  result  that  the 
functional  residual  dead  space  is  greatly  en- 
larged, with  a marked  reduction  in  the  vital 
capacity  and  therefore  the  respiratory  re- 
serve. Frequently  there  is  added  to  this 
syndrome  an  element  of  bronchospasm  sec- 
ondary to  an  asthmatic  condition.  In  the 
patient  with  pulmonary  fibrosis,  the  respira- 
tory reserve  also  is  reduced,  but  in  this  case 
there  is  actually  a shrinkage  of  the  avail- 
able alveoli  for  the  exchange  of  oxygen  and 
carbon  dioxide.  Often  a chronic  bronchitis 
is  superimposed  on  either  of  these  syn- 
dromes. Of  the  two  conditions,  the  patient 
with  pulmonary  emphysema  presents  the 
greater  anesthetic  risk,  because  a degree  of 
bronchospasm  is  more  likely  to  be  associ- 
ated, and  because  the  greater  pulmonary 
artery  pressure  which  develops  with  this 
condition  is  likely  to  create  a cor  pulmonale 
and  thus  reduce  cardiac  function. 

The  cardiovascular  system  may  bear  the 
brunt  of  the  aging  process.  Varying  degrees 
of  generalized  arteriosclerosis,  coronary 
sclerosis,  cerebral  sclerosis  and  myocardial 
enlargement,  all  of  which  are  secondary  to 
an  inadequacy  of  elastic  tissue,  may  be 
present.  The  degree  of  arterial  systolic  hy- 
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pertension  is  important  only  insofar  as  the 
heart  muscle  has  been  able  to  meet  the  in- 
creasing demands  placed  upon  it;  if  the 
myocardium  is  not  greatly  enlarged  by  x- 
ray,  and  if  there  is  minimal  electrocardio- 
graphic evidence  of  ventricular  ischemia, 
the  systolic  pressure  is  of  secondary  im- 
portance. Advanced  cerebral  arteriosclero- 
sis with  its  associated  ischemia  of  the  brain 
is  of  particular  concern  when  anesthesia  is 
being  considered — any  type  of  general  an- 
esthesia is  best  avoided  in  these  patients. 

The  danger  of  thrombo-embolism  is  en- 
hanced in  any  patient  with  arteriosclerosis, 
and  in  the  geriatric  patient  this  type  of  com- 
plication is  the  commonest  cause  of  post- 
operative mortality.  The  importance  of 
early  ambulation  cannot  be  over-empha- 
sized in  these  patients. 

Renal  disease  is  to  be  sought  for  particu- 
larly in  the  geriatric  age  group.  The  pa- 
tient with  renal  insuffciency  requires  spe- 
cial care  with  regard  to  choice  of  drugs  and 
fluid  replacement  during  operation. 

Certain  acquired  difficulties  may  compli- 
cate the  care  of  the  older  patient.  Because 
of  the  disease  process,  e.g.  carcinoma,  for 
which  the  patient  is  seeking  help,  there  may 
have  developed  an  associated  malnutrition 
and  blood  volume  deficit.  It  is  often  life- 
saving to  attempt  to  correct  electrolyte 
losses,  restore  protein  balances,  and  im- 
prove blood  volume  in  such  patients  before 
embarking  on  definitive  surgical  procedures. 
A smooth  operative  course  and  postopera- 
tive convalescence  are  aided  markedly  by 
taking  the  time  to  prepare  the  patient  for 
the  surgical  interference. 

Probably  the  most  important  means  of 
evaluating  a geriatric  patient  is  by  assess- 
ing his  prior  environment,  and  by  listening 
in  detail  to  the  story  of  his  daily  routine 
before  admission  to  hospital.  Physical  ex- 
amination and  laboratory  investigations  are 
obviously  valuable,  but  a previously  active 
octogenarian  with  a will  to  live  is  a better 
anesthetic  risk  than  a semi-invalided,  some- 
what befuddled  sexagenarian  who  has  been 
cast  aside  by  his  immediate  family.  In  the 
general  approach  to  the  problem,  geriatric 
patients  can  be  classified  by  observation 
into  4 general  types. 

(1)  The  thin,  wiry,  active,  asthenic  pa- 


tient: he  is  a good  anesthetic  risk  as  a rule, 
and  will  withstand  surgery  well. 

(2)  The  florid,  obese,  lethargic,  dyspneic 
type:  he  is  a poor  anesthetic  risk,  and  will 
have  a much  reduced  respiratory  and 
cardiac  reserve. 

(3)  The  pale,  gaunt,  tired,  cachectic  pa- 
tient: he  requires  concentrated  preoperative 
preparation,  and  even  then  withstands  an- 
esthesia and  operation  poorly. 

(4)  The  acutely-ill  presenting  an  emer- 
gency, as  bleeding  or  intestinal  obstruction: 
this  patient  requires  all  the  art  and  inge- 
nuity of  the  anesthesiologist. 

It  is  of  particular  interest  in  the  geriatric 
patient  to  inquire  regarding  the  administra- 
tion of  antihypertensive  drugs,  corticoster- 
oid compounds  and  ataractics.  If  the  pa- 
tient is  receiving  such  drugs,  their  exact 
nature  and  dosage  is  of  importance  in  de- 
termining the  correct  time  for  operation 
and  the  choice  of  anesthetic  drugs. 

Preoperative  Medication 

Overdosage  of  preoperative  medication  is 
seen  frequently  in  geriatric  patients.  The 
basal  metabolic  rate  is  on  the  downgrade  in 
these  patients,  and  therefore  in  the  dosages 
normally  employed,  drugs  depressant  to  the 
central  nervous  system,  especially  narcotics, 
are  prone  to  initiate  hazardous  reductions 
in  respiratory  and  circulatory  function. 
Preanesthetic  sedation  should  be  minimal, 
should  avoid  the  use  of  narcotics  unless  the 
patient  is  in  severe  pain,  and  sometimes  is 
best  omitted  completely.  The  action  of 
phenothiazine  compounds,  even  the  rela- 
tively innocuous  promethazine  (Phenergan) 
is  unpredictable  in  old  people,  and  they 
should  not  be  employed.  The  antichloinergic 
drug  scopolamine  likewise  may  produce 
disorientation.  When  such  drugs  are  indi- 
cated, and  they  should  not  be  given  prior  to 
regional  or  spinal  analgesia,  atropine  is 
the  best  choice.  Chloral  hydrate  has  been 
recommended  for  premedication.  Probably 
the  most  satisfactory  sedation  is  one  of  the 
short-acting  barbiturate  compounds,  seco- 
barbital or  pentobarbital,  administered  in- 
tramuscularly one  to  two  hours  prior  to 
anesthesia. 

Choice  of  Anesthesia 

The  constant  aim  of  course  is  safe  anes- 
thesia. Safe  anesthesia  is  that  which  dis- 
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turbs  least  the  metabolic  functions  of  the 
patient,  while  at  the  same  time  providing 
satisfactory  operating  conditions.  These 
fundamental  aims  are  achieved  best  by  the 
employment  of  some  form  of  regional  anal- 
gesia. For  operations  “below  the  umbili- 
cus,” spinal  analgesia  is  considered  safe, 
predictable  and  controllable.  In  procedures 
involving  one  extremity,  unilateral  spinal 
analgesia  can  be  achieved  easily  and  is  less 
likely  to  cause  a reduction  in  blood  pres- 
sure. Spinal  analgesia,  using  hyperbaric 
solutions,  is  more  predictable  and  is  more 
easily  confined  to  the  areas  desired  than  is 
lumbar  epidural  analgisia;  therefore,  exten- 
sive sympathetic  paralysis  with  its  associ- 
ated hypotension  is  less  likely  with  the 
subarachnoid  technic.  Severe  arterioscle- 
rotic disease,  with  or  without  hypertension, 
does  not  contraindicate  spinal  analgesia,  if 
one  is  careful  and  meticulous  in  his  technic. 
Prostatectomy,  fixation  of  hip  fractures, 
amputations  in  lower  extremities  and  simi- 
lar procedures  are  tolerated  well  under 
spinal  analgesia. 

Other  technics  of  regional  analgesia  are 
useful  in  the  geriatric  patient.  Sciatic- 
femoral  block  for  the  lower  extremity, 
caudal  block  for  the  perianal  region,  axil- 
lary block  for  the  upper  extremity,  regional 
block  for  inguinal  hernia,  and  intercostal 
block  for  upper  abdominal  surgery — all 
these  possess  the  advantage  in  the  geriatric 
patient  that  the  production  of  unconscious- 
ness is  not  necessary.  If  general  anesthesia 
is  not  required,  the  danger  of  disturbing 
cerebral  function  is  reduced,  and  immediate 
postoperative  care  and  convalescence  is  sim- 
plified. Regional  technics  preserve  the  men- 
tal status  quo  of  the  patient  and  interfere 
least  with  the  mode  of  life  and  therefore 
with  the  metabolic  functions  of  the  patient. 

If  regional  methods  are  not  feasible,  safe 
anesthesia  is  light  planes  of  general  anes- 
thesia. Extremely  low  concentrations  of 
anesthetic  drugs  are  required  in  geriatric 
patients.  Reactions  to  painful  stimuli  are 
abolished  readily  and  muscle  relaxant  drugs 
are  required  in  minimal  quantities  because 
muscle  tone  in  these  patients  is  greatly  re- 
duced. 

In  the  patient  with  acute  intestinal  ob- 
struction, not  uncommon  in  the  geriatric 
age  group,  where  regional  analgesia  is  not 


feasible,  a transtracheal  topical  analgesia 
followed  by  an  awake  endotracheal  intuba- 
tion will  prevent  the  danger  of  aspiration 
of  regurgitated  stomach  contents  which  is 
a real  hazard  with  more  conventional  meth- 
ods of  anesthesia  induction.  Depending  on 
the  age  and  debility  of  the  patient,  mainte- 
nance of  anesthesia  can  be  accomplished 
with  nitrous  oxide  or  ethylene  only  in  some 
instances;  at  other  times  low  concentrations 
of  ethyl  ether,  cyclopropane  or  halothane, 
with  minimal  quantities  of  muscle  relaxant 
drugs,  may  be  required.  The  important 
points  are  to  establish  a patent  airway 
early,  to  administer  the  inhalation  drugs  in 
limited  concentrations,  and  to  provide  ade- 
quate ventilation  at  all  times  by  gently  as- 
sisting or  controlling  the  respirations  of  the 
patient. 

Rapid  inductions  of  anesthesia  are  to  be 
avoided  in  the  geriatric  patient.  Ultra  short- 
acting barbiturates  should  be  used  sparingly 
and  only  for  the  production  of  unconscious- 
ness. Then  inhalation  drugs  should  be  ad- 
ministered without  rush.  The  employment 
of  muscle  relaxant  drugs  to  facilitate  endo- 
tracheal intubation  is  best  omitted.  Most 
geriatric  patients  no  longer  have  teeth,  and 
endotracheal  intubation  can  be  accom- 
plished readily  in  light  planes  of  anesthesia 
following  a transtracheal  topical  analgesic 
without  disturbing  the  patient’s  rhythm  of 
respiration.  The  sudden  institution  of  con- 
trolled respiration,  which  is  necessary  after 
the  injection  of  a muscle  relaxant  to  facili- 
tate intubation,  often  produces  profound  re- 
ductions in  blood  pressure  in  the  geriatric 
patient,  particularly  when  potent  anesthetic 
drugs  are  being  administered  at  the  same 
time.  The  less  disturbance  of  the  status 
quo,  the  better  off  the  patient  will  be. 

Postoperative  Period 

Recovery  rooms  are  most  valuable  for  the 
geriatric  patient,  because  here  he  can  re- 
ceive the  special  nursing  care  which  is  so 
important  to  his  convalescence.  This  care 
can  be  facilitated  by  the  cooperation  of  the 
patient,  and  therefore  rapid  awakening  and 
rapid  return  of  cerebral  function  are  most 
important — hence  the  value  of  regional 
technics.  The  maximum  employment  of  the 
stir-up  regimen  (frequent  change  of  posi- 
tion, instigation  of  coughing,  deep  breath- 
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ing,  and  active  and  passive  movements  of 
the  legs)  should  be  instituted.  The  physio- 
therapy division  of  the  hospital  often  is 
most  helpful  in  these  measures. 

In  patients  who  are  debilitated  and  who 
have  been  subjected  to  extensive  abdominal 
or  thoracic  procedures,  it  is  wise  to  consider 
seriously  performing  an  elective  tracheot- 
omy at  the  end  of  the  operative  procedure. 
This  course  of  action  will  improve  ventila- 
tion in  the  postoperative  period  by  reducing 
dead  space,  it  will  facilitate  repeated  aspira- 
tion of  secretions  from  the  tracheobronchial 
tree  and  therefore  reduce  the  possibility  of 
pulmonary  complications,  and  it  will  permit 
the  institution  of  mechanical  aid  to  ventila- 
tion should  that  be  required. 

Although  geriatric  patients  need  “tender, 
loving  care”  in  all  phases  of  illness,  this  as- 
pect of  their  treatment  should  not  be  over- 


done in  the  postoperative  period  by  too  lav- 
ish administration  of  narcotic  drugs.  Relief 
of  pain  should  be  provided  only  when  re- 
quired, and  then  minimal  doses  of  narcotics 
should  be  administered. 

Summary 

“Fragile — handle  with  care”  exemplifies 
the  attitude  with  which  geriatric  patients 
should  be  approached.  An  understanding 
of  the  individual  physiologic  limitations  of 
each  patient  is  necessary  if  an  intelligent 
application  of  basic  principles  is  to  be  ap- 
plied. Anesthetic  drugs  and  technics  should 
be  chosen  with  due  regard  for  the  fragility 
of  the  patient  undergoing  an  operation.  The 
postoperative  approach  should  be  one  of  ac- 
tivity within  the  limits  of  tolerance  of  the 
patient. 


The  Effect  of  an  Antithyroid  Drug  on  the  Clinical 

Course  of  Malignant  Hypertension.  Perera, 

George  A.:  Ann.  Int.  Med.  55:29,  1961. 

Because  of  reports  in  the  experimental  litera- 
ture that  antithyroid  measures  may  suppress  hy- 
pertension in  animals  and  that  thyroid  products 
may  aggravate  hypertension,  a study  was  designed 
to  observe  the  effects  of  antithyroid  drugs  on 
malignant  hypertension. 

Four  patients,  two  men  and  two  women  ages  36 
to  42,  with  a diastolic  blood  pressure  of  over  120 
and  fundoscopic  changes  of  hemorrhage,  exudates 
and  papilledema,  were  selected.  Methimazole,  10 
mg.  q.i.d.  was  given  to  each  patient  daily  for 
periods  ranging  from  four  months  to  over  two 
years.  In  all  cases,  the  retinal  changes  cleared, 
symptoms  of  hypertension  disappeared  and  the 
usual  progressive  changes  in  kidneys  did  not 
occur. 

The  statistical  life  expectancy  was  markedly 
extended.  There  was,  however,  no  change  in  the 
blood  pressure  itself.  There  was  also  no  clinical 
or  laboratory  evidence  of  hypothyroidism. 

This  study  was  presented,  not  for  therapeutic 
implications,  but  to  stimulate  inquiry  into  possible 
mechanisms  of  malignant  hypertension.  (Ab- 
stracted for  the  Middle  Tennessee  Heart  Associa- 
tion by  Arthur  Anderson,  M.D.,  Nashville.) 
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The  possible  role  of  dietary  fat  in  the  pathogenesis  of  atherosclerosis  is  before  us  constantly,  in  the 
medical  literature,  the  lay  press  and  in  commercial  advertising.  The  truth  of  what  part  it  plays 
has  not  been  established  as  yet.  This  will  need  to  await  more  time. 


Fat  And  Your  Heart* 


MERRILL  F.  NELSON,  M.D.,  Chattanooga,  Tenn. 


The  present  controversy  over  the  rela- 
tionship of  fat  to  arteriosclerosis  and  coro- 
nary artery  disease  is  not  new.  In  the  last 
century  the  pathologist  Virchow  noted  that 
cholesterol  was  present  in  the  arterioscle- 
rotic plaques  in  the  human  arteries.  In 
1908  the  Russian  researcher,  Ignatowski, 
showed  clearly  that  feeding  cholesterol  in 
egg  yolks  to  rabbits  could  produce  arterio- 
sclerosis. Anitchkov  in  Russia  and  Bailey 
in  California  in  1914  and  1916  showed  that 
hypertension  accelerated  the  production  of 
arteriosclerotic  lesions  in  experimental  ani- 
mals. Snapper  in  1941  found  that  a lowered 
intake  of  fat  usually  was  followed  by  a 
lowered  content  of  fat  in  the  blood.  In 
1952  Groen1  in  Holland  and  Kinsel-  in  Cali- 
fornia independently  showed  that  unsatu- 
rated or  liquid  fat,  such  as  corn  oil,  replac- 
ing saturated  or  hard  fat,  such  as  beef  fat, 
in  the  diet  also  lowered  cholesterol  in  the 
blood.  With  this  as  a background  investi- 
gators have  studied  many  aspects  of  fat, 
cholesterol,  and  heart  disease,  all  over  the 
world. 

What  do  we  know  about  the  etiology  of 
arteriosclerosis  and  coronary  artery  dis- 
ease? 

The  United  States  is  unchallenged  in  its 
position  for  leadership  as  the  number  one 
country  in  the  incidence  of  coronary  artery 
disease.  The  average  American  eats  about 
40  to  45%  of  his  total  calories  in  fats. 
Keyes:!  and  other  investigators  have  found 
that  in  general  there  is  some  relationship 
between  the  consumption  of  dietary  fat  by 
population  groups  and  the  incidence  of  cor- 
onary artery  disease  in  that  population.  He 
found  that  this  is  probably  not  a simple 
genetic  variation,  but  that  a given  popula- 
tion group  fed  intermediate  and  larger 
quantities  of  fat  responded  by  having 

*Read  at  the  meeting  of  the  Tennessee  Acad- 
emy of  General  Practice,  April  10,  1961,  Chatta- 
nooga, Tenn. 


higher  levels  of  fat  in  the  blood  and  an  in- 
creased incidence  of  coronary  artery  dis- 
ease. Americans  whose  parents  were  born 
in  countries  other  than  the  United  States 
have  an  incidence  of  coronary  artery  dis- 
ease the  same  as  Americans  whose  ances- 
tors fought  the  American  Revolution.  In 
Capetown,  Israel,  India,  and  Finland,  the 
relationship  of  dietary  hard  fat  to  liquid 
fat  seems  to  parallel  the  reported  deaths 
from  coronary  artery  disease. 

However,  the  problem  is  far  more  complex 
than  this.  The  reported  number  of  coro- 
nary deaths  per  100,000  men  in  the  United 
States  is  342.  In  Denmark,  Sweden,  Nor- 
way and  the  Netherlands  the  diet  is  very 
similar  to  ours  in  composition,  in  total  cal- 
ories, and  in  the  ratio  of  hard  to  liquid  fat. 
These  people  are  similar  to  the  average 
American,  and  in  fact  many  of  us  trace  our 
ancestry  to  one  of  these  countries.  Contrast 
the  342  deaths  per  100,000  in  the  United 
States  with  Sweden’s  212,  in  Norway  128, 
and  in  the  Netherlands  145.  That  is,  these 
countries  with  identical  dietary  habits  have 
between  one-half  and  one-third  as  much 
coronary  artery  disease  in  men  of  all  ages 
as  does  the  United  States.  This  difference 
is  even  more  striking  in  the  younger  age 
group — age  35  to  39  years.  In  the  United 
States  50  young  men  per  100,000  are  ex- 
pected to  die  each  year  from  coronary  ar- 
tery disease;  in  the  Netherlands  it  is  7 men, 
in  Norway  12,  Sweden  9,  and  in  Denmark 
7.  In  this  young  age  group,  where  coronary 
artery  disease  surely  takes  a terrible  toll 
prematurely,  the  other  countries  named 
have  from  one-fourth  to  one-seventh  as 
many  deaths  each  year.  Surely  there  are 
many  things  involved  in  coronary  artery 
disease  other  than  diet. 

What  about  blood  levels  of  lipids  in  the 
individual? 

Is  this  a useful  measure  of  a person’s 
likelihood  of  having  coronary  artery  dis- 
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ease?  In  the  United  States  the  average 
cholesterol  determination  is  in  the  range 
of  225  mg.  per  100  ml.  with  considerable 
variation  as  between  laboratories.  The  pa- 
tients with  coronary  artery  disease  gener- 
ally have  average  levels  about  20  mg.  per 
100  ml.  higher.  At  our  Clinic,  the  average 
cholesterol  level  in  107  patients  with  coro- 
nary artery  disease  was  218  mg.  per  100  ml., 
— this  varied  from  139  to  350  mg.  per  100 
ml.  In  100  controls  who,  of  course,  may 
have  included  many  cases  of  unrecognized 
coronary  artery  disease,  the  average  was 
213  mg.  per  100  ml.  The  variation  was, 
therefore,  less  than  a significant  one,  es- 
pecially allowing  for  individual  variations 
from  day  to  day  and  week  to  week  in  the 
cholesterol.  It  would  thus  be  apparent  that 
in  a given  individual  the  cholesterol  level 
is  not  a satisfactory  determination  for  the 
accurate  prediction  of  impending  coronary 
artery  disease. 

About  half  of  the  patients  with  coronary 
artery  disease  have  a blood  cholesterol  level 
higher  than  the  average.  In  the  young  men 
under  age  40  with  coronary  artery  disease 
the  figures,  however,  become  significant  in 
that  80%  of  these  do  have  the  disease. 

Is  there  a safe  level  of  cholesterol? 

Many  observers  believe  that  with  blood 
cholesterols  of  less  than  150  mg.  per  100  ml. 
coronary  artery  disease  must  be  uncom- 
mon. (Levels  that  low  are  also  uncommon 
in  the  United  States.) 

Let  us  go  over  what  the  Central  Commit- 
tee of  the  American  Heart  Association  said 
on  this  matter.4  This  statement  appeared 
in  many  newspapers  and  most  of  you  and 
many  of  your  patients  have  probably  come 
to  your  own  conclusions  about  it.  They 
discuss  some  of  the  factors  we  have  men- 
tioned. Then  they  ask,  “who  should  modify 
his  diet?”  The  statement  continues:  (1) 
“those  who  are  overweight;  (2)  those  with 
a strong  family  history  of  coronary  artery 
disease  or  strokes;  (3)  those  with  hyper- 
tension or  elevated  blood  cholesterol;  (4) 
those  who  have  had  a stroke  or  coronary 
artery  accident;  and  lastly,  (5)  those  who 
lead  ‘sedentary  lives  of  relentless  frustra- 
tion.’ ” 

Can  we  lower  cholesterol  if,  in  fact,  this 
is  a good  thing  to  do? 

For  several  years  we  have  been  plagued 


with  dozens  of  medications  alleged  to  lower 
the  blood  cholesterol.  Almost  all  are  ex- 
pensive. They  are  a lot  of  trouble  to  the 
patient.  In  many  cases  they  are  attended 
by  unpleasant  side-effects.  Triparinol,  high 
doses  of  nicotinic  acid  and  sitosterols  often 
are  successful  in  lowering  blood  lipids.  I 
think  one  can  sum  up  the  general  feeling 
of  workers  in  this  field  when  it  is  stated 
that  it  is  simply  unknown  whether  or  not 
these  will  influence  present  or  future  ather- 
osclerosis in  the  individual  taking  such 
medication. 

Will  diet  affect  elevated  cholesterol  lev- 
els? Again,  once  a patient  develops  symp- 
toms of  coronary  artery  disease,  it  has  often 
been  found  that  the  cholesterol  levels  in- 
crease. 

Let  us  discuss  for  a moment  some  of  the 
factors,  other  than  fats,  which  appear  to 
influence  the  extent  of  atherosclerosis. 

First,  as  has  been  shown  for  many  years, 
hypertension  greatly  accelerates  the  devel- 
opment of  atherosclerosis,  in  that  it  tends 
to  come  much  earlier  in  patients  with  hy- 
pertension and  be  more  severe.  It  is  an 
old  truism  that  women  under  40  with  coro- 
nary artery  disease  usually  have  either  hy- 
pertension or  diabetes. 

This  brings  us  to  the  next  factor  known 
to  influence  this  disease — the  hormones. 
Women  seem  quite  protected  from  athero- 
sclerosis in  most  cases  until  the  post- 
menopausal age.  Women  who  have  been 
castrated  at  an  early  age  suffer  from  nearly 
as  much  coronary  artery  disease  as  men 
even  in  the  younger  age  group. 

Some  families  have  an  incidence  of  cor- 
onary artery  disease  greater  than  one  would 
expect  by  chance.  This  is  complicated  by 
the  fact  that  diabetes  and  other  metabolic 
diseases,  hypertension,  and  emotional  make- 
up, as  well  as  dietary  patterns,  tend  to  run 
in  families. 

Behavior  patterns  have  been  related  to 
this  problem.  In  1959,  a study  divided  the 
population  into  three  groups:  First,  those 
with  intense  ambition,  much  drive  and  a 
sense  of  time  urgency — the  people  who  feel 
they  never  have  enough  time  to  get  things 
done;  second,  those  with  apparently  a lack 
of  ambition  and  a complete  disregard  for 
promptness;  and  third,  a group  similar  to 
the  second  with  additional  anxiety  state. 


October,  1961 


FAT  AND  YOUR  HEART— Nelson 


357 


These  groups  were  well  matched  in  terms 
of  diet,  age,  etc.  Coronary  artery  disease 
was  seven  times  more  frequent  in  the  first 
group  than  in  the  other  two.  Blood  cho- 
lesterol was  also  elevated  in  the  first  group. 

Diabetes  tends  to  accelerate  the  produc- 
tion of  arteriosclerosis,  causes  it  to  appear 
earlier  and  to  be  more  severe.  This  is  un- 
fortunately not  related  entirely  to  the  con- 
trol of  the  diabetes. 

Cigarette  smoking  is  said  to  increase  the 
incidence  of  coronary  artery  disease.  This 
is  a most  complex  subject  since,  if  we  ac- 
cept the  relationship  of  behavior  patterns 
to  coronary  artery  disease  however  vague, 
the  man  with  a great  deal  of  drive  is  more 
likely  to  smoke  and,  if  so,  to  smoke  more 
heavily  than  his  phlegmatic  counterpart. 

Obesity  is  associated  with  an  increased 
incidence  of  coronary  artery  disease  and  a 
shortening  of  life.  Insurance  statistics  leave 
no  doubt  of  this.  This  is  not  related  ap- 
parently to  levels  of  blood  lipid,  since 
studies  of  large  groups  so  far  have  shown 
no  consistent  correlation. 

Animal  experimentation  is  usually  quoted 
as  a strong  confirming  link  in  the  hypothe- 
sis of  a relationship  of  dietary  fat  to  in- 
creased blood  lipids  and  thus  to  coronary 
artery  disease.  It  is  interesting  that  al- 
though dogs,  rats,  monkeys  and  many  other 
animals  can  be  made  to  have  an  increased 
severity  of  atherosclerosis  by  an  increase 
in  the  dietary  fat,  in  each  case  other  meas- 
ures must  also  be  included.  For  instance, 
in  dogs,  the  animal  must  be  made  hypo- 
thyroid. In  rats  bile  acids  must  be  added 
to  the  diet.  In  monkeys  a sulphur-deficient 
protein  must  be  used  in  addition  to  a high 
fat  diet.  To  my  knowledge,  classical  myo- 
cardial infarction  or  cerebral  infarction  has 
not  been  produced  in  experimental  animals. 
Monkeys,  interestingly,  show  considerable 
individual  variation  in  susceptability  to  the 
development  of  high  blood  lipids  following 
a high  fat  diet.  Some  monkeys  seem  quite 
resistent  to  this.  In  the  monkeys  that  do 
develop  high  blood  lipids,  increased  ather- 
osclerosis was  usually  found. 

Recent  work  has  shown  that  much  of  the 
cholesterol  present  in  intimal  plaques  is 
synthesized  de  novo  from  nonlipid  precur- 
sors. One  school  of  thought  states  that  per- 
haps arteriosclerosis  is  a metabolic  disease 


and  that,  as  in  diabetes,  the  clinical  find- 
ings in  the  presence  of  the  disease  may  be 
the  result  of  the  disease  and  not  a cause. 
(For  example,  elevation  of  blood  sugar 
found  in  uncontrolled  diabetes  is  surely 
not  the  cause  of  the  diabetes.)  Perhaps  in 
arteriosclerosis  the  elevated  blood  choles- 
terol is  the  result  of,  let  us  say,  over- 
production of  cholesterol  by  diseased  ar- 
teries. And  in  the  same  way  as  in  diabetes, 
even  though  sugar  does  not  cause  the  dis- 
ease, an  excess  of  sugar  probably  makes  the 
disease  more  severe,  and  thus,  perhaps  an 
increased  fat  level  in  arteriosclerosis,  though 
not  the  cause,  might  be  a factor  in  increas- 
ing the  severity  of  this  blood  lipid  level. 
This  has  been  noted  by  many  observers 
over  the  last  fifty  years.  Reduction  in  total 
fat  intake,  reduction  in  caloric  intake,  sub- 
stitution of  liquid  fats  for  unsaturated  fats 
for  hard  or  saturated  fats  usually,  but  not 
always,  results  in  a lower  level  of  choles- 
terol and  other  blood  lipids. 

What  do  we  know  about  the  effect  of  this 
lowering  of  cholesterol?  Does  it  do  any 
good?  Here  are  some  of  the  statements 
made  by  physicians  who  have  worked  in 
this  field  for  years:  “Patients  on  a low  fat 
diet  feel  better”;  “Those  with  peripheral 
vascular  disease  show  some  symptomatic 
improvement,  but  also  none  has  shown  a 
return  of  palpable  pulsation.”  “There  is 
no  conclusive  evidence  existing  today  that 
dietary  modification  affects  the  human 
atheromatous  process.”  There  are  conflict- 
ing studies  but  the  majority  now  seem  to 
show  that  there  is  no  clear  evidence  that  a 
patient  having  had  a myocardial  infarction 
or  stroke  lives  any  longer  or  is  any  less 
likely  to  have  a recurrence  on  a low  fat 
diet.  What  then,  would  be  the  reason  for 
dietary  modification?  One  thing  such  a diet 
will  do  generally  is  to  cause  weight  reduc- 
tion, which  in  most  of  our  well-fed  Ameri- 
cans will  probably  lead  to  greater  health 
and  longevity.  Our  patients  come  to  us 
expecting  or  demanding  a diet.  They  have 
read  the  articles  in  Time , Reader’s  Digest, 
as  have  most  of  us,  describing  such  dietary 
changes  in  glowing  terms.  These  patients 
will  certainly  think  us  behind  the  times  if 
we  cannot  come  up  with  some  change  in 
their  diet.  It  is  true  that  dietary  modifica- 
tion with  some  reduction  in  the  total 
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amount  of  calories  and  substitution  of  liquid 
for  hard  fats  is  certainly  safe,  especially  in 
the  obese,  is  not  expensive,  and  shows  the 
patient  that  we  are  sincerely  trying  to  do 
what  we  believe  to  be  the  best  thing  at 
present.  It  can  do  no  harm  and  it  may  do 
some  good. 

It  has  been  shown  that  the  maximal  dep- 
osition of  cholesterol  in  the  intima  is  at  age 
one.  The  next  most  rapid  age  of  deposition 
is  at  age  15  to  30.  Possibly  we  should  con- 
sider the  reduction  of  the  intake  of  fat  in 
this  second  group,  where  hamburgers  and 
French  fries,  barbecues,  etc.  often  play  a 
preponderant  role  in  the  diet.  This  would 
take  many  years,  though  many  of  us  on  our 
own  have  been  trying  to  decrease  somewhat 
the  hard  fat  intake  of  our  children  and  our 
younger  patients,  in  the  hope  that  we  may 
actually  reduce  the  likelihood  of  their  suf- 
fering premature  coronary  disease.  There 
has  been  no  large  scale  study  on  this  matter 
and  certainly  this  is  pure  speculation. 


There  are  conflicting  reports  on  the  effect 
of  exercise  on  cholesterol,  but  regardless  of 
whether  or  not  regular  physical  exercise 
will  prolong  life,  I am  certainly  convinced 
it  will  make  us  feel  better  as  long  as  we 
live. 
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Specialists  Do  Most  of  Surgery 

About  seven  out  of  every  10  surgical  proce- 
dures in  the  U.  S.  are  performed  by  physicians 
who  specialize  in  surgery,  according  to  Health 
Information  Foundation. 

The  data  was  based  on  a survey  of  nearly  3,000 
families  who  were  queried  about  a variety  of 
health  matters  they  experienced  in  a 12-month 
period  in  1957-58. 

Of  the  in-hospital  surgical  procedures  reported, 
62%  were  performed  by  physicians  who  limited 
their  practices  to  surgical  fields.  Another  8% 
were  done  by  part-time  specialists  in  surgery. 

Other  findings: 

• Some  42%  of  all  operations  were  performed 
by  physicians  who  were  certified  by  either  the 
American  Board  of  Surgery  or  some  other  Ameri- 
can board  whose  field  includes  surgery. 

• Two-fifths  of  all  surgical  procedures  took 
place  in  hospitals  approved  for  resident  training 
by  the  American  Medical  Association. 

• Four-fifths  of  all  operations  were  done  in 
hospitals  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals. 

• Surgical  specialists  tended  to  concentrate  on 
the  more  difficult  procedures — accounting  for  89% 
of  the  gastro-intestinal  and  urinary  operations 
but  only  64%  of  the  tonsillectomies  and/or  ade- 
noidectomies. 

• General  practitioners  in  private  practice  per- 
formed only  one-fifth  of  all  the  in-hospital  sur- 
gery, but  did  34%  of  the  tonsillectomies  and  ade- 
noidectomies.  (A.M.A.  News.) 
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The  management  of  diabetes  mellitus  is  arduous  at  the  best.  The  psychologic  reactions  which  are 

usually  present  may  make  the  task  doubly  difficult. 

Psychologic  Factors  In  The 
Control  Of  Diabetes* 


RICHARD  C.  SEXTON,  JR.,  M.D.,  Knoxville,  Tenn. 


Good  control  of  diabetes  mellitus  is  a re- 
sultant of  an  interaction  of  several  factors, 
not  the  least  of  which  is  the  psyche  of  the 
patient.  The  incidence  of  neurotic  illnesses 
is  second  only  to  dental  caries.  Inevitably 
a large  number  of  diabetic  patients  have 
antecedent  neurotic  symptoms  or  illnesses 
which  adversely  affect  the  control  of  their 
disease.  Physiologic  and  psychologic  in- 
tegrative mechanisms  are  operative  to  some 
extent  in  every  patient,  and  appropriate  at- 
tention must  be  given  to  both.  The  role  of 
diet,  insulin,  other  hormones,  physical  ac- 
tivity, and  the  autonomic  nervous  system 
is  partially  understood.  The  role  of  psy- 
chologic influences,  however,  is  poorly  un- 
derstood. These  influences  are  admittedly 
more  subtle,  more  occult,  and  more  difficult 
to  quantitate.  The  purpose  of  this  paper  is 
to  discuss  psychologic  factors  which  influ- 
ence the  control  of  diabetes  and  to  super- 
ficially consider  some  of  the  psychodynamic 
mechanisms  involved. 

It  is  recognized  that  carbohydrate  metab- 
olism is  quite  complicated.  Certain  physi- 
ologic and  metabolic  observations,  however, 
make  it  quite  clear  that  psychologic  stresses 
play  a significant  role  in  basic  metabolic 
processes.  Metabolic  responses  to  the  psy- 
chologic stresses  of  surgery,  for  instance, 
are  well  documented.  Psychologic  stresses 
which  evoke  the  “fight  or  flight  reaction” 
mobilize  glycogen  from  the  liver  and  pre- 
pare the  organism  for  physical  encounter 
or  retreat.  Hinkle  and  Wolf1  have  shown 
that  an  occasional  diabetic,  when  exposed 
to  stressful  psychologic  stimuli,  responds 
with  hyperglycemia  and  glycosuria.  Most 
diabetics,  however,  when  exposed  to  stress- 
ful psychologic  stimuli  respond  with  a grad- 

*Read before  the  meeting  of  the  Tennessee  Di- 
abetes Association,  April  11,  1961,  Chattanooga, 
Tenn. 


ual  decrease  in  blood  sugar  level  and  an 
increase  in  the  concentration  of  circulating 
ketone  bodies.  These  changes  represent  an 
exaggeration  of  the  physiologic  changes 
which  occur  in  normal  nondiabetic  indi- 
viduals when  exposed  to  stress.  This  fall 
is  presumed  to  be  due  to  increased  periph- 
eral utilization  of  glucose  because  of  an 
overall  increase  in  metabolic  activity. 
Selye-  has  demonstrated  the  same  physio- 
logic response  when  nonspecific  stresses  are 
applied  in  experimental  animals.  Hinkle 
and  Wolf'  conjectured  that  those  diabetics 
in  whom  hyperglycemia  occurred  had  been 
subjected  to  stresses  which  evoked  strong 
reactions  of  fear  or  anger  with  elaboration 
of  epinephrine  and  glycogen  mobilization. 
Certain  homeostatic  mechanisms  have  been 
postulated  in  the  diabetic  exposed  to  psy- 
chologic stresses.  These  mechanisms  are 
designed  to  maintain  or  restore  normogly- 
cemia.  Production  of  ketone  bodies  by  the 
liver  is  accelerated.  This  makes  available 
a substitute  metabolite  for  the  muscles.  In 
addition,  the  respiratory  quotient  falls  and 
the  musculature  almost  ceases  to  utilize 
glucose.  It  seems  likely  that  these  meta- 
bolic adaptations  are  mediated  by  way  of 
the  pituitary  and  adrenal  glands.  A hyper- 
ketonemic  response  to  stress  occurs  in  both 
the  diabetic  and  nondiabetic.  In  the  dia- 
betic, however,  it  may  assume  a magnitude 
sufficiently  great  to  evoke  a “stress  diuresis” 
or  ketosis. 

Portis  and  Zitman3  reported  the  occur- 
rence of  low  or  flat  glucose  tolerance  curves 
in  patients  whose  chief  complaints  were 
weakness  and  fatigability.  They  found  that 
these  patients  had  become  quite  preoccu- 
pied with  their  work  and  had  “lost  their 
zest  for  life  and  work”  in  a dull  monotonous 
routine  which  was  repugnant  even  to  them. 
They  were  characterized  by  feelings  of  de- 
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spondency,  insecurity,  and  inadequacy. 
Their  behavior  was  thought  to  represent  a 
vegetative  retreat.  Hinkle  and  Wolf1  have 
shown  that  administration  of  glucose  in  pa- 
tients adapting  to  stress  may  evoke  two  re- 
sponses— the  glucose  tolerance  curve  may 
be  either  higher  or  flatter.  It  is  suggested 
that  the  higher  curves  are  more  apt  to  be 
seen  in  individuals  under  chronic  stress  and 
the  flat  curves  in  those  under  acute  stress. 

The  usual  symptoms  of  functional  hypo- 
glycemia are  anxiety,  tension,  asthenia,  and 
fatigue.  It  appears  that  a flat  glucose  tol- 
erance curve  can  be  produced  in  normal 
individuals  when  stressful  stimuli  are  ap- 
plied which  make  them  anxious  and  tense. 
It  is  well  known  that  chronic  fatigue  and 
functional  hypoglycemia  are  frequent  con- 
comitants. Hinkle  and  Wolf1  suggest  that 
fatigue  and  hypoglycemia  in  the  same  indi- 
vidual are  “parallel  phenomena  which  are 
not  causally  related.”  They  further  sug- 
gest that  the  diabetic  can  be  looked  upon 
as  an  individual  in  whom  adaptive  processes 
have  been  mobilized  not  to  protect  him 
from  ketosis  but  to  protect  him  against  the 
ill  effects  of  hypoglycemia. 

The  role  of  emotional  factors  in  the  gen- 
esis of  diabetes  mellitus  is  difficult  to  as- 
sess. Occasionally,  the  onset  of  diabetes 
coincides  with  the  occurrence  of  emotional 
traumas.  Certainly,  oscillations  in  the  clin- 
ical behavior  of  diabetes  can  often  be  rather 
convincingly  related  to  emotional  stresses. 
Some  authors  assume  that  there  is  a con- 
stitutional predisposition  in  the  diabetic 
and  that  there  is  generally  an  insecure  re- 
lationship to  the  mother,  and  that  their 
metabolic  adaptations  are  appropriate  to 
starvation.  Gendel  and  Benjamin,4  in  a 
study  of  44  diabetics  in  the  military  serv- 
ice, were  unable  to  relate  the  onset  of  dia- 
betes to  the  stresses  of  military  service  in 
a single  patient.  Grinker  and  Robbins5  em- 
phasize that  a “psychologically  depressive 
mood”  often  exists  in  the  mother  of  the  pa- 
tient, or  in  the  patient,  or  in  both.  My  own 
conclusion  is  that  the  role  of  psychologic 
stresses  in  the  immediate  causation  of  dia- 
betes is  far  from  clear,  and  that  much  re- 
search needs  to  be  done  in  this  arena  be- 
fore a final  answer  will  be  forthcoming. 

The  anxiety  and  insecurity  attendant  on 
the  onset  of  a chronic  disease  depends  in 


great  measure  on  the  premorbid  ego 
strength  and  personality  development  of 
the  individual.  Concomitant  psychologic 
stresses  may  be  equally  important.  If  pre- 
existent anxiety  is  the  predominant  psycho- 
logic disturbance  in  a given  patient,  the 
disease  may  seem  overwhelming  to  the  pa- 
tient. In  such  patients  frequent  emphatic 
reassurances  and  other  repressive  psycho- 
therapeutic measures  may  be  necessary  in 
order  to  maintain  the  individual  as  a pro- 
ductive member  of  society.  The  patient  in 
whom  anxiety  and  strong  dependency  needs 
coexist  may  exhibit  an  ambivalent  attitude 
toward  his  disease.  The  potential  compli- 
cations of  the  disease  may  activate  latent 
as  well  as  overt  anxiety,  and  may  perpe- 
trate a chronic  anxiety  state  in  certain  pa- 
tients. On  the  other  hand,  the  regimenta- 
tion incident  to  control  of  his  disease,  and 
the  attention  which  comes  to  him  as  a re- 
sult of  the  disease,  may  satisfy  previously 
unrequieted  dependency  needs  and  the  pa- 
tient may  accept  the  disease  with  mystify- 
ing equanimity.  In  this  situation  gratifica- 
tion of  dependency  needs  fulfills  a need 
which  is  sufficiently  great  to  cause  the  pa- 
tient to  disregard  his  anxieties  regarding 
his  disease. 

The  diabetic,  despite  the  reassurances  and 
explanations  of  his  physician,  at  once  feels 
different  from  the  nondiabetic.  The  regi- 
mentation necessitated  by  his  disease  is 
fairly  apparent  to  the  patient.  The  injection 
of  insulin,  or  the  taking  of  oral  hypogly- 
cemic agents,  is  often  correctly  interpreted 
by  the  patient  as  evidence  of  a deficiency 
in  a substance  necessary  for  his  well  being. 
Some  patients  are  secretive  about  their  dis- 
ease to  the  extent  that  they  are  constantly 
anxious  lest  someone  learn  of  their  disease. 
The  other  extreme  exists  in  the  patient  in 
whom  the  disease  is  satisfying  dependent 
needs  and  who  actually  talks  unabashedly 
and  ad  infinitum  about  his  disease.  Then 
there  is  the  pseudo-independent  patient 
whose  defenses  against  dependent  needs  are 
so  great  that  he  will  not  cooperate  in  a 
treatment  program.  In  many  of  these  pa- 
tients the  regimentation  of  treatment  has 
the  effect  of  unmasking  dependent  needs 
which  they  find  intolerable  and  often  un- 
acceptable by  their  family  or  community. 
Here  the  ego  defenses  are  inadequate  to 
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healthfully  insulate  the  patient  against  the 
stresses  of  his  disease.  These  patients  may 
quite  effectively  deny  the  existence  of  dis- 
ease because  they  fear  the  dependency 
which  control  of  the  disease  necessitates. 
They  often  masquerade  as  stoics.  They  fre- 
quently lapse  from  observation  for  long  pe- 
riods of  time,  or  select  a physician  who 
abets  them  in  their  effort  to  deny  the  ex- 
istence of  disease  or  minimize  its  signifi- 
cance. Hence  the  term  “a  touch  of  dia- 
betes.” Thus,  it  is  clear  how  an  intrinsic 
personality  pattern  in  the  pseudo-independ- 
ent patient  may  result  in  poor  control  of 
diabetes  over  a long  period  of  time  and  thus 
hasten  or  precipitate  many  of  the  somatic 
complications  of  the  disease. 

The  following  67  year  old  white  man  is 
an  example  of  the  pseudo-independent  pa- 
tient. This  patient  reported  to  his  local 
physician  in  1958  because  of  nervousness 
and  tenseness.  Glycosuria  was  found.  He 
was  referred  to  an  internist  for  evaluation 
with  respect  to  this.  A glucose  tolerance 
test  was  advised  but  the  patient  never  re- 
turned for  this.  In  March  1961  he  reported 
to  a urologist  because  of  symptoms  of  pros- 
tatism. Glycosuria  was  again  noted.  He 
was  hospitalized  for  urologic  appraisal.  A 
glucose  tolerance  test  yielded  a classic  dia- 
betic tolerance  curve.  In  all  of  his  conver- 
sations the  patient  minimized  the  signifi- 
cance of  the  previously  noted  glycosuria 
and  stated  unequivocably  that  he  did  not 
believe  he  had  diabetes.  He  said  that  the 
attending  physician  at  the  time  of  his  fa- 
ther’s death  had  entered  a diagnosis  of  dia- 
betes mellitus  on  the  death  certificate  but 
that  he  had  never  believed  this  diagnosis 
to  be  accurate.  Interestingly,  discussions 
with  the  patient  disclosed  that  he  had  read 
quite  a bit  about  diabetes  in  the  preceding 
three  years.  His  coronary  insufficiency  and 
arteriosclerosis  obliterans  of  both  lower  ex- 
tremities had  not,  of  course,  been  benefited 
by  this  three-year  period  of  neglect  of  his 
diabetes.  It  appears  that  this  patient  real- 
ized deeply  that  he  had  diabetes  but  would 
not  permit  conscious  recognition  of  this 
fact. 

Obesity  and  Diabetes.  You  are  all,  I am 
sure,  familiar  with  the  ineffectiveness  of 
the  admonition  in  the  obese  patient  that  he 
or  she  must  lose  weight.  In  general, 


chronic  overindulgence  in  food,  with  all  of 
its  somatic  reflections,  is  due  to  emotional 
disturbance.  The  pleasure  derived  from 
eating  makes  dietary  discipline  uniquely 
difficult.  It  appears  that  overeating  is  a 
response  to  nonspecific  emotional  stresses, 
the  tonality  and  pattern  of  which  is  quite 
specific  for  a given  patient,  being  dependent 
on  the  extent  of  emotional  maturity,  life 
situations,  etc.  It  may  represent  an  addic- 
tion to  food,  an  attempt  to  acquire  a substi- 
tute gratification  for  intolerable  life  situa- 
tions, or  a manifestation  of  emotional  ill- 
ness, such  as  depression.  Many  obese  pa- 
tients eat  because  of  a poverty  of  healthful 
emotional  experiences  in  their  life  situation; 
obesity  may,  therefore,  represent  a neurotic 
adjustment.  For  some  obese  patients  food 
serves  as  a sedative,  and  they  often  eat  be- 
cause of  anxiety,  anger,  or  disappointment. 

The  United  States  Public  Health  Service 
has  estimated  that  at  least  one-fourth  of 
the  adults  in  this  country  are  obese,  and 
that  this  reaches  68%  in  older  women.  It 
is  believed  to  be  more  than  coincidence  that 
diabetes  is  quite  prevalent  in  the  latter 
group.  Duncan0  states  that  about  80%  of 
diabetic  patients  are  or  give  a history  of 
having  been  overweight.  He  also  supposes 
that  “pre-diabetic  obese  persons  maintain 
a normal  blood  sugar  and  delay  or  prevent 
the  onset  of  diabetes  by  producing  enor- 
mous amounts  of  endogenous  insulin,  and 
that  this  increased  demand  leads  eventually 
to  an  exhaustion  of  the  islet  cells  and  the 
onset  of  clinical  diabetes  in  persons  also 
predisposed  by  heredity  to  the  disease.”  It 
seems  reasonable,  therefore,  to  conclude 
that  obesity,  with  its  increased  metabolic 
demands  on  the  pancreas,  results  in  the 
onset  of  diabetes  much  sooner  than  it  would 
otherwise  occur.  In  some  older  patients 
with  a genetic  predisposition  it  might  not 
occur  at  all  if  a normal  weight  were  main- 
tained. Thus  it  is  that  the  overeating  due 
to  depression,  boredom,  or  dependency 
needs  of  frustration  may  precipitate  dia- 
betes in  a predisposed  patient  much  sooner 
than  it  would  otherwise  occur.  The  suc- 
cess of  efforts  at  weight  reduction  in  these 
patients  will  be  indirectly  proportional  to 
the  magnitude  of  the  underlying  emotional 
disturbance  and  directly  proportional  to  the 
skill  and  patience  of  the  physician.  Hence, 
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it  is  that  poor  control  of  diabetes  in  these 
patients  may  be  neurotically  determined. 
The  presence  of  a mechanism  for  gaining 
whereby  the  patient  derives  some  apparent 
benefit,  either  material  or  emotional,  from 
the  morbidity  which  attends  poor  control 
renders  therapy  doubly  difficult. 

A diagnosis  of  any  chronic  illness,  as  pre- 
viously indicated,  may  arouse  feelings  of 
anxiety  and  insecurity  in  the  patient.  The 
complexion  and  intensity  of  the  patient’s 
reaction  to  his  or  her  illness  relates  both 
qualitatively  and  quantitatively  to  the  pre- 
morbid  personality  of  the  patient.  The  pa- 
tient who  is  basically  anxious  and  insecure 
will  become  more  anxious  and  less  secure. 
Occasionally,  the  diagnosis  of  a chronic  ill- 
ness, such  as  diabetes,  provides  a focal  point 
on  which  pre-existing,  free-flowing  anxiety 
symptoms  can  be  anchored. 

W.B.,  a 41  year  old  white  man,  reported 
on  June  2,  1960,  with  the  following  state- 
ment: “I  think  it’s  mostly  my  nerves.  Last 
fall  I had  hemorrhoid  trouble  and  kidney 
trouble,  and  I’ve  been  nervous  ever  since.” 
He  reported  sharp  pains  in  his  chest, 
“mostly  just  before  it  rains,”  headache, 
dizziness,  nervous  spells,  easy  fatigue,  morn- 
ing fatigue,  vague  midabdominal  pain,  and 
palpitation.  The  patient  was  obviously 
quite  anxious  regarding  his  symptoms.  The 
physical  examination  disclosed  moderate 
generalized  obesity  as  the  only  abnormality 
of  note.  Routine  laboratory  studies  dis- 
closed a 2-f-  glycosuria.  An  oral  glucose 
tolerance  test  was  then  done,  which  dis- 
closed a diabetic  tolerance  curve.  The  pa- 
tient was  apprised  of  the  virtual  normality 
of  the  physical  findings,  and  was  informed 
regarding  the  significance  of  the  laboratory 
studies.  He  was  emphatically  reassured, 
and  diet  therapy  was  instituted.  The  pa- 
tient’s diabetes  proved  quite  amenable  to 
diet  therapy,  and  he  has  been  asymptomatic 
for  many  months.  This  patient’s  diabetes 
provided  him  with  an  explanation  for  the 
anxiety  symptoms  which  prompted  his  first 
visit  and  thus  far  they  have  remained  in 
abeyance. 

The  psychologic  factors  in  the  control  of 
diabetes  may  be  quite  similar,  psychody- 
namically,  to  those  factors  which  influence 
control  of  other  chronic  diseases,  such  as 
heart  disease,  peptic  ulcer  disease,  tubercu- 


losis, and  chronic  articular  diseases.  Each 
of  us  recalls  patients  with  these  disorders 
in  which  poor  control  of  the  disease  process 
was  neurotically  determined.  Patients  with 
diabetes  mellitus  are  daily  reminded  of 
their  disease.  There  is  an  intrinsic  arrange- 
ment in  the  patient-doctor  relationship 
which  may  stimulate  to  some  extent  the 
emotional  interrelationship  which  prevailed 
between  the  patient  and  his  parent  or  par- 
ent surrogate.  If  the  latter  relationship 
was  a healthful  and  pleasant  one,  the  likeli- 
hood is  great  that  the  patient-doctor  rela- 
tionship will  be  similar  and  that  this  will  be 
reflected  by  good  diabetic  control.  If,  on 
the  other  hand,  an  unhealthful  interper- 
sonal relationship  prevailed,  this  may  be 
reflected  by  varied  aberrant  reactions  to  the 
disease  and  to  the  parent  surrogate,  the 
physician.  The  patient  whose  emotional  de- 
velopment was  arrested  by  over-protective 
parents  at  the  dependent  stage  of  devel- 
opment will  often  regress  rather  readily  to 
a more  primitive  dependent  state  and  will 
utilize  his  disease  to  manipulate  those  about 
him.  A chronic  depressive  state  in  the  di- 
abetic often  creates  quite  a barrier  to  good 
control.  Such  a patient,  who  has  been  pre- 
viously cooperative,  may  begin  to  exhibit 
a lackadaisical  attitude  toward  his  disease. 
The  existence  of  depression  in  these  pa- 
tients, particularly  elderly  patients,  may  be 
difficult  to  recognize  so  that  a high  index  of 
suspicion  must  be  maintained.  Occasional 
patients  may  suddenly  suspend  insulin  and 
dietary  efforts  in  a suicidal  attempt.  Repeti- 
tive episodes  of  keto-acidosis  may  be  related 
to  depression.  In  other  patients  suspension 
of  treatment  efforts  may  not  relate  to  de- 
pression. Instead  it  may  represent  an  es- 
cape from  an  intolerable  life  situation  into 
the  sheltered  environment  of  the  hospital, 
or  it  may  represent  an  expression  of  hostil- 
ity toward  a parent,  relative,  or  spouse. 
Sometimes  environmental  manipulations  or 
some  sympathetic  attention  to  the  life  situa- 
tion of  the  patient  will  prevent  these  epi- 
sodes. 

The  obsessive-compulsive  personality  con- 
stitutes quite  a problem,  both  for  himself 
and  the  therapist.  It  is  extremely  impor- 
tant to  try  to  recognize  these  patients  in 
advance.  The  superego  in  these  patients 
tyrannically  dictates  their  every  move. 
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These  patients,  in  my  opinion,  should  be 
told  as  little  about  their  disease  as  is  con- 
sistent with  good  patient  care.  Usually  the 
more  these  patients  know  about  their  dis- 
ease the  more  they  want  to  know.  They 
often  demand  to  know  the  blood  sugar  level, 
and  may  be  quite  disturbed  by  minor  fluc- 
tuations in  the  levels  of  blood  sugar  or  by 
the  physician’s  unwillingness  to  tell  them 
the  exact  blood  sugar  level.  They  exhibit 
the  same  perfectionistic  tendencies  with  re- 
spect to  their  disease  as  they  do  in  their 
avocations.  They  will  not  compromise  with 
good  control.  This  rigid  adherence  to  the 
treatment  program  may  become  so  extreme 
that  the  patient  has  all  the  other  members 
of  the  household  participating  with  him  in 
the  control  of  his  disease.  Any  departure 
from  his  ritualistic  behavior  may  provoke 
major  domestic  upheavals.  The  disease  is 
often  satisfactorily  controlled,  but  the  toll 
on  other  members  of  the  family,  and  at 
times  the  physician,  may  lead  one  to  ques- 
tion the  cost  of  this  control. 

The  expression,  “diabetic  children  are  un- 
usually bright,”  is  often  made.  Fisher  and 
Dolger 7 in  a long-term  study  found  that 
scholastic  achievements  of  the  diabetic  child 
paralleled  social  adjustment.  Most  authors 
agree  that  personality  changes  and  malad- 
justments, however,  are  to  be  expected  in 
the  diabetic  child.  McGavin  and  associates,8 
concluded  that  diabetic  children  were  nei- 
ther brighter  nor  duller  than  nondiabetic 
children  of  comparable  age.  There  seems  to 
be  general  agreement  with  this  conclusion, 
although  there  are  a few  reports  which  take 
exception  to  this  conclusion.  Joslin’s  group 
was  assumed  by  Brown  and  Thompson  9 to 
be  more  intelligent  because  they  were  from 
a higher  socio-economic  group. 

The  impact  of  a diagnosis  of  diabetes  in  a 
child  is  great  for  several  reasons.  The  dis- 
ease exists  during  the  formative  years  in 
the  child’s  development.  Appropriate  atten- 
tion to  diet,  activity,  and  insulin  necessitates 
considerable  parental  and  professional  su- 
pervision. This  may  lead  to  overprotection 
and  the  development  of  a dependency  state 
at  the  very  time  the  child  should  be  divorc- 
ing himself  from  the  dependency  relation- 
ship of  childhood.  Excessive  anxiety  on  the 
part  of  the  parents  with  respect  to  the  dis- 
ease and  its  complications  is  often  very 


effectively  transferred  to  the  child  and  even 
fabricated  into  the  developing  personality 
of  the  child.  This  perpetrates  childhood 
needs  for  dependency,  produces  chronic 
anxieties  with  respect  to  his  disease,  and 
smothers  initiative  in  other  arenas  of  living. 
This  may  result  in  various  forms  of  passive- 
aggressive  personality  development  with 
weak  ego  strength.  These  patients  may  ap- 
pear helpless,  indecisive,  and  inefficient. 
Their  aggressiveness  may  be  manifest  by 
stubbornness,  procrastination,  temper  tan- 
trums, irritability,  and  passive  obstruction- 
ism. Often  a masochistic-sadistic  interrela- 
tionship prevails  between  the  patient  and 
the  parent  with  the  physician  attempting  to 
serve  as  an  arbiter  in  the  currents  of  emo- 
tional cross-fire.  This  cross-fire  may  become 
so  intense  that  the  physician  may  become 
totally  ineffectual  in  his  more  mundane 
treatment  efforts. 

Healthful  parental  and  patient  anxiety, 
however,  is  desirable  and  necessary  if  op- 
timal control  is  to  be  achieved  in  the  juve- 
nile diabetic.  To  assure  that  anxiety  exists 
in  healthful  rather  than  unhealthful  propor- 
tions is  a major  challenge  and  requires  a 
concerted  effort  on  the  part  of  the  parents 
and  physician.  This  requires  patience,  sym- 
pathy, understanding,  discipline,  affection, 
and  praise  all  given  in  a judicious  fashion. 
Optimism  should  prevail  in  the  patient- 
doctor  and  patient-parent  relationship.  Di- 
abetic camps  are  doing  much  to  reconcile 
the  diabetic  child  with  his  disease  and  aid 
him  in  problems  of  social  adjustment.  Per- 
haps in  no  other  disease  is  the  emotional 
reaction  of  the  parents  more  cruelly  im- 
printed on  the  child. 

Finally,  something  should  be  said  about 
the  role  of  the  physician’s  personality  in  the 
control  of  diabetes.  We  have  already  indi- 
cated that  interpersonal  relationship  which 
prevailed  between  the  patient  and  his  fa- 
ther is  often  mirrored  in  the  pattern  of 
diabetic  control.  A patient  who  has  a hostile 
orientation  toward  father  figures  is  apt  to 
revolt  against  the  therapeutic  restrictions 
imposed  by  the  physician.  The  physician 
with  an  authoritative  air  is  apt  to  intensify 
this  revolt.  The  anxious,  inadequate  pa- 
tient, however,  may  feel  overwhelmed  and 
exhibit  regressive  behavior  which  justifies 
his  unwillingness  to  assume  any  personal 
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responsibility  for  the  control  of  his  disease. 

The  interpersonal  relationship  between 
the  diabetic  and  his  physician  can  become 
quite  intense  and  stressful.  Emotional  ma- 
urity  on  the  part  of  both  is  desirable  if 
optimal  control  is  to  be  maintained.  The 
physician,  however,  should  be  more  mature 
and  more  resilient  in  the  adaptations  neces- 
sary to  good  control.  Dictatorial  ultimata 
serve  only  to  weaken  or  perhaps  sever  the 
relationship.  A patronizing  attitude  on  the 
part  of  the  physician  may  produce  indiffer- 
ence in  the  patient,  therapeutic  abandon, 
self  treatment,  and  even  subtle  manipula- 
tion of  the  physician.  Punitive  therapeutic 
dicta  are  usually  recognized  as  such  by  the 
patient  who  seeks  retribution  through  dis- 
regard of  the  prescribed  regimen.  A maso- 
chistic-sadistic interplay  may  ensue  in  which 
only  the  consequences  of  poor  control  tri- 
umph. Total  submission  of  the  patient  may 
satisfy  dependent  needs  of  the  physician 
and  vice  versa. 

Summary  and  Discussion 

An  attempt  has  been  made  to  discuss  a 
few  of  the  manifold  psychologic  factors 
which  influence  the  control  of  diabetes.  The 
psychodynamic  processes  by  which  control 
of  diabetes  is  adversely  influenced  are  dis- 
cussed in  a superficial  fashion.  Psychopa- 
thology is  often  more  important  than  patho- 
physiology. It  is  realized  that  recognition 
of  these  influences  is  often  easier  than  their 
correction.  Recognition  of  these  influences, 
however,  and  a reasonable,  consistent  effort 
to  correct  them,  will  often  be  rewarding. 
This  effort  need  not  be  too  time  consum- 
ing. A small  amount  of  time  devoted  to 
this  facet  of  the  patient’s  illness  often 
yields  surprising  results.  Occasionally  pa- 
tients are  refractory  to  all  efforts.  Here 
the  physician  must  be  a realist  and  not  al- 
low his  compulsive  desire  for  good  control 


to  destroy  his  usefulness  to  the  patient. 

This  discussion  is  not  meant  to  imply  that 
diabetics  as  a group  are  difficult  to  deal 
with.  Instead,  most  diabetics  when  pro- 
vided with  reasonable  information  regard- 
ing their  disease  and  appropriate  profes- 
sional surveillance  will  respond  with  good 
control  of  their  disease  and  an  attitude  of 
gratefulness  toward  their  physician.  The 
hard  core  of  psychologically  disturbed  pa- 
tients, however,  present  a real  challenge. 
These  patients  and  their  relatives  are  often 
quite  vocal  in  their  criticism  and  denuncia- 
tion of  our  profession.  We  must  be  careful 
in  this  machine  age  of  medicine  that  we  do 
not  neglect  the  art  of  medicine  when  con- 
fronted with  these  patients. 
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City  of  Memphis  Hospitals* 

Meningococcemia 

E.C.,  a 70  year  old  white  woman,  was  admitted 
into  the  John  Gaston  Hospital  on  Feb.  28,  1960, 
because  of  chills  and  fever  of  18  hours’  duration. 
Except  for  a slight  cold  she  had  been  well  until 
awakened  at  2 a.m.  on  the  day  of  admission  by  a 
three-hour  episode  of  “shaking  all  over.”  She 
also  complained  of  malaise  and  slight  headache 
and  had  an  unsteady  gait.  Aspirin  was  ineffective 
against  an  oral  temperature  of  103.6°,  and  at  6 
a.m.  she  was  brought  to  the  Emergency  Room, 
where  she  vomited  greenish  fluid.  A tentative 
diagnosis  of  “flu”  was  made,  and  she  was  sent 
home  on  prochlorperazine,  forced  fluids  and  bed 
rest.  After  taking  this  drug  at  9 a.m.  she  became 
very  drowsy  and  vomited  repeatedly  as  attempts 
were  made  to  arouse  her.  Later  stupor  developed, 
and  fecal  incontinence  was  observed  at  3:15  p.m. 
A splotchy  red  and  blue  abdominal  rash  appeared. 
By  5:30  p.m.  her  toes  were  cyanotic,  and  she  was 
returned  to  the  Emergency  Room.  There  had 
been  no  cough  or  hemoptysis;  however,  she  had 
had  sinusitis  for  many  years  and  was  allergic  to 
many  foods  and  drugs,  including  penicillin.  She 
had  been  receiving  prednisone  and  chlorphenira- 
mine one  year  for  an  allergic  eye  condition.  A 
son  had  had  tuberculosis,  but  the  patient  had  not 
visited  him  in  several  years.  There  had  been  an 
episode  of  chills  and  fever  lasting  one  night  one 
or  two  years  prior  to  admission.  She  had  had  an 
appendectomy,  a hysterectomy  and  a cholecystec- 
tomy 20  to  30  years  before  admission. 

Physical  Examination:  Temperature  was  106° 
rectally,  pulse  130,  respiration  24,  blood  pressure 
60/0.  She  was  a well-developed,  well-nourished, 
cyanotic,  comatose  white  woman  with  cold,  moist 
skin.  Pupils  were  constricted  and  reacted  mini- 
mally to  light.  Petechiae  were  seen  on  the  con- 
junctivae,  palate,  pharynx  and  extremities.  No 
lymph  nodes  were  palpable.  A few  moist  bibasilar 
rales  were  heard;  there  was  no  cardiomegaly  or 
murmur.  Abdominal  examination  was  negative 
except  for  "large  splotches  of  blue  over  the  lower 
abdomen  which  partially  blanched  on  pressure.” 
Purpuric  spots  were  noted  also  on  the  forehead 
and  chest.  The  neck  was  supple,  and  all  extremi- 
ties moved  spontaneously,  but  deep  tendon  re- 
flexes were  hypoactive.  The  patient  responded 
only  to  pain. 

Laboratory  Data:  Hct.  was  43%;  WBC  13,775 
with  5 bands,  23  segmented  neutrophiles,  69 


*From  the  City  of  Memphis  Hospitals  and  the 
Divisions  of  Medicine  and  of  Pathology  and  Micro- 
biology, the  University  of  Tennessee,  Memphis  3. 

James  W.  Culbertson,  M.D.,  Professor  of  Medi- 
cine and  Richard  H.  Walker,  M.D.,  Associate 
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lymphocytes,  3 monocytes;  40  smudge  cells;  170 
thrombocytes  per  100  o.i.f.,  9 nucleated  RBC.  per 
100  WBC.  Phase  platelet  count  82,000  per  cu. 
mm.  Urine:  pH  4.6,  sp.  gr.  1.018,  protein  negative, 
sugar  negative,  0 to  2 RBC.  per  h.p.f.,  0 to  2 
WBC.  per  h.p.f.,  many  hyaline  casts.  VDRL  test 
was  nonreactive;  BUN  27  mg./lOO  ml.,  serum  Cl 
105  and  plasma  CO»  11  mEq/L.  Stool  guaiac 
negative.  The  cerebrospinal  fluid  showed  15 
lymphocytes  and  2 polymorphonuclear  cells  per 
cu.  mm.;  no  bacteria  were  seen  on  Gram  stain; 
opening  pressure  was  177  and  closing  pressure  140 
mm.  of  water;  protein  was  42  and  sugar  71  mg. 
per  cent.  ECG:  sinus  tachycardia  with  frequent 
APC’s,  LAD  and  nonspecific  T-wave  abnormali- 
ties. 

Hospital  Course:  Maintenance  of  normal  blood 
pressure  with  massive  doses  of  norepinephrine 
resulted  in  temporary  improvement.  She  was  also 
given  intravenous  sulfadiazine,  hydrocortisone, 
and  intramuscular  chloramphenicol.  At  1 a.m. 
the  next  morning  digitalization  by  intravenous 
deslanoside  was  begun,  and  she  was  put  on  the 
Bennett  respirator  at  3 a.m.  A rapid  downhill 
course  continued,  and  she  expired  at  4:30  a.m.  on 
February  29,  1960,  26  hours  after  onset  of  her 
illness. 

DR.  CULBERTSON:  We  have  the  prob- 
lem of  an  elderly  woman  who  had  been 
well  except  for  a slight  cold,  but  who  was 
awakened  at  2 a.m.  in  the  morning  by 
symptoms  of  an  overwhelming  illness,  from 
which  she  was  destined  to  die  in  a scant 
26  hours.  This  manifestly  was  a cata- 
strophic illness.  This  patient’s  final  episode 
was  ushered  in  by  a severe  and  prolonged 
chill,  which  suggests  either  malaria  or  bac- 
teremia. In  view  of  the  relatively  low 
prevalence  of  malaria  in  this  community  at 
the  present  time,  it  seems  that  bacteremia 
would  be  the  more  likely  choice  of  these 
two  possibilities.  There  was  a history  of 
one  episode  of  chills  and  fever  one  or  two 
years  prior  to  admission  at  the  time  of  the 
fatal  illness,  and  this  previous  episode  of 
chills  and  fever  lasted  one  night.  There 
was  no  mention  of  night  sweats  at  this  time 
or  in  connection  with  any  other  points  in 
this  history,  but  the  history  does  state  that 
a son  of  this  patient  had  had  tuberculosis. 
Tuberculosis  always  must  be  considered  in 
any  inflammatory  disease  with  central  nerv- 
ous system  manifestations.  The  story  shows 
that  the  patient  had  been  taking  a corti- 
costeroid drug  for  a year.  This  could  have 
impaired  her  natural  defense  against  quies- 
cent pulmonary  tuberculosis,  which  could 
have  led  to  terminal  central  nervous  system 
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involvement.  There  is  no  report  in  our  pro- 
tocol of  examination  of  the  chest  by  roent- 
genography. Likewise,  there  are  no  help- 
ful neurological  signs  for  the  diagnosis  of 
central  nervous  system  tuberculosis;  and, 
unfortunately,  the  spinal  fluid  findings  were 
equivocal  as  reported  and  incomplete  with 
respect  to  points  that  might  have  been  help- 
ful in  seeking  to  confirm  a diagnosis  of 
meningeal  tuberculosis. 

The  chills  and  fever  which  the  patient  is 
reported  to  have  had  one  or  two  years  be- 
fore admission  may,  of  course,  have  been 
due  to  a transitory  viral  infection  or  some 
other  infection;  or  that  may  have  been  an 
episode  of  pyelonephritis,  and  this  could 
be  the  source  of  a fatal  septicemia.  The 
urinary  findings  are  compatible  with 
chronic  or  recurrent  pyelonephritis  but  not 
very  helpful  in  establishing  an  actual  diag- 
nosis; yet  this  is  characteristic  of  this  very 
insidious  disease,  which  is  notoriously  dif- 
ficult to  diagnose.  The  patient’s  terminal 
symptoms  of  malaise  and  headache  could 
accompany  any  infection.  The  sign  of  an 
unsteady  gait  may  be  related  to  central 
nervous  system  affection,  or  it  may  be  re- 
lated to  incipient  circulatory  failure,  or  it 
may  have  no  clinical  significance.  The  re- 
port of  ineffectiveness  of  aspirin  against 
temperature  elevation  to  103.6  suggests  that 
we  are  dealing  with  a bacterial  rather  than 
a viral  infection.  Although  it  does  not  ex- 
clude the  possibility  of  a viral  infection,  it 
does  cast  some  doubt  on  the  emergency 
room  diagnosis  of  “flu.” 

Vomiting,  which  was  reported  as  occur- 
ring while  the  patient  was  still  rational, 
may  accompany  various  infections.  How- 
ever, considering  the  subsequent  shock,  one 
must  consider  in  association  with  vomiting 
either  massive  or  widespread  mesenteric 
arterial  thrombosis  or  embolism,  despite 
the  absence  of  history  of  abdominal  pain. 
The  rapidly  developing  stupor  and  the  fe- 
cal incontinence  may  have  been  due  to 
cerebral  cortical  depression  associated  with 
sepsis,  but  it  also  may  have  been  a mani- 
festation of  shock  due  to  circulatory  col- 
lapse. The  splotchy  red  and  blue  abdom- 
inal rash  may  have  been  due  simply  to 
peripheral  circulatory  failure.  The  descrip- 
tion of  this  rash  is  not  precise  enough  to 
help  very  much.  If  this  rash  had  been  said 


to  show  a change  in  character  from  cyano- 
sis to  erythema  to  pallor  in  a splotchy  dis- 
tribution, then  one  would  think  of  malig- 
nant carcinoid.  On  the  other  hand,  if  this 
were  a hemorrhagic  rash  of  petechial  char- 
acter with  evidence  of  severe  sepsis,  one 
would  think  of  septicemia,  especially  due 
to  meningococcemia  or  staphylococcemia  or 
rickettsial  infection,  such  as  Rocky  Moun- 
tain spotted  fever.  All  of  these  conditions 
require  bacteriologic  or  immunologic  data 
for  precise  diagnosis.  However,  I do  want 
to  mention  in  passing  the  special  situation 
in  meningococcemia  with  purpura  and  hem- 
orrhage into  the  adrenal  glands  producing 
shock  and  the  clinical  picture  of  the  Water- 
house-Friderichsen syndrome.  I should  add 
that  other  organisms  than  the  meningococ- 
cus can  be  associated  with  this  devastating 
clinical  situation.  I relate  the  cyanosis  of 
the  toes  to  circulatory  failure.  We  must 
take  note  of  the  history  of  allergy  to  many 
foods  and  drugs,  including  penicillin,  to  sug- 
gest the  possibility  of  polyarteritis  nodosa 
or  disseminated  lupus  erythematosus  or 
some  other  general  vascular  disorder  of  the 
collagen  disease  group  as  the  underlying 
disorder,  with  the  final  sepsis  as  the  coup 
de  grace. 

Now  let  us  look  at  the  physical  findings. 
The  temperature  of  106°  which  was  meas- 
ured at  the  time  of  the  patient’s  admission 
suggests  either  overwhelming  infection  or 
a hypothalamic  lesion  of  the  brain.  The 
pulse  rate  of  130  associated  with  blood  pres- 
sure of  60/0  indicates  shock  due  to  vascular 
collapse,  and  this  picture  is  described  as 
that  of  peripheral  circulatory  failure.  The 
respiratory  rate  of  24  cycles  per  minute 
probably  is  related  to  the  acidosis  which  is 
demonstrated  later  in  the  protocol,  unless 
there  is  some  undisclosed  extensive  pary- 
chemal  involvement  of  the  lung  or  possibly 
a brain  stem  lesion  involving  the  medulla. 
Petechiae  were  observed  and  were  found 
to  be  distributed  extensively;  so  we  have 
to  deal  with  the  clinical  phenomenon  of 
purpura.  One  has  to  think  of  subacute  bac- 
terial endocarditis  with  a purpuric  lesion 
in  the  presence  of  fever,  but  it  is  difficult 
to  make  a definitive  diagnosis  of  endo- 
carditis without  a heart  murmur,  without 
cardiomegaly,  and  without  a demonstrated 
anemia.  The  rales  over  the  lung  bases 
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could  be  due  to  heart  failure,  but  they  also 
might  be  due  to  bronchitis,  or  they  might 
be  associated  with  increased  intracranial 
pressure;  so  we  are  not  certain  that  this 
patient  actually  went  into  terminal  con- 
gestive heart  failure,  even  though  she  was 
attached  to  the  Bennett  respirator  in  her 
final  hours.  Perhaps  a palpable  spleen  is 
excluded  by  the  general  negative  statement 
with  regard  to  the  examination  of  the  ab- 
domen, and  it  is  noted  that  no  lymph  nodes 
were  felt  during  the  physical  examination. 
Furthermore,  no  physical  signs  of  menin- 
gitis were  described  in  the  record. 

The  laboratory  data  are  interesting.  I 
suspect  that  the  hematocrit  of  43  per  cent 
as  recorded  is  misleading,  representing  a 
severe  contraction  of  the  circulating  blood 
volume  which  often  occurs  in  elderly  peo- 
ple. Certainly  in  this  patient  an  initial  con- 
traction of  the  blood  volume  should  have 
been  aggravated  by  the  fever  during  the 
hours  of  her  last  illness.  So,  she  may  have 
had  significant  anemia,  and  this  anemia 
may  have  been  hemolytic.  A serum  bili- 
rubin measurement  and  a Coombs  test 
would  have  been  helpful.  We  note  a mild 
leukocytosis,  but  without  the  expected 
granulocytic  response  to  what  we  are  pre- 
suming to  be  a bacterial  infection.  This, 
of  course,  is  speculative,  but  failure  of  an 
expected  granulocytic  response  may  occur 
in  acute  severe  infection  in  old  people. 
Nevertheless,  with  the  obvious  leukocytosis, 
with  numerous  smudge  cells  reported,  with 
nucleated  erythrocytes  in  the  circulating 
blood,  and  with  thrombocytopenia,  one 
must  give  serious  consideration  to  chronic 
lymphatic  leukemia  as  an  underlying  dis- 
ease with  sepsis  and  purpura  as  fatal  com- 
plications. 

Another  far  less  common  disorder,  which 
would  fit  many  of  the  findings  in  this  pro- 
tocol, must  be  considered  at  this  point; 
namely,  thrombotic  or  thrombohemolytic 
thrombocytopenic  purpura,  which  was  de- 
scribed in  1925  by  Moschcowitz  as  “an  acute 
febrile  pleiochromic  anemia  with  hyaline 
thrombosis  of  the  terminal  arterioles  and 
capillaries.”1  This  disorder  involves  the 
small  vessels  of  the  body  in  a very  wide  dis- 
tribution; and  the  effects  of  small  vessel 
thrombosis  are  especially  conspicuous  in  the 
myocardium,  the  capsular  zone  of  the  ad- 


renals, the  renal  cortex,  the  pancreas  and 
the  gray  matter  of  the  brain.  The  disorder 
is  characterized  clinically  by  thrombocyto- 
penic purpura,  by  hemolytic  anemia  (usu- 
ally with  a negative  Coombs  test,  and  with 
bizarre  neurologic  signs  and  symptoms.  I 
confess  a rather  compelling  temptation  to 
offer  this  as  a primary  diagnosis  in  this  in- 
stance. 

The  urine  had  a strikingly  low  pH  of  4.6 
and  probably  reflects  a severe  acidosis, 
which  was  indicated  by  the  plasma  bicar- 
bonate level  of  11  mEq./L.  If  these  figures 
are  valid,  this  suggests  rather  serious  de- 
pletion of  the  fixed  base  of  the  serum  and 
supports  the  probability  of  adrenal  corti- 
cal failure  due  to  hemorrhage  into  the 
adrenal  cortices.  The  cerebrospinal  fluid 
findings  were  abnormal  but  not  diagnostic. 

In  summary,  we  do  not  have  enough  in- 
formation to  make  a satisfactory  diagnosis 
of  this  patient’s  final  illness.  She  appears 
to  have  died  in  a state  of  vascular  collapse, 
which  may  have  been  due  to  adrenal  corti- 
cal failure,  to  overwhelming  sepsis,  or  to 
a combination  of  the  two.  The  demon- 
strated purpura  may  have  been  important. 
We  can  only  speculate  as  to  the  nature  of 
the  underlying  disease.  Perhaps  chronic 
lymphatic  leukemia  is  the  best  choice  for 
the  primary  disorder.  Nevertheless,  an  at- 
tractive case  can  be  made  for  the  uncom- 
mon condition:  thrombotic  thrombocyto- 

penic purpura.  Diffuse  vascular  diseases 
of  the  collagen  type  seem  somewhat  less 
likely.  Subacute  bacterial  endocarditis  has 
not  been  excluded  by  the  information  re- 
corded in  the  protocol.  Fulminating  tuber- 
culosis always  has  to  be  considered  in  a 
perplexing  picture  of  this  sort  with  in- 
volvement of  the  central  nervous  system 
and  adrenal  glands.  Perhaps  this  is  the 
second  best  choice  for  an  underlying  dis- 
ease. My  suggestions  of  possible  offending 
organisms  and  sources  of  systemic  infection 
are  as  follows:  first,  the  colon  bacillus  from 
the  kidney;  second,  the  staphylococcus 
from  the  kidney;  third,  the  meningococcus 
from  the  respiratory  tract;  and  fourth,  the 
tubercle  bacillus  from  the  lung. 

DR.  WALKER:  There  is  one  important 
piece  of  information  which  has  been  with- 
held from  the  protocol.  I think  it  is  with 
all  fairness  since  it  was  also  unknown  to 
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the  physicians  who  were  taking  care  of  this 
patient.  It  did  not  become  available  until 
after  the  patient  died.  Following  death, 
the  Bacteriology  Department  reported  that 
it  had  isolated  in  pure  culture  Neisseria 
meningitidis  from  blood  and  spinal  fluid 
specimens  taken  clinically.  At  autopsy  our 
cultures  were  sterile,  and  this  frequently 
is  the  case  with  the  meningococcus  because, 
as  you  know,  this  organism  is  very  suscep- 
tible to  chilling.  This  is  important  clini- 
cally because  one  may  lose  the  organism  if 
the  culture  medium  is  cool  or  even  at  room 
temperature.  When  bodies  have  been  placed 
in  the  morgue  and  allowed  to  cool  consid- 
erably, we  frequently  lose  this  organism. 

At  autopsy,  this  was  a white,  rather  obese 
female,  weighing  165  pounds  and  had,  as 
described  in  the  protocol,  a purpuric  rash 
over  the  extremities,  the  abdomen,  the  face 
and  the  neck.  She  also  had  a petechial  type 
of  rash  over  the  abdomen  and  legs.  There 
was  only  a moistening  amount  of  fluid 
present  in  the  serous  cavities.  The  heart 
weighed  350  Gm.,  which  is  slightly  hyper- 
trophied. It  had  petechiae  on  both  the  epi- 
cardial  and  the  endocardial  surfaces.  The 
right  lung  was  about  twice  normal  weight, 
was  extremely  wet  and  congested  on  cut 
section,  and  it,  too,  had  petechiae  over  the 
pleura.  The  liver  and  spleen  were  not  re- 
markable except  for  congestion.  The  kid- 
neys were  somewhat  hyperemic,  otherwise 
not  remarkable.  There  were  diverticula  in 
the  colon,  as  an  interesting  incidental  find- 
ing. The  brain  weighed  1170  Gm.  and 
grossly  showed  no  significant  abnormalities. 
There  was  no  exudate,  and  the  meninges 
were  glistening.  The  adrenals  were,  as  Dr. 
Culbertson  suggested  they  might  be,  ex- 
tremely hemorrhagic,  bilaterally,  weighing 
about  twice  normal,  30  Gm.  and  showing 
diffuse  and  severe  hemorrhage  involving 
all  portions  of  both  adrenal  cortices.  The 
microscopic  sections  revealed  acute  passive 
congestion  of  the  viscera.  A small  ante- 
mortem embolus  was  found  in  a pulmonary 
arteriole.  Focal  areas  of  acute  myocarditis 
were  noted,  which  probably  were  secondary 
to  the  sepsis. 

Sections  of  the  adrenals  confirmed  their 
gross  appearance.  There  was  a massive 
acute  hemorrhagic  necrosis  of  the  adrenal 
cortex,  bilaterally,  without  apparent  in- 


flammatory reaction  or  notable  thrombosis. 
Inflammation  was  also  absent  in  the  men- 
inges. 

Sections  of  the  bone  marrow  revealed 
prominent  lymph  follicles  and  an  apparent 
increase  in  lymphoid  cells.  This  finding  to- 
gether with  the  peripheral  blood  picture 
reported  in  the  protocol  strongly  suggests 
that  this  patient  did  have  chronic  lympho- 
cytic leukemia  as  an  underlying  disease. 

Gram  negative  diplococci,  morphologi- 
cally resembling  Neisseria  meningitidis, 
were  found  on  gram  stains  of  tissue  sections 
of  the  adrenal  cortex  and  brain  where  they 
were  noted  intracellularly  in  phagocytic 
cells  in  the  adrenal  cortex  and  subarach- 
noid space. 

Final  Pathologic  Diagnoses: 

1)  Acute  fulminating  meningococcemia 

2)  Massive  hemorrhagic  necrosis  of  ad- 
renal gland,  bilateral 

3)  Multifocal  acute  myocarditis 

4)  Chronic  lymphocytic  leukemia,  prob- 
able 

Dr.  Culbertson,  what  is  your  reaction  to 
the  differential  white  blood  count,  which 
indicates  an  increase  in  band  forms  but 
not  in  the  relative  number  of  mature  seg- 
mented polymorphonuclear  leukocytes? 

DR.  CULBERTSON:  Dr.  Walker,  the  only 
comment  I have  on  this  is  that  I’m  sorry 
that  this  appears  to  be  a fact;  but  it  makes 
it  rather  difficult  for  us  to  recognize,  suspect 
and  evaluate  pyogenic  infection  in  old  peo- 
ple. This  becomes  very  important  in  situa- 
tions of  intraperitoneal  infection,  for  exam- 
ple. Not  only  do  patients  fail  sometimes  to 
show  the  normal  hematologic  response  to 
infection,  but  they  fail  also  to  show  the  ex- 
pected physical  signs  of  rigidity,  spasm,  and 
other  things;  so  that  life  grows  harder  when 
one  is  trying  to  make  a precise  diagnosis.  I 
think  that  we  simply  failed  to  get  the  or- 
dinary response  of  the  granulocytes,  which 
is  the  first  line  of  defense  against  bacterial 
infection.  This  seems  to  be  characteristic 
of  old  or  debilitated  people,  but  it  may  be 
related  to  the  overwhelming  nature  of  the 
infection.  This  is  another  thing.  If  the  in- 
fection is  so  massive  in  the  first  place  as, 
for  example,  in  the  erosion  of  an  abscess 
into  the  blood  stream,  this  may  be  an  im- 
portant factor  in  such  a clinical  situation. 

DR.  WALKER:  I have  two  questions. 
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One,  I believe  the  protocol  said  the  patient 
was  receiving  steroids  for  an  allergic  eye 
condition.  I presume  that  this  meant  topi- 
cal steroids,  but  if  not,  would  this  be  im- 
portant in  the  pathogenesis?  Secondly,  it 
seems  to  me  that  the  patient  received  just 
what  she  should  have  for  this  condition. 
Is  there  any  other  way  she  could  have  man- 
aged? 

DR.  CULBERTSON:  I cannot  be  sure 
how  this  corticosteroid  was  given.  I pre- 
sume that  the  ophthalmic  suspension  of 
prednisone  was  used  topically.  If  so,  this 
should  not  have  made  any  real  difference 
with  regard  to  systemic  disease.  However, 
if  she  had  been  taking  the  tablets  of  pred- 
nisone and  chlorpheniramine  by  mouth, 
there  could  be  some  systemic  effect.  Sys- 
temic administration  of  corticosteroid  prep- 
arations does  tend  to  interfere  with  the 
body’s  natural  defenses  against  infection, 
and  this  may  activate  quiescent  tubercu- 
losis. Similarly,  it  may  be  difficult  for  a 
patient  ingesting  a corticosteroid  drug  to 
react  in  a normally  protective  way  against 
invasion  by  pyogenic  organisms.  Before  I 
comment  directly  on  therapy  for  meningo- 
coccemia,  let  me  emphasize  the  point  that 
this  type  of  sepsis  constitutes  one  of  the 
most  important  emergencies  in  infectious 
disease  in  the  present  medical  era.  Pedia- 
tricians are  well  aware  of  this,  and  they 
are  alert  to  it.  This  diagnosis  often  is  es- 
tablished and  treatment  begun  within  the 
first  few  hours  in  a sick  child  because  pedi- 
atricians always  are  looking  for  meningo- 
coccemia  and  meningococcal  meningitis. 
They  quickly  do  a lumbar  puncture  and 
then  begin  treatment  on  the  basis  of  physi- 
cal and  immediate  spinal  fluid  findings.  The 
reason  they  are  so  concerned  about  this  is 
that  it  is  a curable  disease  if  the  diagnosis 
is  made  early  and  vigorous  treatment  is 
undertaken  promptly;  but  these  two  things 
are  necessary  (1)  active  suspicion  and 
prompt  diagnosis  and  (2)  early  and  inten- 
sive treatment.  In  adults,  likewise,  this 
disease  is  curable,  but  the  chance  for  suc- 
cessful treatment  depends  very  largely  on 
early  diagnosis.  Dr.  Walker  is  entirely  cor- 
rect in  his  suggestion  that  this  patient  re- 
ceived appropriate  chemical  and  antibiotic 
therapy,  despite  the  fact  that  no  precise 
bacteriologic  diagnosis  had  been  estab- 


lished. Sulfadiazine  is  specific  against 
meningococcal  infection  and  is  the  primary 
drug  of  choice,  while  penicillin  is  a useful 
adjunct  in  massive  infections.  Both  of 
these  are  bactericidal  agents  and  therefore 
especially  desirable  in  systemic  infection. 
The  bacteriostatic  drug  chloramphenicol 
had  no  rational  place  in  the  present  regi- 
men but  would  have  been  useful  if  the  or- 
ganism had  proved  to  be  Hemophilus  in- 
fluenzae. I believe  that  the  battle  had  been 
lost  at  the  outset  in  this  patient  because 
the  fulminant  infection  had  advanced  too 
far  and  too  fast  before  treatment  was  be- 
gun. 

DR.  BRODY:  I’d  like  to  ask  Dr.  Walker 
the  exact  source  of  this  overwhelming  in- 
fection. You  indicated  that  this  may  begin 
as  a pharyngeal  infection  and  yet,  for  some 
reason,  an  individual  can  have  this  and 
suddenly  develop  the  fulminating  disease, 
the  bacteremia  and  so  on.  Is  there  hema- 
togenous spread  to  areas  where  the  growth 
of  the  organism  proceeds  very  rapidly?  Can 
you  say  at  this  point  how  this  takes  place? 

DR.  WALKER:  The  pathogenesis  of  this 
infection  is  not  well  understood.  The  in- 
fection may  take  two  courses.  The  carrier 
may  pass  it  on  to  a second  person,  who 
may  not  allow  the  organism  to  reside  in  his 
throat  for  any  period  of  time.  Or,  he  too 
may  become  a carrier,  and  nothing  more, 
or  he  may  develop  a low-grade,  mild 
pharyngitis.  The  pharyngitis  may  or  may 
not  result  in  a septicemia. 

DR.  BRODY : I think  we  might  point  out 
that  meningococcemia  may  also  occur  in 
chronic  form  which  gives  an  elevation  of 
temperature,  positive  blood  cultures,  and 
other  signs.  I haven’t  seen  such  in  recent 
years,  but  I’m  sure  we  still  have  them.  Dr. 
Culbertson,  you  talked  about  circulatory 
failure,  shock,  and  vascular  collapse.  What 
is  the  pathophysiology  of  these  things,  Why 
didn’t  the  patient  have  cold  sweat,  why 
does  the  blood  pressure  drop? 

DR.  CULBERTSON:  Dr.  Brody  wants  me 
to  emphasize  the  fact  that  what  you  ordi- 
narily think  about  when  you  use  or  hear 
the  term  circulatory  failure  is  inadequacy 
of  the  heart,  and  the  ordinary  kind  of  heart 
failure  which  you  see  is  congestive  heart 
failure,  which  is  due  to  decompensation  of 
the  myocardium.  This  is  the  commonest 
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form  of  heart  failure,  and  it  may  be  either 
acute  or  chronic.  If  the  left  ventricle  is  de- 
compensated, this  is  manifested  by  evidence 
of  pulmonary  vascular  congestion  with 
rales,  pulmonary  edema,  and  other  signs 
and  symptoms  that  go  along  with  increased 
pressure  in  the  pulmonary  capillaries.  If 
this  situation  is  not  relieved,  it  leads  sooner 
or  later  to  secondary  decompensation  of  the 
right  ventricle  also.  There  is  another  kind 
of  heart  failure  which  also  can  be  respon- 
sible for  circulatory  failure;  that  is  if  the 
heart  is  inadequate  not  because  of  myo- 
cardial decompensation  but  because  of  ab- 
normal performance  for  other  reasons.  For 
example,  if  the  heart  fails  to  beat,  cardiac 
standstill  or  asystole  is  a type  of  acute  heart 
failure;  and  unless  something  is  done  about 
it  promptly  and  successfully,  of  course  it  is 
fatal.  There  are  other  similar  instances  in 
which  the  heart  is  beating  but  so  irregu- 
larly or  so  rapidly  that  it  cannot  pump  a 
normal  amount  of  blood,  as  in  a prolonged 
and  extreme  supraventricular  tachycardia 
or  a very  rapid  ventricular  tachycardia  or 
the  more  desperate  situation  of  ventricular 
fibrillation  with  totally  ineffectual  beat. 
This  also  is  circulatory  failure  on  the  basis 
of  inadequacy  of  the  heart. 

This  woman  probably  did  not  die  in  heart 
failure;  she  may  have  had  some  cardiac  in- 
adequacy at  the  end.  Although  she  had 
some  interstitial  fibrosis,  the  heart  was  not 
enlarged;  probably  the  myocardium  would 
have  been  adequate  if  the  peripheral  ves- 
sels had  been  adequate.  This  kind  of  cir- 
culatory failure,  probably  unfamiliar  to 
most  of  us,  probably  is  one  of  the  by- 
products of  our  relatively  successful  anti- 
biotic therapy  nowadays.  In  infectious  dis- 
eases we  do  not  see  patients  so  often  as 
previously  in  trouble  with  vascular  collapse. 
The  occasions  in  which  we  see  vascular 
collapse  most  often  now  are  in  the  post- 
operative state  or  in  situations  of  severe 
sodium  depletion.  Before  the  antibiotic 
era,  however,  we  used  to  have  to  deal  with 
some  very  troublesome  infections,  the  most 
notable  of  which  was  pneumococcal  pneu- 
monia. Patients  having  this  treacherous 
disease,  especially  old  people  or  others  in 
whom  several  lobes  were  involved,  tended 
to  die  in  circulatory  failure  which  was  due 
to  vascular  collapse.  Patients  with  severe 


pneumonia  tended  to  be  cyanotic,  and  this 
cyanosis  was  not  primarily  because  of  lack 
of  adequate  aeration  of  the  blood  in  the 
lungs,  despite  the  consolidation.  A more 
important  cause  was  dilatation  of  the  pe- 
ripheral arterioles  and  venules  and  pooling 
of  blood  in  the  abdomen  and  extremities. 
The  primary  trouble  in  such  a situation  is 
that  the  arterioles  have  lost  their  normal 
degree  of  tonic  contraction  of  the  smooth 
muscle  in  their  walls,  so  that  the  normal 
resistance  to  the  flow  of  blood  through  the 
arterioles  into  the  capillaries  is  lost.  Re- 
gardless of  how  fast  the  heart  may  beat  or 
how  big  the  stroke  volume  may  become, 
regardless  of  how  much  blood  the  heart 
puts  out  as  measured  minute  volume,  this 
is  not  effective  because  the  peripheral  re- 
sistance of  the  arterioles  has  fallen  to  a 
degree  that  is  incompatible  with  effective 
operation  of  the  circulatory  system,  and  the 
heart  beats  itself  to  death.  This  state  often 
does  lead  to  myocardial  decompensation 
because  of  the  rapid  rate  and  consequent 
lack  of  opportunity  for  perfusion  of  the 
heart  muscle  tissues  during  diastole,  be- 
cause diastole  is  shortened  so  much.  If 
not  relieved,  these  patients  die  in  circula- 
tory collapse.  There  are  two  important 
factors  in  this.  One,  of  course,  is  that  the 
products  of  the  infection  can  depress  the 
function  of  the  smooth  muscle  so  that  they 
lose  their  normal  tone  and  the  power  of 
contraction.  The  other  feature  is  an  ap- 
parent disturbance  of  sodium  metabolism. 
In  pneumonia  the  sodium  ions  become  se- 
questered in  the  lungs  for  some  unknown 
reason  so  that  there  is  a deficiency  of  cir- 
culating sodium  ions.  In  the  present  situa- 
tion, because  of  the  involvement  of  the 
adrenal  cortices,  there  was  not  a normal 
output  of  aldosterone  to  promote  the  nor- 
mal reabsorption  of  sodium  by  the  renal 
tubules,  so  that  this  patient  had  a very 
rapid  depletion  of  the  body  stores  of  so- 
dium. For  the  two  reasons,  toxic  depres- 
sion of  the  arteriolar  muscle  plus  sodium 
depletion,  it  was  impossible  for  the  arteri- 
oles to  carry  out  their  normal  function. 
Thus,  the  circulatory  failure  was  due  pri- 
marily to  decompensation  of  the  arterioles. 
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Presidents  Page 

Occupational  Hazard 

In  the  last  few  months  there  has  been  much  concern  on  our 
part  about  the  physicians’  image.  We  have  been  greatly  concerned 
with  the  recent  legislation  and  the  threat  of  socialized  medicine. 
We  are  making  some  better  efforts  to  regain  the  confidence  and 
good  will  of  the  public  and  yet  there  is  still  much  to  be  done. 

I wonder  if  we  will  be  successful  until  we  initiate  better  public 
relations  within  our  own  ranks,  our  local  and  state  societies.  We 
need  to  re-light  the  physicians’  interest  in  medical  organizations. 
Physicians  should  be  interested  in  being  informed  in  what  their  societies  are  doing— 
their  activities,  policies,  and  services.  I feel,  too  many  physicians  are  dragging  their  heels 
and  trusting  that  someone  else  will  do  the  job. 

We  are  taking  it  on  the  chin  from  many  critics.  We  have  accepted  just  criticism 
humbly  and  moved  to  correct  sources  of  dissatisfaction.  I firmly  believe  that  we  should 
stop  being  on  the  defensive  and  regain  our  sense  of  pride  in  our  medical  organizations!  I 
do  not  believe  that  we  need  to  apologize  for  an  organization  sworn  to  promote  the  science 
and  art  of  medicine  and  the  improvement  of  the  health  of  our  citizens. 

Furthermore,  I know  there  is  criticism  of  organized  medicine  within  its  ranks.  One 
frequently  heard  is  that  the  society  is  run  by  self  appointed,  self  perpetuating  cliques. 
All  one  need  know  is  the  password  to  be  admitted  to  the  inner  ranks  of  organizational 
“brass  hats.”  Most  of  us,  I am  sure,  appreciate  and  are  proud  of  the  honor  and  official 
position  organized  medicine  offers,  however,  I believe  that  many  of  us  are  afraid  of  the 
password.  However,  it  is  a very  simple  one,  “I  want  to  work.”  Whisper  this  in  the 
Secretary’s  or  the  President’s  ear.  I am  sure  you  will  get  results. 

As  individuals  we  can  maintain  our  own  image  but  not  that  of  medicine  without 
cooperation,  organization,  information  and  work.  Let’s  get  on  the  offense  which  we 
can  do  with  your  cooperation  and  interest. 


William  O.  Vaughan, 
M.D. 


President 


President 
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OBESITY 

Too  little  weight  and  too  much  weight, 
have  been  problems  in  nutrition  since  the 
beginning  of  time.  The  influence  of  too  lit- 
tle weight  on  the  development  or  progres- 
sion of  diseases  such  as  tuberculosis,  or  the 
association  with  deficiency  states  such  as 
pellegra,  has  diminished  with  the  develop- 
ment of  vitamin  supplements,  food  concen- 
trates, elaboration  of  antibiotics  and  related 
adjunctive  measures.  On  the  other  hand, 
too  much  weight  or  obesity  has  continued 
to  require  more  and  more  thought.  The 
increased  metabolic  and  work  obligations  of 
the  obese  individual,  with  the  subsequent 
influence  on  blood  pressure  and  circulatory 
responsibilities  has  been  appreciated  more 
and  more  of  late.  In  addition,  the  relation- 
ship of  obesity  to  the  appearance  of  diabetes, 
the  occurrence  of  hypertension  and  arterio- 
sclerosis, its  unfavorable  influence  in  the 
middle-aged  individual  with  osteoarthritis 
or  cholelithiasis,  its  worsening  of  the  hazard 


of  surgical  procedures,  all  are  features 
which  have  stimulated  a corrective  effort. 
To  crystallize  the  problem  has  been  the 
recent  era  of  popularity  of  the  thin  figure. 
The  cosmetic  desire  tilts  the  scale  heavily 
even  when  health  reasons  may  be  ignored. 

Several  worthwhile  reviews  have  been 
published  recently.  In  the  Bulletin  of  the 
New  York  Academy  of  Medicine  1 is  the 
publication  of  a series  of  reports  on  the  in- 
fluence of  obesity  on  morbidity  and  mortal- 
ity, the  pathology  of  obesity,  the  genetic 
factors  concerned,  the  caloric  cost  of  living 
and  the  prophylaxis  and  treatment  of  obes- 
ity. The  several  authors  concerned  present 
their  special  interests  in  a clear-cut  manner. 
It  is  evident  that  a great  many  statistical 
facts  verify  the  opinion  that  the  obese  live 
less  long  and  are  more  beset  with  illness 
than  the  thin.  Only  small  daily  excesses  of 
caloric  intake  can,  over  the  years,  result  in 
a considerable  gain  in  weight.  A difference 
of  10  to  15  calories  per  day  over  a 10  to  15 
year  period  can  cause  a difference  in  10 
to  15  pounds  of  body  weight.  We  gain 
weight  when  our  caloric  intake  exceeds  our 
metabolic  requirements,  regardless  of  our 
sex,  age,  glandular  makeup  and  any  possible 
personality  disorder.  When  sleeping  we 
burn  65  calories  per  hour,  lying  down  75, 
sitting  81,  standing  90,  and  during  light  ac- 
tivity 156  calories  per  hour.  When  we  walk 
for  an  hour  we  use  up  210  calories,  cycling 
122,  and  driving  a car  17  calories.  The  les- 
son gained  from  these  different  modes  of 
transportation  is  obvious.  A golfer  uses  165 
calories  of  energy  per  hour,  a tennis  player 
210,  a bowler  240,  a football  player  300,  a 
badminton  player  115,  a horseback  rider  90, 
and  a gin  or  bridge  player  50. 

When  an  individual  gains  one  pound  in 
weight  he  has  consumed  3500  calories  more 
than  he  actually  needed.  Therefore,  an  in- 
dividual who  eats  nothing  for  24  hours,  and 
simply  stays  in  bed,  burns  only  2200  calories 
and,  therefore,  loses  only  two-thirds  of  a 
pound  in  weight.  To  lose  a pound  a day,  in 
addition  to  not  eating,  he  must  also  walk 
approximately  13  miles.  Losing  weight  in- 
cludes, therefore,  attention  to  caloric  intake 
and  physical  activity.  If  one  has  to  choose 
between  the  two,  there  is  no  question  but 
that  exercise  alone  is  a most  unsatisfactory 
way  to  reduce  weight. 
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The  ten  commandments  for  weight  con- 
trol are  in  brief: 

(1)  Retain  the  basic  foods  which  supply 
the  necessary  proteins  and  vitamins. 

(2)  Eliminate  unnecessary  fats  and 
sweets. 

(3)  Use  judgment  in  the  preparation  of 
food,  e.g.,  mushrooms  (no  calories)  to 
decorate  meat,  strawberries  or  canta- 
loupe to  make  a dessert  look  good. 

(4)  Do  not  skip  meals,  over-hunger  is  fol- 
lowed by  over-eating. 

(5)  Slice  foods  thinly.  An  ounce  of  sliced 
beef  looks  and  tastes  like  a lot  more 
than  an  unsliced  ounce. 

(6)  Eat  slowly. 

(7)  Taste  your  food  as  you  eat  it,  the  re- 
sults are  more  satisfying. 

(8)  Use  a smaller  than  average  plate,  psy- 
chologically the  meal  looks  larger. 

(9)  Include  food  with  a high  satiety  value. 

(10)  Dieting  may  be  forever.  As  one  grows 

older,  caloric  demands  decrease.  Re- 
educate your  eating  habits. 

It  has  been  estimated  that  over  two-bil- 
lions  of  dollars  are  spent  unnecessarily  each 
year  on  weight  reduction — exercises,  mas- 
sage, food  fads,  and  anorexogenic  agents. 
In  an  analysis  of  the  treatment  of  obesity 
Feinstein 2 believes  anorexiants,  psycho- 
therapy and  various  drugs  to  alter  the  mood 
and  consequently  the  appetite  are  all  un- 
necessary. The  main  factor  is  the  patient’s 
enthusiasm  in  the  effort  to  lose  weight,  his 
willingness  to  fight  the  discomfort  and  the 
temptations,  and  the  moral  courage  neces- 
sary to  stick  to  a rigid  program.  It  takes 
this  above  any  food  plan,  be  it  the  popular 
900  calorie  canned-formula  diet  or  any  other 
widely  advertised  low  calorie  food.  The 
recent  spectacular  success  of  the  formula 
diet  is  evident  to  those  who  have  watched 
the  stock-market  career  of  the  stock  of  a 
certain  reputable  pharmaceutical  house 
which  has  risen  exceedingly  rapidly,  and 
now  permits  this  company  to  sponsor  a tele- 
vision series  based  on  Winston  Churchill’s 
books  and  has  furnished  a trade  name  for 
jokes  and  stories,  and  perhaps  has  added  a 
new  word  to  our  permanent  vocabulary. 

To  end  all  publications  on  the  subject,  the 
assistant  director  of  Professional  Service  for 
Research  for  the  Veterans  Administration 


selected  a popular  nonmedical  journal :i  to 
carry  his  message  to  the  lay  readers. 

Obesity  is  an  everyday  and  continuing 
problem.  The  doctor  in  practice  can  be  an 
advisor,  a friend,  and  a kindly  policeman 
and  confidant,  to  that  deserving  individual, 
the  obese  man,  woman,  or  child,  who  sin- 
cerely wants  to  revert  his  weight  to  normal 
limits. 

A.  W. 
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TENNESSEE  REPRESENTED 
ON  IMPORTANT  COMMITTEE 

Time  and  again  these  pages  have  re- 
minded us  of  the  attacks  leveled  at  the 
medical  profession  as  a whole  by  organiza- 
tions or  by  persons  in  government. 

Some  of  the  organizations  have  included 
great  numbers  of  citizens,  and  thereby 
voters,  whose  officers  or  spokesmen  have 
been  successful  in  undermining  the  prestige 
and  respect  generally  accorded  a learned 
profession,  and  particularly  one  which 
touches  the  health  of  the  Nation.  The  ul- 
terior motives  of  these  groups  have  been 
purely  monetary  selfishness  or,  in  plain 
terms,  the  objective  of  avoiding  medical 
bills  and  fees.  Those  in  government  who 
have  attacked  the  medical  profession  have 
done  so  for  the  reasons  obvious  to  all, — 
political  aggrandizement.  Taxes  and  ill- 
ness have  and  will  always  be  with  us.  Any 
political  mountebank  can  attract  an  audi- 
ence (and  votes)  if  he  promises  relief  from 
these  two  distasteful  topics.  Illness  par- 
ticularly is  susceptible  of  being  made  a 
large  political  subject  for  it  represents  not 
only  the  actual  loss  of  dollars,  but  also  be- 
cause of  a deep-seated  and  natural  rejec- 
tion of  illness. 

The  writers  of  the  fourth  estate  have 
aided  and  abetted  both  pressure  groups  and 
politicians  all  too  often,  because  of  their 
need  to  play  up  the  sensational  and  to  fan 
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the  embers  of  what  readers  wish  to  hear 
and  reject — in  this  case  the  responsibilities 
of  medical  care  for  themselves  and  their 
dependents.  The  outcry  in  the  press  for 
relief  from  the  cost  of  medical  care  is  balm 
for  the  guilt  felt  by  him  who  avoids  re- 
sponsibility or  grudgingly  cares  for  his  de- 
pendents and  family. 

Though,  as  has  been  pointed  out  time  and 
again,  the  interpersonal  relationship  of  pa- 
tient to  doctor  may  not  have  deteriorated 
much,  the  respect  for  the  medical  profes- 
sion as  a whole  is  surely  at  a low  tide.  The 
doctor  is  portrayed,  whether  by  press,  poli- 
tician or  rabble  rouser,  as  a cold,  calculat- 
ing, unsympathetic,  dishonest,  affluent, 
money-grasping  person. 

In  the  absence  of  a friendly  press  this  is 
a most  difficult  situation  to  combat.  This 
fact  is  most  disturbing  to  every  thinking 
physician,  for  the  utter  lack  of  confidence 
goes  to  the  root  of  the  Nation’s  health.  If 
the  word  of  those  who  know  is  suspect,  it 
leaves  matters  of  health  in  the  hands  of  the 
political  charlatan. 

Recognizing  the  problem,  it  is  of  interest 
that  resolutions  were  introduced  into  the 
House  of  Delegates  by  delegations  from 
four  widely  separated  states  at  the  last  ses- 
sion of  the  A.M.A.  In  essence,  all  called 
attention  to  the  headlong  pace  of  research 
and  medical  science  and  their  application  to 
practice,  the  speed  of  socio-economic  change 
and  its  reflection  in  third  party  contracts, 
and  the  dishonest  use  of  these  matters  for 
political  or  other  ulterior  reasons.  These 
resolutions  called  for  a careful  “look”  at 
communications  between  the  public  and  the 
profession  (A.M.A.) . Certain  of  these  res- 
olutions emphasized  the  need  for  communi- 
cation within  the  profession,  all  too  often 
woefully  but  understandably  lacking  in  the 
busy  practitioner  or  in  one  whose  special 
interests  involve  him  in  a society  of  spe- 
cialists rather  than  in  the  larger  body  of 
the  profession. 

The  reference  committee  considered  these 
resolutions,  wisely  avoided  what  some 
had  suggested — the  employment  of  outside 
agencies — and  concluded  that  the  A.M.A. 
had  within  its  organization  a Division 
knowledgeable  and  competent  to  implement 
any  program  of  communications.  The  Com- 
mittee came  forth  with  a resolution  which 


replaced  the  four  state  resolutions,  direct- 
ing the  Speaker  of  the  House  to  “name 
seven  elected  members  of  the  House  of 
Delegates  as  a special  committee,  the  duties 
of  which  shall  be  to  study  and  continually 
advise  the  Board  of  Trustees  on  the  broad 
planning  and  coordination  of  all  phases  of 
communication  of  the  American  Medical 
Association,  so  that  the  public  and  the 
members  of  the  medical  profession  are  prop- 
erly and  adequately  advised  of  the  policies 
and  concern  of  the  medical  profession  with 
respect  to  all  phases  and  aspects  of  medical 
care  for  all  people.” 

To  members  of  Tennessee’s  medical  pro- 
fession it  should  be  most  satisfying  that  one 
of  its  delegates  has  been  chosen  to  serve 
on  this  most  important  committee.  Dr. 
Smeltzer,  of  Knoxville,  will  bring  to  this 
committee’s  meetings  clear  and  sensible 
thinking,  backed  by  the  confidence  of  the 
Tennessee  State  Medical  Association  in  his 
ability  to  see  and  understand  the  problems 
it  will  need  to  consider.  Dr.  Smeltzer’s 
name  was  certainly  a most  happy  selection. 

An  established  committee  composed  of 
executive  secretaries  of  State  Medical  As- 
sociations has  acted  in  an  advisory  fashion 
to  the  A.M.A.  Communications  Division  for 
some  years  in  the  area  of  communications 
and  public  relations.  It  is  again  a matter  of 
satisfaction  that  our  Executive  Director,  Mr. 
Jack  Ballentine,  has  been  appointed  to  this 
committee. 

R.  H.  K. 

Special  Article 

Medical  Requirements  and  Financial 
Resources  of  the  Aged* 

Leonard  W.  Martin,  Ph.D.,  Chicago,  III. 

Director  Legal  and  Socio-economic  Division, 
Department  of  Economic  Research  of  the  A.M.A. 

Interpretation  of  data  is,  to  say  the  least, 
a tricky  subject.  Rarely  is  knowledge  or 
its  quantification  complete.  Consequently 
available  data  are  usually  fragmentary,  and 
interpretation  of  them  must  be  made  cau- 
tiously. Moreover,  certain  arrangements 
and  selections  of  data  may  produce  results 
which  differ  from  other  arrangements  and 
selections.  In  this  paper  I shall  review  four 

*Read  at  the  meeting  of  the  Knoxville  Acad- 
emy of  Medicine,  May  24,  1961,  Knoxville,  Tenn. 
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of  the  opposition’s  faulty  uses  of  data  with 
respect  to  the  medical  care  requirements 
and  financial  resources  of  those  65  or  over. 
After  that  review,  I shall  present  the  most 
recent  data  portraying  as  accurately  as  pos- 
sible the  picture  of  the  aged’s  medical  and 
financial  position. 

Faulty  Uses  of  Data 

Perhaps  the  most  famous  of  the  various 
“facts”  employed  by  the  opposition  is  that 
60  percent  of  those  65  or  over  have  incomes 
of  $1,000  a year  or  less.  Personally  I think 
this  matter  was  disposed  of  quite  thor- 
oughly in  an  article  which  a few  of  us  pub- 
lished in  JAMA  on  October  31,  1959.  I 
quote  as  follows: 

“Repeated  again  and  again  is  the  statement 
that  about  three-fifths  of  all  persons  65  years 
or  older  had  less  than  $1,000  money  income 
in  1957.  . . . 

“Let  us  accept  this  statistic  as  a fact.  In- 
deed those  who  repeat  it  appear  to  accept  it 
without  question  and  to  consider  that  it  speaks 
for  itself.  This  statistic,  combined  with  the 
assumption  that  income  is  a sufficient  measure 
of  financial  status,  implies  that  the  aged  as 
a group  suffer  from  poverty  and  privation 
because  of  their  low  income  in  a generally 
prosperous  society.  The  implication  can  be 
questioned  if  one  points  out  an  equally  accu- 
rate statistic,  namely,  that  in  1957  almost  one- 
half  of  all  persons  over  14  years  of  age  also 
had  incomes  of  $1,000  or  less  per  year.  Look- 
ing further  one  finds  that  47  percent  of  all 
persons  between  the  ages  of  14  and  65  had 
incomes  of  $1,000  or  less  per  year  in  1957. 
[Similarly,  64  percent  of  those  under  65  had 
money  incomes  of  $1,000  or  less.  Seventy 
percent  of  married  women  of  all  ages  had 
zero  income  in  1958,  according  to  this  method 
of  arranging  data.]  Yet,  it  also  is  true  that 
the  median  family  income  in  1957  was  ap- 
proximately $5,000  per  year. 

“Can  all  these  things  be  true?  Can  there 
be  a median  family  income  of  $5,000  per  fam- 
ily while  almost  one-half  of  all  persons  earn 
$1,000  or  less  per  year?  The  answer  is 
yes.  . . . 

“The  important  fact  to  be  remembered  is 
that  the  money  income  figures  [those  per- 
taining to  income  of  $1,000  or  less  per  year] 

. . . refer  to  individual  and  not  to  family  in- 
come. In  other  words,  let  us  imagine  that  a 
club  is  composed  of  a number  of  persons  and 
their  respective  husbands  or  wives  and  that 
the  conditions  of  membership  in  the  club  are 
( 1 ) that  only  one  member  of  each  family  be 
an  income  earner  and  (2)  that  the  average 
income  per  family  be  in  excess  of  $20,000  per 
year.  This  is  the  club.  By  using  the  same 
statistical  technique  or  formulation  as  that 


employed  by  the  Department  of  Health,  Edu- 
cation, and  Welfare,  one-half  (50  percent)  of 
the  members  of  that  club  have  incomes  of 
less  than  $1,000  per  year  (zero  incomes,  in 
fact)  and,  so  long  as  the  same  conditions  ex- 
ist, will  continue  to  have  zero  incomes  even 
though  the  average  income  per  person  for  the 
club  has  to  be,  by  the  very  conditions  of 
membership,  in  excess  of  $10,000  a year.  [Put 
in  other  words,  such  an  arrangement  of  data 
does  not  classify  married  women  (supported 
by  their  husbands)  in  accordance  with  a pro- 
portionate share  of  their  husbands’  incomes.] 
“All  of  this  leads  to  the  conclusion  that 
money  income  of  the  aged  population,  ar- 
ranged on  a per  capita  basis,  is  an  insufficient 
and  misleading  measure  of  financial  status.” 

A more  appropriate  measure  of  the  aged’s 
financial  status  would  be  family  resources 
including  money  income,  non-monetary  in- 
come, assets  and  other  resources. 

Another  favorite  assertion  is  that  77%  of 
people  65  years  of  age  and  over  have 
chronic  ailments  and  the  percentage  in- 
creases to  83%  for  those  75  and  over.  Al- 
though these  figures  are  admittedly  impres- 
sive, it  is  important  to  find  out  what  they 
mean  and  how  one  defines  chronic  ailment. 
Among  the  chronic  ailments  are  diabetes, 
peptic  ulcer,  arthritic  rheumatism,  asthma, 
hay  fever,  chronic  bronchitis,  visual  impair- 
ments and  need  for  hearing  aids.2  Many 
of  us,  you  probably  realize,  suffer  from 
chronic  ailments  and  experience  no  limita- 
tion of  activity,  limitation  of  mobility  or 
limitation  of  earning  power.  Thus,  al- 
though it  is  true  that  77%  of  those  65  and 
over  have  chronic  ailments,  only  14%  con- 
sequently experience  any  significant  limita- 
tion of  activity,  and  only  5%  incur  any 
major  limitation  of  mobility  as  the  residt 
of  chronic  illness.2  A very  careful  study  of 
chronic  illness  found  that  only  3%  of  inter- 
viewees whose  normal  activity  was  work 
suffered  any  decrease  in  “financial  inde- 
pendence” as  a result  of  “medically  dis- 
abling conditions.”3  Those  who  sensation- 
alize the  high  percentages  pertaining  to 
chronic  ailments  are  those  who  tend  to  ig- 
nore the  difficulties  involved  in  defining  the 
term  and  ignore  as  well  the  lack  of  mean- 
ingfulness attached  to  it.  In  contrast  Mor- 
timer Spiegelman  has  pointed  out  that  with 
respect  to  chronic  conditions,  acute  condi- 
tions and  disability,  “no  consensus  has  been 
reached  on  the  definition  of  any  of  these 
terms.”4  The  figures  on  chronic  ailments, 
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however  impressive  and  sensational,  tell 
almost  nothing  about  the  medical  condition 
and  financial  position  of  people  in  our  so- 
ciety, aged  or  other. 

How  rashly  inferences  can  be  drawn  from 
raw  data  is  demonstrated  ably  by  Ann  and 
Herman  Somers  in  their  new  book  entitled, 
Doctors,  Patients  and  Health  Insurance. 
They  say: 

“Thus  far,  however,  the  system  [voluntary 
health  insurance]  offers  no  protection  of  any 
sort  to  28  percent  of  the  civilian  population, 
some  49  million  people.  In  the  main  these 
are  the  aged,  the  disabled,  the  low-income 
workers  and  the  unemployed — those  who 
need  protection  most  but  are  unable  to  meet 
premium  costs.”  (pp.  11-12) 

As  you  see,  the  inference  is  drawn  immedi- 
ately that  the  49  million  people  who  do  not 
have  voluntary  health  insurance  are  with- 
out its  protection  simply  because  they  are 
unable  to  pay  the  premium  charges. 

However,  the  Health  Information  Foun- 
dation through  the  Shanas  studies,  to  which 
I shall  refer  at  greater  length  later,  has  ex- 
amined data  for  1957  on  those  aged  with 
and  those  aged  without  voluntary  health 
insurance.  Of  all  the  aged  surveyed,  less 
than  3%  had  tried  to  obtain  health  insur- 
ance and  had  been  turned  down.  (Among 
those  rejected,  2 of  3 were  turned  down  be- 
cause they  were  too  old  and  nearly  1 of  3 
because  of  a specific  health  complaint.)  Of 
those  uninsured  at  the  time  of  the  survey, 
about  half  claimed  they  couldn’t  afford  it. 
Another  one-fourth  of  those  who  did  not 
have  health  insurance  said  they  had  never 
thought  about  it;  and  just  less  than  one- 
fourth  said  they  did  not  want  it.5  Further 
comment  on  “cannot  afford”  will  be  pre- 
sented later. 

The  Somers’  effort  to  discredit  voluntary 
health  insurance  because  some  people  do 
not  want  it  and  hence  do  not  have  it,  sug- 
gests some  bias  against  the  voluntary  ap- 
proach. Their  untenable  inference,  more- 
over, that  all  those  who  do  not  have  volun- 
tary health  insurance  are  unable  to  afford 
the  premiums  is  explicitly  contradicted  by 
the  Shanas  data.  With  respect  to  this  as- 
sertion the  Somers  are  approximately  50% 
wrong — a failing  grade  in  any  scholarly 
test. 

Another  criticism  of  voluntary  health  in- 
surance is  that  relatively  few  of  the  aged 


obtain  benefits  through  it.  Thus  a report 
on  a 1957  survey  of  beneficiaries  by  the  Bu- 
reau of  Old  Age  and  Survivors  Insurance  of 
the  Social  Security  Administration  stated 
that  “relatively  few — 14%  of  the  couples 
and  9%  of  the  non-married  beneficiaries — 
had  any  of  their  [total  medical  care]  ex- 
penses covered  by  insurance.”'1  Now  there 
are  various  types  of  voluntary  health  in- 
surance. There  is  that  which  provides  bene- 
fits for  hospital  care,  that  for  surgical  care, 
that  for  home  and  office  calls,  that  for  cata- 
strophic cases  and  perhaps  that  for  some 
special  illnesses.  It  is  a peculiar  feature  of 
voluntary  health  insurance — and  a rare  one 
which  it  has  in  common  with  compulsory 
health  insurance — that  one  has  to  consume 
medical  care  in  order  to  receive  a benefit. 
Hence  in  the  case  of  hospital  benefit  insur- 
ance the  holder  of  insurance  must  experi- 
ence a hospital  stay  in  order  to  receive  a 
benefit.  Evidently  this  profound  discovery 
may  escape  the  experts. 

The  alleged  poor  performance  of  volun- 
tary health  insurance  may  be  interpreted 
more  appropriately  as  evidence  of  the  good 
health  of  the  aged.  Further  analysis  of  the 
data  in  this  study  reveals  that  87%  of  all 
OASI  non-married  beneficiaries  and  both 
members  of  80%  of  all  OASI  beneficiary 
couples  did  not  enter  a general  hospital  dur- 
ing the  survey  period.  Thus  one  or  both 
members  of  only  20%  of  all  beneficiary 
couples  and  only  13%  of  all  non-married 
beneficiaries  used  a general  hospital  in  1957. 
Taken  individually,  89%  of  all  surveyed 
beneficiaries,  married  and  non-married,  did 
not  enter  a general  hospital  during  1957. 11 

The  survey  reports  include  distributions 
on  those  hospitalized  and  on  those  insured, 
but  they  do  not  state  the  percentage  of  hos- 
pitalized persons  who  had  insurance  or  who 
received  insurance  benefits.  However,  we 
have  determined,  through  the  data  provided 
in  the  study,  that  55%  of  those  hospitalized 
had  hospitalization  insurance.  Although  a 
great  deal  of  emphasis  was  placed  on  the 
financial  burdens  of  hospitalization,  the  re- 
ports did  not  relate  those  receiving  benefits 
to  those  actually  hospitalized.  Instead  they 
preferred  to  relate  those  receiving  benefits 
to  all  aged  beneficiaries, — both  couples  and 
non-married,  concluding  that  only  14%  of 
the  couples  and  9%  of  the  non-married  bene- 
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ficiaries  received  any  insurance  benefits. 
When  the  data  are  interpreted  in  terms  of 
the  appropriate  relationships,  it  would  seem 
that  voluntary  health  insurance  is  perform- 
ing well. 

Medical  Requirements  of  the  Aged 

So  much  for  faulty  use  of  data.  Let  us 
next  review  some  basic  data  on  the  medi- 
cal and  financial  conditions  of  the  aged.  It 
is  generally  recognized  that  the  aged  have 
a lower  incidence  of  acute  disease  but  a 
higher  incidence  of  chronic  disease.  Ac- 
cording to  the  National  Health  Survey  for 
the  period  July,  1957  to  June,  1958,  the  in- 
cidence of  acute  conditions  among  persons 
«ged  65  and  over  of  each  sex  was  approxi- 
mately three-fifths  of  that  for  younger  per- 
sons. Thus,  for  females  the  annual  inci- 
dence of  acute  conditions  was  282  per  100 
persons  at  ages  under  65,  but  at  the  higher 
ages  the  rate  was  only  169  per  100. 7 How- 
ever, the  proportion  of  older  persons  with 
some  chronic  condition  was  at  least  double 
that  recorded  at  the  younger  ages.  For  ex- 
ample, chronic  conditions  were  reported,  at 
ages  65  and  over,  by  75%  of  the  men  and 
81%  of  the  women,  compared  with  36%  and 
40%  respectively  for  the  lower  ages.2  But, 
as  already  indicated,  not  all  of  these  chronic 
conditions  are  of  major  significance;  the 
matter  of  chronic  disease  can  be  seriously 
exaggerated.  Most  commonly  it  involves 
little  or  no  limitation  of  activity  and  even 
less  limitation  of  mobility.  As  a matter  of 
fact,  most  people  with  a chronic  condition 
continue  to  work  productively. 

It  is  true  that  the  aged  require  approxi- 
mately twice  as  much  hospitalization  as 
those  under  65.  According  to  the  National 
Health  Survey  of  short-stay  hospitals,  uti- 
lization amounts  to  0.85  days  per  person 
per  year  for  those  of  all  ages  and  1.78  days 
per  person  per  year  for  those  65  and  over.s 
Expenditures  on  medical  care  are  also  be- 
lieved to  be  higher  for  the  aged.  Thus,  the 
Health  Information  Foundation  estimates  in 
a 1957-58  survey,  that  those  65  and  over 
spend  approximately  $177  per  person  per 
year  on  medical  care  while  those  of  all  ages 
spend  $94  per  year.1’  In  brief  the  aged  ex- 
perience fewer  acute  diseases,  more  chronic 
ailments,  greater  hospital  utilization  and 


higher  expenditures  on  medical  care  than 
do  younger  people. 

In  general,  however,  the  aged  consider 
their  health  to  be  good.  According  to  two 
surveys,  the  aged  reported  their  health  to 
be  fair  or  better  in  77  to  89%  of  the  cases. 
During  the  four  weeks  preceding  the  re- 
spective surveys,  67  to  73%  had  no  physi- 
cian contact.  Ninety-four  to  98%  reported 
no  unmet  medical  needs  simply  because  of 
financial  reasons.1"  One  survey  reported 
that  during  the  course  of  the  previous  year 
61%  of  the  aged  spent  less  than  $100  on 
medical  care.11  Ninety-six  percent  of  the 
aged  had  no  medical  debt  and  only  1%  had 
$200  of  debt  overdue  according  to  two  dif- 
ferent studies  made  eight  years  apart.12  In 
another  study,  46%  of  the  aged  reported 
good  health,  44%  had  complaints  and  dis- 
eases which  did  not  interfere  with  physical 
functions  and  only  10%  were  very  sick.13 
Thus,  the  health  picture  of  the  aged  insofar 
as  it  can  be  quantitated  is  good,  despite  the 
efforts  of  sensationalists  to  distort  and  mis- 
represent the  data. 

Financial  Position  of  the  Aged 

Remembering  that  the  aged  are  not  a 
homogeneous  group,  let  us  next  look  at 
their  financial  position  very  briefly.  The 
full-time  aged  male  worker  earns  on  the 
average  as  much  as  his  counterpart  20  to 
24  years  of  age  and  the  aged’s  family  re- 
sponsibilities and  tax  liabilities  are  con- 
siderably less.  For  year-round  full-time 
male  workers,  median  income  in  1959  was 
$3,721  for  those  20  to  24  and  $3,977  for  those 
65  and  over.  The  median  income  for  all 
year-round  full-time  male  workers  aged  14 
and  over  was  $5,242.  For  aged  women  the 
picture  was  not  as  favorable.  The  median 
income  for  women  20  to  24  was  $3,075  and 
for  those  65  or  over,  $2,266.  Between  1951 
and  1959,  moreover,  median  incomes  of  aged 
men  increased  56%  whereas  those  of  all 
men  14  and  over  rose  only  35  percent. 

Referring  back  to  the  alleged  60%  of  the 
aged  with  incomes  of  $1,000  or  less  per  year, 
permit  me  to  point  out  that  of  6,193,000  fam- 
ilies, with  its  head  aged  65  or  over,  median 
family  income  in  1959  was  $2,831.  Of 
3,632,000  unrelated  individuals,  65  and  over, 
median  income  was  approximately  $1,000. 14 
When  the  data  are  viewed  in  this  manner, 
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allowing  a proportionate  share  of  the  earn- 
er's income  to  the  dependent,  it  is  apparent 
that  many  more  than  40%  of  the  aged  have 
annual  incomes  of  $1,000  or  more. 

Little  effort  is  made  to  deny  the  rela- 
tively favorable  asset  position  of  the  aged. 
In  1957  over  70%  of  aged  OASI  beneficiary 
couples  owned  their  own  homes;  and  87% 
of  the  homes  owned  by  OASI  beneficiaries 
were  mortgage  free.15  Review  of  percen- 
tages of  aged  spending  units  with  liquid 
assets  shows  the  aged  to  be  in  a relatively 
good  and  improving  position.  In  1949,  68% 
of  the  aged  had  some  form  of  liquid  assets; 
50%  had  liquid  assets  of  $500  and  over,  30% 
$2,000  and  over,  and  15%  $5,000  and  over.1 
By  early  1960,  70%  of  the  aged  had  some 
form  of  liquid  assets,  56%  had  $500  and 
over,  41%  $2,000  and  over,  and  22%  had 
$5,000  and  over. 1,1  With  rare  exception  the 
liquid  asset  position  of  other  age  groups  was 
not  as  favorable.  The  net  worth  of  aged 
(OASI)  beneficiary  couples  rose  from  $5,610 
in  1951  to  $9,620  in  1957. 17  Generally  the 
aged  own  more  kinds  of  assets  and  own 
them  in  greater  quantities  than  other  age 
groups  in  the  population.  Not  only  are  the 
aged  reasonably  well  off  financially,  but 
their  condition  is  improving  rapidly  and 
steadily. 

Despite  these  generally  favorable  condi- 
tions regarding  their  health  and  their  finan- 
cial well  being,  how  well  able  are  the  aged 
to  cope  with  their  medical  bills?  Analysis 
of  this  matter  can  be  made  in  at  least  two 
ways.  The  Health  Information  Foundation 
on  the  one  hand  asked  the  aged  their  opin- 
ion on  this  subject.4  The  aged  were  asked 
what  would  happen  if  they  were  faced  sud- 
denly with  a medical  bill  of  $500.  Twenty- 
seven  percent  of  them  said  “they  just 
couldn’t  pay”  and  29%  more  said  they 
would  find  it  “very  difficult.”  Thus,  about 
56%  would  appear  to  be  in  this  category. 
However,  in  another  part  of  the  survey  the 
aged  were  asked  more  objectively  what 
funds  they  would  have  available  to  pay  a 
medical  bill  of  $500.  In  this  case  more  than 
one  answer  could  be  given.  Even  so  only 
9.6%  said  they  “could  not  pay  such  a bill,” 
while  8.2%  said  “they  would  need  public 
assistance  or  charitable  aid.”18  I think  it  is 
interesting  to  observe  that  44%  of  the  aged 
were  of  the  opinion,  i.e.  subjectively,  that 


they  would  be  able  to  pay  a bill  of  $500, 
while  82.2%  of  the  same  survey  group, 
more  objectively,  were  able  to  cite  the  pri- 
vate resources  available  to  pay  such  a bill. 

It  must  be  emphasized  that  such  terms  as 
“can  afford”  and  “cannot  afford”  are  subjec- 
tive, not  objective.  In  our  free  economy 
one  person  can  afford  medical  care,  another 
one  can  afford  a television  set  and  so  on. 
What  one  can  afford  is  largely  a matter  of 
his  own  subjective  consumption  prefer- 
ences. I would  very  much  like  to  see  the 
Health  Information  Foundation’s  data  on 
those  aged  who  have,  and  those  aged  who 
do  not  have  health  insurance  categorized  by 
income  or  some  other  measure  of  financial 
resources.  I am  confident  that  these  distri- 
butions would  reveal  that  some  of  those 
who  say  they  cannot  afford  health  insurance 
have  greater  financial  resources  than  some 
of  those  who  own  health  insurance.  This 
brief  exploration  of  the  meaning  of  “can 
afford”  or  “cannot  afford”  should  help  to 
clarify  some  of  the  data  on  the  subjective 
ability  of  the  aged  to  pay  for  medical  care 
as  well  as  on  their  ability  to  pay  for  or  pur- 
chase health  insurance. 

A substantial  number  of  those  65  and  over 
own  some  form  of  health  insurance.  Indeed, 
the  percentage  of  all  those  65  and  over  hav- 
ing health  insurance  approximately  doubled, 
from  about  26%  in  March,  1952  19  to  49%  by 
January,  I960.20  In  view  of  this  rapid  growth 
in  eight  years,  there  is  good  reason  to  be- 
lieve that  it  has  continued,  so  that  today 
50%  or  more  of  all  those  65  or  over  have 
some  form  of  health  insurance.  We  know, 
moreover,  that  some  (perhaps  25  to  30%) 
aged  people  are  not  in  the  market  for  health 
insurance,  since  provision  for  their  medical 
care  is  made  in  some  other  way.21  Hence, 
we  can  safely  conclude  that  70%  of  the  aged 
who  are  in  the  market  for  voluntary  health 
insurance  have  it. 

In  the  context  of  a discussion  of  insurance 
provision  for  retirement,  Morton  Miller  of 
the  Equitable  Life  Assurance  Society  at- 
tempted to  estimate  the  portion  of  retire- 
ment cost  that  would  have  to  be  assigned 
to  health  insurance.22  Realizing  that  this 
was  a fairly  complicated  matter,  he  never- 
theless made  some  estimates.  He  concluded. 

“An  equal  proportion  or  another  5 percent 

of  the  total  [retirement  cost]  would  provide 
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for  a reasonable  basic  hospital  and  surgical 
insurance  expense  plan  for  pensioners  and 
their  dependents.  The  broader  plan  of  com- 
prehensive major  medical  benefits  for  retired 
employees  and  their  dependents  would  cost 
about  twice  as  much  or  about  10  percent  of 
the  total  retirement  cost.” 

These  estimates  agree  quite  well  with  gen- 
eral experience  to  the  extent  that  expendi- 
tures on  medical  care  normally  account  for 
approximately  5%  of  all  consumption  ex- 
penditures, and  the  experience  that  aged 
people  do  spend  more  on  medical  care  than 
those  of  younger  ones.  If  the  retired  per- 
son will  use  voluntary  health  insurance, 
either  in  the  form  of  basic  or  major  medical 
coverage,  apparently  he  can  on  the  average 
finance  his  medical  care  by  an  outlay  of  5 to 
10%  of  his  total  retirement  expenditure. 

Summary  and  Conclusion 

In  brief  review,  I decline  to  adopt  the  sort 
of  extreme  position  the  opposition  has  often 
presented.  I would  not  argue  that  all  of 
the  aged  are  affluent,  healthy  people  with 
negligible  expenditures  on  medical  care. 
However,  I deny  that  age  can  be  identified 
with  either  poverty  or  with  totally  dis- 
abling illness.  It  is  more  reasonable,  as 
well  as  more  accurate,  to  say  that  not  all  of 
the  aged  are  ill  and  to  admit  that  not  all  of 
the  aged  are  well  than  to  say  that  not  all  of 
the  aged  are  poverty  stricken  and  to  admit 
that  not  all  of  the  aged  are  wealthy.  We 
recognize  that  for  some  of  the  aged  payment 
for  medical  care  can  constitute  a problem. 
We  are  fully  convinced,  however,  that  pro- 
ponents of  intervention  by  the  federal  gov- 
ernment in  the  provision  of  medical  care 
have  grossly  exaggerated  the  magnitude  of 
this  problem.  Superior  alternatives,  which 
increasingly  cope  with  the  existing  limited 
problem,  are  found  in  voluntary  health  in- 
surance for  the  great  majority  of  the  aged 
and  of  all  citizens  and  the  Kerr-Mills  Law 
and  OAA  for  a minority  of  the  aged. 
To  change  social  security  radically  from 
cash  to  service  benefits,  to  threaten  the  so- 
cial security  program  with  a substantial  and 
certainly  an  increasing  burden,28  to  increase 
the  taxes  of  all  workers  covered  by  social 
security,  to  impose  onerous  controls  on 
medical  and  allied  professions,  and  ulti- 
mately, to  reduce  the  quality  of  medical 
care  in  the  United  States  in  order  to  solve 


this  minor  problem  is  like  burning  down 
one’s  home  to  roast  a pig. 
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Dr.  Joseph  Haynes  Francis,  69,  Memphis,  died 
on  September  3rd  in  a Chicago  Hospital. 

Dr.  N.  E.  Leake,  Memphis,  died  on  September 
20th.  He  was  a Veteran  Member  of  the  Asso- 
ciation. 

Dr.  Fontain  Bruce  Hulme,  77,  Pulaski,  died  on 
September  10th  in  the  Giles  County  Hospital. 

Dr.  Thomas  Volney  Woodring,  70,  Nashville, 
died  September  2nd  at  St.  Thomas  Hospital  as 
the  result  of  a heart  ailment. 

Dr.  Willard  J.  Irwin,  52,  Knoxville,  died  Sep- 
tember 12th  at  Presbyterian  Hospital.  He  was 
an  ear,  nose  and  throat  specialist. 

Dr.  Sam  L.  Wiles,  76,  Murfreesboro,  died  Au- 
gust 30th  in  the  Rutherford  County  Hospital. 

Dr.  Henry  James  Roberts,  45,  formerly  of  Mem- 
phis, died  September  11th  in  Los  Angeles,  Cali- 
fornia. 

Dr.  William  F.  Price,  82,  Viola,  died  August  6 
in  a Chattanooga  hospital. 


PROGRAMS  AND  NEWS  OF 
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Chattanooga-Hamilton  County  Medical 
Society 

The  Society  conducted  its  September 
meeting  jointly  with  the  Tennessee  Valley 
Medical  Assembly  on  September  25-26  at 
the  Read  House  in  Chattanooga.  The  fol- 
lowing speakers  and  their  subjects  were: 

Owen  H.  Wangensteen,  M.D.,  Professor  of  Sur- 
gery, University  of  Minnesota,  Minneapolis,  “Lo- 
cal Gastric  Cooling  in  the  Control  of  Massive 
Gastric  Hemorrhage”;  Morris  J.  Nicholson,  M.D., 
Lahey  Clinic,  Boston,  “Circulatory  Emergencies 
Occurring  in  the  Operating  and  Recovery  Rooms”; 
T.  L.  L.  Soniat,  M.D.,  Head,  Dept,  of  Neurology, 
Ochsner  Clinic,  New  Orleans,  “Common  Office 
Neurologic  Problems  Seen  by  the  General  Prac- 
titioner”; Amos  R.  Koontz,  M.D.,  Asst.  Professor 
Emeritus  of  Surgery,  Johns  Hopkins  University, 
Baltimore,  “Recurrent  Hernia”;  Sydney  Gellis, 
M.D.,  Professor  and  Chairman,  Dept,  of  Pediatrics, 
Boston  University,  Boston,  “The  Odd-Looking 
Child”;  Ovid  O.  Meyer,  M.D.,  Professor  of  Medi- 
cine and  Chairman,  Dept,  of  Medicine,  University 
of  Wisconsin,  Madison,  “Newer  Drugs  and  Their 
Uses”;  Willis  E.  Brown,  M.D.,  Professor  and  Head, 
Dept.  Obstetrics  and  Gynecology,  University  of 
Arkansas,  Little  Rock,  “Chronic  Pelvic  Pain,  Its 
Cause  and  Treatment”;  Victor  F.  Marshall,  M.D., 
Professor  Clinical  Surgery  (Urology)  Cornell  Uni- 
versity, New  York,  “The  Accuracy  of  the  Diag- 
nosis of  the  Causes  of  Uremia”;  Robert  J.  Boucek, 
M.D.,  Howard  Hughes  Medical  Institute,  Miami, 
as  live  Medical  Narrator  for  film:  “Blood  Frac- 
tions in  Clinical  Medicine”;  B.  L.  Martz,  M.D., 
Associate  Professor  Medicine,  University  of  Indi- 
ana, Indianapolis,  “Present  Concepts  of  Etiology 
and  Management  of  Hypertensive  Disease”;  Mi- 
chael DeBakey,  M.D.,  Professor  and  Chairman, 
Department  of  Surgery,  Baylor  University,  Hous- 
ton, Texas,  “Clinical  Patterns  of  Arterial  Occlu- 
sive Disease”;  Robert  G.  Heath,  M.D.,  Professor 
and  Chairman,  Dept.  Psychiatry  and  Neurology, 
Tulane  University,  New  Orleans,  “New  Leads  into 
the  Nature  of  Schizophrenia”;  Neil  Swinton,  M.D., 
Lahey  Clinic,  Boston,  “The  Present  Status  of  the 
Relationship  of  Cancer  of  the  Colon  and  Rectum 
to  Polyps”;  J.  William  Littler,  M.D.,  Associate 
Clinical  Professor,  Surgery,  Columbia  Presbyte- 
rian Hospital,  New  York,  “Secondary  Flexor  Ten- 
don Repair”;  John  M.  Waugh,  M.D.,  Head  of 
Section  and  Professor  Surgery,  Mayo  Clinic,  Ro- 
chester, “Palliative  and  Curative  Procedures  in 
the  Management  of  Carcinoma  of  the  Ampulla  of 
Vater  and  Pancreas”;  George  E.  Shambaugh,  Jr., 
M.D.,  Professor  and  Chairman,  Dept,  of  Otolaryn- 
gology, Northwestern  University,  Chicago,  “The 
Therapy  of  Bell’s  Palsy”;  James  Barrett  Brown, 
M.D.,  Professor  Clinical  Surgery,  Washington  Uni- 
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versity,  St.  Louis,  “The  Direct  Management  ot 
Compound  Facial  Injuries”;  Theodore  E.  Wood- 
ward, M.D.,  Professor  and  Head,  Department  of 
Medicine,  University  of  Maryland,  Baltimore, 
“Specific  Microbial  Causes  of  Cardiac  Diseases, 
Including  Virus  Etiology.” 

Roane  County  Medical  Society 

The  Society  conducted  its  regidar  monthly 
meeting  on  September  19th  in  the  dining 
room  of  the  Oak  Ridge  Hospital.  The  sci- 
entific program  was  presented  by  the  guest 
speaker,  Dr.  Asa  Barnes,  Area  Administrator 
of  the  U.M.W.A.,  Louisville,  Kentucky.  His 
subject  was  “Attitudes  of  Organized  Labor 
and  Management  on  Prepaid  Medical  Care.” 
The  meeting  was  preceded  by  a dinner. 

Memphis-Shelby  County  Medical 
Society 

The  regular  monthly  meeting  of  the  So- 
ciety was  held  on  July  5th  in  the  Institute 
of  Pathology.  The  scientific  program  was 
presented  by  Dr.  Robert  McBurney.  The 
program  consisted  of  the  following: 
“Strongyloidiasis”  by  Dr.  A.  M.  Lefkovits 
and  Mr.  Lawrence  Jackson;  and  “Fenestra- 
tion of  the  Oval  Window”  by  Dr.  John  J. 
Shea,  Jr.  The  excellent  well-illustrated 
presentations,  were  enjoyed  by  those  pres- 
ent. 

Blount  County  Medical  Society 

At  the  meeting  on  August  24th,  the  Soci- 
ety was  addressed  by  Dr.  Robert  T.  Clark, 
Dean  of  the  School  of  Arts  and  Sciences  of 
Oklahoma  City  University.  His  subject  was 
“Physical  Fitness  in  the  Space  Age.”  The 
meeting  was  conducted  in  the  Blount  Me- 
morial Hospital. 

Sullivan-Johnson  County  Medical 
Society 

The  Society  met  on  September  14  at  the 
Ridgefield  Country  Club  in  Kingsport.  The 
scientific  program  was  presented  by  Dr. 
William  Hillman,  chief  of  orthopedics  at  the 
Vanderbilt  University  School  of  Medicine, 
Nashville. 

Marshall  County  Medical  Society 

The  regular  monthly  meeting  of  the  Mar- 
shall County  Medical  Society  was  conducted 
at  the  Southland  Cafe  in  Lewisburg  on  Au- 
gust 21st.  A representative  of  the  G.  D. 


Searle  Company  showed  a film  on  the  re- 
cent progress  in  understanding  the  physiol- 
ogy of  the  kidney. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Society  began  its  regular  series  of  fall 
meetings  on  September  20th  with  a dinner 
meeting  at  the  Baptist  Hospital  in  the  Medi- 
cal Auditorium. 

A panel  discussion  of  “Prepaid  Health  In- 
surance,” with  Dr.  Walter  Diveley  moderat- 
ing, was  presented  by  Dr.  Gilbert  Roberts, 
Jr.,  Chattanooga;  Mr.  Clyde  Groover,  Jr., 
Dr.  James  A.  Kirtley,  Jr.,  and  Dr.  Addison 
B.  Scoville,  Jr. 

At  a called  meeting  of  the  Society  con- 
ducted on  August  1st,  the  Academy  officially 
censured  Dr.  Roy  R.  Bowes,  after  sustaining 
charges  that  he  had  failed  to  exemplify  the 
standards  to  which  a physician  is  expected 
to  adhere,  as  demonstrated  by  his  plea  of 
guilty  to  a charge  of  income  tax  evasion. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Society  met  on  September  5th  in  the 
New  Southern  Hotel  in  Jackson,  where  the 
scientific  program  was  presented  by  Dr. 
Blair  Erb.  The  subject  was  “Cardiac  Resus- 
citation.” 

Occupational  Health  Council 

TSMA’s  Chairman  of  the  Committee  on 
Occupational  Health,  Dr.  George  E.  Duncan, 
Nashville,  attended  the  meeting  for  State 
Committee  Chairmen  sponsored  by  the 
AMA  and  conducted  in  St.  Louis.  High- 
lights of  the  meeting  were  as  follows: 

1.  In  treating  an  industrial  case,  the  physi- 
cian is  neither  on  the  side  of  management 
or  labor.  His  main  function  is  that  of  a 
doctor  practicing  the  best  medicine  he  can, 
interested  primarily  in  the  rehabilitation  of 
his  patient.  He  handles  the  case  just  as  he 
would  a private  patient,  employing  consul- 
tations as  needed. 

2.  Health  services  in  large  and  small  in- 
dustries alike,  without  question,  have  chan- 
nelled patients  to  private  physicians  that 
would  not  have  otherwise  gone.  These 
health  services,  which  are  increasing  all 
over  the  country,  are  organized  chiefly  for 
preventive  medical  measures.  By  being 
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where  the  patients  are,  through  physical 
examinations,  etc.,  they  discover  disease  in 
its  early  stage.  Health  services  in  indus- 
tries are  justified  in  doing  definitive  “work- 
ups” in  certain  cases  but,  in  general,  are  not 
to  treat  diseases  when  found. 

3.  It  takes  50,000  x-ray  pictures  properly 
obtained  to  produce  harmful  irradiation  in 
a patient.  The  patient  gets  less  exposure 
by  a 17  x 14  chest  film  than  he  does  from  a 
5x7  x-ray  film. 

4.  Figures  show  that  the  compensation 
case  loses  twice  as  much  time  from  work  as 
does  the  nonindustrial  case  of  the  same 
type. 

5.  Full-time  health  services  reduces  loss 
of  time  from  injury. 

6.  Physicians  should  interest  themselves 
in  job  placement  rather  than  have  rigid 
physical  requirements  which  keep  capable 
people  out  of  work. 

7.  Industrial  medical  records  should  be 
confidential. 


'■  ...  * 

NATIONAL  NEWS 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  Senate  and  House  approved  a multi- 
million dollar  expansion  of  federal  aid  to 
community  health  services. 

The  Senate  approved  it  by  routine  voice 
vote  a few  weeks  before  adjournment.  The 
House  earlier  had  approved  a slightly  dif- 
ferent form  of  the  legislation.  No  diffi- 
culty was  anticipated  in  adjusting  the  dif- 
ferences of  the  two  versions  so  that  it  could 
become  effective  at  an  early  date. 

Some  of  the  programs  covered  by  the 
legislation  were  of  special  importance  to 
the  aged  and  the  chronically  ill.  Key  pro- 
visions of  the  bill  would: 

— Raise  from  $30  to  $50  million,  for  five 
years  the  annual  authorization  for  match- 
ing grants  to  states  and  cities  for  public 
health  services  such  as  home  nursing,  home 
health  care  and  a variety  of  services  to 
nursing  homes. 

— Establish  a five-year  $10  million-a-year 
program  of  special  grants  to  non-profit 
groups  for  research  and  development  aimed 


at  improved  health  services  given  outside 
the  hospital. 

— Raise  from  $10  million  to  $20  million 
the  annual  authorization  for  construction  of 
public  and  non-profit  nursing  homes. 

— Extend  loan  provisions  for  hospital  con- 
struction under  the  Hill-Burton  Act  until 
its  grant  program  expires  in  June  1964. 

— Raise  from  $1.2  million  to  $10  million 
the  annual  ceiling  on  grants  for  hospital 
research  and  permit  grants  for  experimen- 
tal or  demonstration  hospital  units. 

— Extend  for  three  years  the  matching 
grant  program  which  provides  federal  help 
for  construction  of  health  research  facili- 
ties and  authorize  $50  million  rather  than 
$30  million  a year. 

Influenza  Epidemic  Predicted 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  U.  S.  Public  Health  Service,  predicted 
that  there  will  be  a new  influenza  epidemic 
in  the  United  States  this  fall  and  winter. 

He  urged  immediate  vaccinations  for  peo- 
ple over  65,  pregnant  women  and  persons 
with  heart  diseases  and  other  chronic  ill- 
nesses. 

“We  are  probably  due  for  some  Asian  in- 
fluenza outbreaks,  since  they  come  in  two  or 
three  year  cycles,”  Terry  said,  “and  we  are 
overdue  for  type  B flu  outbreaks  which 
come  in  four  to  six-year  cycles.” 

More  than  86,000  people  in  the  three  most 
susceptible  groups  died  from  influenza  be- 
tween September  1957  and  March  1960. 
Asian  influenza  has  been  dormant  in  this 
country  since  then.  It  has  been  more  than 
six  years  since  “type  B flu”  has  been  wide- 
spread. 

Both  types  of  influenza  were  prevalent  in 
other  countries  in  1960-61,  especially  in 
England.  In  1951,  when  England  had  a 
similar  epidemic,  influenza  reached  this 
country  the  following  year,  Terry  noted. 

The  U.  S.  Public  Health  Service  is  alert- 
ing physicians,  state  health  officers  and 
welfare  agencies  to  include  “flu  shots”  in 
their  programs  of  public  assistance. 

Live  Virus  Polio  Vaccine  Licensed 

The  Type  I oral,  live  virus  polio  vaccine 
developed  by  Dr.  Albert  Sabin  has  been 
licensed  by  the  U.  S.  Public  Health  Service 
for  marketing  in  the  United  States. 
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However,  the  PHS,  the  American  Medical 
Association  and  others  urged  that  the  wid- 
est possible  use  still  be  made  of  the  Salk 
killed  vaccine.  The  principal  use  of  the 
newly  licensed  oral  vaccine  this  year  will 
be  against  epidemic  threats  of  Type  I polio. 

The  license  for  manufacture  of  the  oral 
vaccine  was  granted  to  Pfizer,  Ltd.,  Sand- 
wich, England,  and  it  is  being  marketed  in 
this  country  by  Chas.  Pfizer  & Co.,  Inc.,  of 
New  York. 

Dr.  Luther  L.  Terry,  Surgeon  General  of 
the  PHS,  said  he  expected  Type  II  oral  vac- 
cine to  be  licensed  soon  but  that  it  would 
be  several  months  before  Type  III  would 
be  licensed. 

Pfizer  is  expected  to  have  more  than  50 
million  doses  of  the  Type  I oral  vaccine 
available  for  use  by  next  spring  at  the  start 
of  the  1962  polio  season.  For  an  epidemic 
reserve,  the  PHS  ordered  at  the  time  of  the 
licensing  a total  of  900,000  doses  of  the  Type 
I vaccine  in  frozen  form  at  a cost  of  $81,000. 

Information  on  the  terms  of  obtaining 
vaccine  from  this  epidemic  reserve  was  sent 
to  State  and  Territorial  Health  Officers.  The 
requirements  include: 

At  least  three  cases  of  Type  I polio  in  the 
community  within  a month,  of  which  two 
have  been  confirmed  to  be  Type  I by  labor- 
atory analysis. 

Adequate  community  organization  and 
medical  leadership  to  insure  rapid  and  com- 
plete coverage  of  the  population  under  50. 

Agreement  to  make  the  vaccine  available 
without  charge  to  persons  under  50. 

All  local  requests  must  be  channeled 
through  State  health  departments. 

Of  the  three  types  of  polio  virus,  Type  I 
has  been  responsible  in  recent  years  for 
between  60  and  70  per  cent  of  all  paralytic 
polio  in  this  country,  PHS  said.  However, 
a sampling  of  virus  isolated  from  paralytic 
cases  this  year  suggests  that  Type  III  may 
be  increasing  in  relative  importance  as  a 
cause  of  paralytic  disease. 

Dr.  Terry  attributed  “the  progressive  de- 
cline in  polio  since  1955”  to  the  Salk  vac- 
cine. He  said  that  through  August  5 only 
234  paralytic  cases  had  been  reported  this 
year,  as  compared  “with  13,850  for  the  polio 
season  of  1955,  the  first  year  in  which  the 
Salk  vaccine  became  available  in  limited 
quantities.” 


The  AMA  said  the  licensing  of  live  virus 
vaccine  marked  “another  step  forward”  in 
the  fight  against  polio.  The  Association 
predicted  the  new  vaccine  would  be  “a  val- 
uable weapon  against  epidemics  of  Type  I 
polio.”  However,  the  AMA  again  urged 
that  everyone  complete  a series  of  Salk 
shots. 

“Until  such  time  as  oral  vaccines  against 
all  three  types  are  available,  the  Salk  vac- 
cine remains  the  only  protection  available 
against  all  types  of  paralytic  polio,”  the 
AMA  said. 
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Woman's  Auxiliary  to  TSMA 
Legislative  Conference  and  Workshop 

The  TSMA  Woman’s  Auxiliary  recently 
conducted  a workshop  at  a meeting  of  their 
Board  in  Nashville.  The  format  of  the 
legislative  conference  was  as  follows: 

1.  Introductory  Remarks — Mrs.  A.  Hoyt  Crenshaw, 
Chairman,  Committee  on  Legislation 

2.  Panel  Discussion:  POLITICAL  ACTION  IS 

EVERYONE’S  BUSINESS 

Moderator:  Mrs.  Joseph  D.  Anderson,  Member, 
Advisory  Council  and  Past-Presi- 
dent 

Panelists:  Mrs.  Roy  A.  Douglass,  Area  Chair- 
man for  Legislative  Activities, 
Woman’s  Auxiliary  to  AMA 
Mr.  Dan  E.  McGugin,  Jr.,  Chair- 
man, Political  Action  Committee, 
Nashville  Chamber  of  Commerce 
Mr.  John  Pompelli,  Field  Repre- 
sentative, AMA  Field  Service  Divi- 
sion, Chicago 

Douglas  H.  Riddell,  M.D.,  Chair- 
man, TSMA  Committee  on  Legisla- 
tion and  Public  Policy 

3.  Explanation  and  description  of  legislative  mate- 
rials: Mr.  Jack  Drake,  TSMA  Public  Service 
Director 

4.  Buzz  Session — Questions  from  group  directed  to 
panelists 

5.  Informal  question  and  answer  session. 


New  Hospital  at  Waverly 

Dedication  of  Waverly’s  Nautilus  General 
Hospital  was  recently  held.  The  300,000 
facility  occupies  13,000  square  feet  and  con- 
tains 30  beds  and  a closed  circuit  television 
system. 
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Vanderbilt  University  School  of 
Medicine 

A federal  grant  of  $185,000  has  been  ap- 
proved for  additions  to  the  diagnostic  and 
treatment  facilities  at  Vanderbilt  Univer- 
sity, it  was  recently  announced.  The  funds 
will  be  used  primarily  for  enlargement  of 
x-ray  facilities. 

University  of  Tennessee  College 
of  Medicine 

A $19,095  grant  to  the  University  of  Ten- 
nessee Memorial  Research  Center  in  Knox- 
ville, will  advance  study  in  the  field  of 
allergies  and  infectious  diseases.  The  grant 
was  made  by  the  U.S.  Department  of  Health, 
Education  and  Welfare. 

* 

The  U.  S.  Public  Health  Service  has 
awarded  a $43,758  research  grant  to  Dr.  Au- 
drey N.  Roberts,  the  money  to  be  used  to 
conduct  a basic  research  program  in  the 
development  of  immunity  in  the  body.  The 
study  will  last  three  years. 

* 

The  addition  of  nine  full-time  physicians 
to  the  staff  of  the  College  of  Medicine  has 
been  announced.  They  include:  Drs.  Julio 
Goldenberg,  Stanley  B.  Kaplan,  David  Mills, 
Charles  B.  McCall,  Charles  L.  Neely,  Jr., 
Lester  R.  Graves,  Jr.,  Sam  Patterson,  John 
A.  Harbinson  and  William  H.  Lee,  Jr. 

* 

Eleven  postgraduate  courses  for  physi- 
cians, twelve  for  dentists  and  one  for  phar- 
macists will  be  or  have  been  offered  by  the 
postgraduate  department  of  the  University 
in  Memphis  from  September  through  June. 
The  programs  are  as  follows: 

Radiology,  October  9-13;  Obstetrics  and 
Gynecology,  October  18-20;  Fluid  and  Elec- 
trolite  Therapy  in  Pediatrics,  February  28- 
March  2,  1962;  Recent  Advances  in  Thera- 
peutics, March  14-16;  Otolaryngology,  March 
29-30;  Dermatology,  April  25-26;  Orthope- 
dics, May  2-4;  and  Psychiatry,  May  23-25. 

* 

The  College  of  Medicine  plans  to  develop 
an  “honors  program”  by  which  an  especially 
gifted  student  is  afforded  special  attention. 
The  program  will  be  developed  by  Dr.  Frank 
L.  Roberts,  associate  dean.  Dr.  Roberts  is 
formulating  plans  whereby  prospective  stu- 


dents will  be  interviewed  by  a representa- 
tive of  the  college  prior  to  admission.  “The 
appraisal  will  help  the  college  in  its  evalua- 
tion of  applicants,”  Dr.  Roberts  stated. 

New  Grant  Assures  UT  Expansion 

Expansion  of  facilities  of  the  University 
of  Tennessee  Memorial  Research  Center  at 
Knoxville  became  a virtual  certainty  re- 
cently with  the  announcement  of  a $38,000 
grant  from  the  state. 

The  announcement  climaxed  a drive  to 
raise  $375,000  with  which  to  match  federal 
funds  for  the  addition.  The  proposed  addi- 
tion calls  for  constructing  a $750,000  struc- 
ture, containing  47,000  square  feet  of  space 
to  be  devoted  primarily  to  clinical  research. 
Dr.  McChesney  Goodall,  medical  director, 
has  estimated  the  additional  space  will  en- 
able UT  scientists  to  receive  some  $500,000 
annually  in  federal  and  foundation  grants 
for  research  which  currently  is  limited  due 
to  lack  of  space.  Existing  research  facilities 
contain  only  about  13,000  square  feet  which 
greatly  cramps  scientists  in  basic  and  clini- 
cal research  activities. 
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Dr.  Joseph  W.  Johnson,  Jr.,  Chattanooga,  has 
been  re-appointed  to  an  eight-year  term  on  the 
Board  of  Trustees  for  the  Mental  Health  Depart- 
ment. 

Dr.  T.  R.  Ray,  Shelbyville,  has  been  re- 
appointed by  the  Governor  to  serve  a three-year 
term  on  the  Public  Health  Council. 

Dr.  Stanley  Crawford,  Jackson,  was  a recent 
guest  speaker  at  the  Consolidated  Medical  As- 
sistants of  West  Tennessee,  at  a dinner  meeting 
in  Jackson. 

Dr.  Jerry  T.  Francisco,  Memphis,  has  been 
named  a diplomate  of  the  American  Board  of  Pa- 
thologists. 

Dr.  David  Slagle,  Elizabethton,  has  been  elected 
chief  of  surgery  at  Carter  County  Memorial  Hos- 
pital. 

Dr.  Janies  L.  Moore,  McMinnville,  has  opened 
his  office  for  the  practice  of  medicine  and  surgery 
in  McMinnville. 

Dr.  John  Crowell,  Chattanooga,  was  the  speaker 
at  the  regular  meeting  of  the  East  Lake  Lions 
Club. 

Dr.  Fred  K.  West,  Rossville,  was  recently  hon- 
ored by  the  people  of  Rossville  and  the  surround- 
ing area  following  the  career  of  a typical  rural 
doctor. 
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Dr.  Alvin  J.  Ingram,  Memphis,  has  been  named 
head  of  the  medical  division  for  the  Shelby 
United  Neighbors  Campaign. 

Dr.  E.  E.  Miller,  Knoxville,  was  the  recent  guest 
speaker  at  the  Harriman  Rotary  Club. 

Dr.  Harmon  L.  Monroe,  Erwin,  recently  par- 
ticipated in  a panel  discussion  before  the  Kiwanis 
Club. 

Dr.  James  H.  Williams  has  joined  the  staff  of 
the  Milan  Hospital. 

Dr.  Jack  Duley,  Columbia,  spoke  on  the  subject 
of  the  effects  of  “fall-out”  at  the  Rotary  Club. 

Dr.  A.  Roy  Tyrer,  Jr.,  Memphis,  spoke  on  the 
subject  "Brain  Surgery”  before  the  West  Tennes- 
see District  of  the  American  Physical  Therapy 
Association. 

Dr.  William  H.  Hatfield,  Memphis,  discussed 
"Fibrocystic  Diseases  of  the  Pancreas”  at  the 
Memphis  Association  of  Medical  Record  Librar- 
ians. 

Dr.  Tom  Holder,  Maryville,  has  opened  his  of- 
fice in  the  Medical  Arts  Building  and  is  associ- 
ated with  Dr.  H.  L.  Isbell. 

Dr.  Jack  Adams,  Chattanooga,  spoke  on  the  sub- 
ject “Instrumentation  in  the  Medical  Field”  at  a 
recent  meeting  of  the  Chattanooga  Section  of  the 
Instrument  Society  of  America. 

Dr.  A.  F.  Ebert  has  announced  the  association 
of  Dr.  Alfred  P.  Rogers  in  the  practice  of  surgery 
in  Chattanooga. 

Dr.  E.  Calvin  Moore,  assistant  superintendent 
of  the  New  Jersey  Neuro-Psychiatric  Institute  at 
Princeton,  will  become  superintendent  of  the  Cen- 
tral State  Hospital  in  Nashville  on  November  1st. 
He  will  succeed  Dr.  O.  S.  Hauk  who  has  served 
as  superintendent  of  the  Institution  since  1939. 

Dr.  Robert  Earl  Keith,  Church  Hill,  has  accepted 
a position  on  the  medical  staff  of  Tennessee  East- 
man Company  in  Kingsport. 

Dr.  Wm.  O.  Vaughan,  Nashville,  President  of 
TSMA,  was  the  principal  speaker  for  the  recent 
Convention  of  the  Tennessee  Nursing  Home  As- 
sociation. 

Dr.  Richard  L.  Hobart,  Knoxville,  has  been 
elected  President  of  the  Powell  Optimist  Club. 

Dr.  Edward  W.  Kelman,  Maryville,  was  the  re- 
cent guest  speaker  for  the  Maryville  Rotary  Club. 

Dr.  Phil  Orpet,  Jr.,  Memphis,  was  the  principal 
speaker  at  the  recent  meeting  of  the  Memphis 
Sertoma  Club. 

Dr.  M.  D.  Davis,  Chattanooga,  was  one  of  the 
forty-nine  physicians  recently  honored  at  Uni- 
versity of  Tennessee  Medical  Units  in  Memphis. 

Dr.  M.  M.  Young,  Crossville,  has  been  awarded 
a fellowship  by  the  U.  S.  Public  Health  Service 
for  graduate  study  in  public  health  administration. 

Dr.  Henry  Lyons,  Rogersville,  has  been  ap- 
pointed assistant  company  surgeon  for  the  South- 
ern Railway  System. 

Dr.  Ben  J.  Alper,  Nashville,  and  Dr.  Robert 
Terry,  Nashville,  recently  participated  in  cere- 
monies where  presentation  for  distinguished  serv- 
ice was  made  by  the  Middle  Tennessee  Chapter  of 
the  Arthritis  and  Rheumatism  Foundation. 

Chattanooga  physicians  participating  on  radio 


and  TV  programs,  sponsored  by  the  Chattanooga- 
Hamilton  County  Health  Council,  were:  Dr.  Mer- 
rill Nelson,  Dr.  W.  Powell  Hutcherson,  Dr.  Robert 
E.  Baldwin,  Dr.  Julian  Adams  and  Dr.  Jack  Tep- 
per. 

Dr.  Howard  T.  Simpson,  formerly  practicing  in 
Jackson,  has  located  with  the  Oak  Cliff  Psychi- 
atric Clinic,  Dallas,  Texas. 

Dr.  William  T.  Slonecker  has  joined  Dr.  Lowry 
Dale  Kirby  of  Nashville,  in  the  practice  of  pedi- 
atrics. 


The  Older  Patient.  Edited  by  Wingate  M.  John- 
son, M.D.,  Professor  Emeritus  of  Clinical  Medi- 
cine, Bowman  Gray  School  of  Medicine.  564 
pages.  New  York,  Paul  B.  Hoeber,  Inc.,  1960. 
Price  $14.50. 

From  some  standpoints  geriatrics  may  approach 
a subspecialty  of  internal  medicine  bearing  the 
same  relationship  to  it  as  possibly  pediatrics.  The 
aged  patient  receives  more  consideration  these 
days  because  he  appears  in  greater  numbers  and 
is  subjected  to  surgical  and  other  procedures  not 
considered  in  past  generations. 

This  book  then  represents  a kind  of  textbook 
for  geriatrics,  logically  considering  the  anatomic 
and  physiologic  changes  of  aging,  the  nutrition  of 
the  older  patient,  and  his  variance  in  diagnosis 
and  treatment.  Following  these  introductory  chap- 
ters, the  rest  of  the  book  is  given  over  to  a con- 
sideration of  the  diseases  of  the  various  body  sys- 
tems from  the  standpoint  of  the  older  patient. 
Your  reviewer  believes  that  the  time  is  at  hand 
for  the  doctor  to  have  on  his  bookshelf  a volume 
devoted  to  the  variations  of  disease  and  its  man- 
agement in  the  elderly  patient. 

Medical  Pharmacology.  Principles  and  Concepts. 
By  Andres  Goth,  M.D.,  Professor  of  Pharma- 
cology and  Chairman  of  the  Department  of 
Pharmacology,  University  of  Texas  Southwest- 
ern Medical  School,  Dallas.  522  pages.  St. 
Louis:  The  C.  V.  Mosby  Company,  1961.  Price 
$11.00. 

This  is  an  attempt  by  a basic  scientist  to  stream- 
line his  subject  material  so  it  has  maximum  use- 
fulness and  appeal  to  those  in  clinical  medicine. 
The  material  is  organized  and  arranged  to  insure 
easy  and  rapid  reading.  All  graphs  and  diagrams 
are  schematic  and  highly  effective.  All  classes  of 
drugs  are  covered.  Each  chapter  begins  conven- 
tionally with  a survey  of  the  general  properties 
of  the  class  of  drug  concerned  followed  by  a de- 
scription of  each  specific  drug.  The  reader  is 
spared  the  innumerable  technical  terms  which 
make  reading  the  larger  pharmacologic  textbook 
so  labored;  such  as,  solubility  and  absorption  co- 
efficients, vapor  pressures,  etc.  Complex  meta- 
bolic schemes  are  avoided.  Wherever  possible  the 
author  emphasizes  thei'apeutic  applications,  often 
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pointing  up  common  fallacies  in  the  way  the  drugs 
are  used. 

The  book  is  not  an  encyclopedia.  The  refer- 
ences are  quite  brief  composed  only  of  key  arti- 
cles. The  palatability  of  the  author’s  style  makes 
it  quite  easy,  even  entertaining  in  some  sections 
for  the  clinically  oriented  reader  to  reinforce  his 
pharmacologic  background. 
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Postgraduate  Meeting — Emory  University 
School  of  Medicine 

The  annual  postgraduate  meeting  of  the  Depart- 
ment of  Ophthalmology,  Emory  University  School 
of  Medicine  will  be  held  on  Nov.  30  and  Dec.  1, 
at  the  Grady  Memorial  Hospital  Auditorium,  At- 
lanta. 

Diagnostic  methods  of  examination  of  the  ocular 
fundus,  clinical  manifestations,  differential  diag- 
nosis and  pathologic  anatomy  of  lesions  of  the 
vitreous,  uvea,  retina  and  optic  nerve  will  be  pre- 
sented. The  guest  lecturers  will  be  Dr.  Algernon 
B.  Reese,  Clinical  Professor  of  Ophthalmology, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  New  York;  Dr.  Charles  L.  Schepens, 
Clinical  Associate  in  Ophthalmology,  Harvard 
Medical  School,  Boston;  and  Dr.  Lorenz  Zimmer- 
man, Chief,  Ophthalmic  Pathology  Branch,  and 
Registrar,  Registry  of  Ophthalmic  Pathology, 
Armed  Forces  Institute  of  Pathology,  Washington. 

For  further  information  write  the  Director,  Post- 
graduate Education,  Department  of  Ophthalmol- 
ogy, Emory  University  School  of  Medicine,  80 
Butler  Street,  S.E.,  Atlanta  3,  Georgia. 

Middle  Tennessee  Medical 
Association  Program 

The  meeting  of  the  Middle  Tennessee  Medical 
Association  will  be  conducted  on  November  16th 
in  Murfreesboro.  Following  is  the  program: 

Meeting  called  to  order  by  Dr.  John  T.  Mason, 
President,  Conference  Room,  Rutherford  County 
Hospital. 

Torsion  of  the  Scrotal  Contents,  by  Tom  E.  Nes- 
bitt, M.D.,  Nashville,  Discussion  by  Albert  P.  Isen- 
hour,  Jr.,  M.D.,  Nashville;  Recent  Advances  in  the 
Treatment  of  Breast  Cancer,  by  Malcolm  Lewis, 
M.D.,  Nashville,  Discussion  by  B.  Thomas  Iglehart, 
M.D.,  Clarksville;  Symposium  on  Burns,  Moder- 
ator: Herschel  Graves,  Jr.,  M.D.,  Nashville,  Panel- 
ists, Greer  Ricketson,  M.D.,  Thomas  G.  Penning- 
ton, M.D.  and  Joe  M.  Miller,  M.D.,  all  of  Nash- 
ville, Discussion  by  Richard  E.  Green,  M.D.,  Mur- 
freesboro. 

Presidential  Address,  by  Dr.  John  T.  Mason; 
Are  We  Fighting  a Battle  We  Can  Win?  by  Mr. 
Jack  Ballentine,  Exec.  Director,  TSMA;  The  Con- 
vulsive Disorder,  by  John  P.  Kinnard,  M.D.,  Nash- 
ville; Clinical  Electroencephalography,  by  James 


W.  Ward,  M.D.,  Nashville;  Pediatric  Office  Proce- 
dures by  Thomas  Zerfoss,  Jr.,  M.D.,  Nashville; 
Recent  Advances  in  Cardiovascular  Surgery  by 
David  Dodd,  M.D.,  Murfreesboro,  Discussion  by 
William  H.  Edwards,  M.D.,  Nashville;  Stabilization 
of  Cervical  Spine  Following  Acute  Trauma  by  Lt. 
Col.  Ernest  Lineberger,  MC,  Ft.  Campbell,  Ky., 
Discussion  by  George  Carpenter,  M.D.,  Nashville; 
Proper  Early  Management  of  Extremity  Wounds, 
by  Richard  E.  Green,  M.D.,  Murfreesboro,  Dis- 
cussion by  Carl  E.  Adams,  M.D.,  Murfreesboro. 

Meeting  of  the 

Southern  Medical  Association 

The  55th  Annual  Meeting  of  the  Southern  Medi- 
cal Association  will  be  held  in  Dallas,  Texas,  No- 
vember 6-9.  The  headquarters  hotel  will  be  the 
Adolphus.  Prominent  physicians  of  the  country 
will  appear  as  guest  speakers  before  the  scientific 
sessions  arranged  by  the  21  Sections.  There  also 
will  be  general  scientific  sessions  and  symposia  on 
medico-economics  and  other  timely  subjects. 

Entertainment  features  will  include  the  presi- 
dent’s luncheon  and  a banquet.  A program  also 
has  been  arranged  for  wives  of  physicians  attend- 
ing the  meeting. 

American  Thyroid  Association 
Van  Meter  Prize  Award 

The  American  Thyroid  Association,  Inc.  again 
offers  the  Van  Meter  Prize  Award  of  $500  to  the 
essayist  submitting  the  best  manuscript  of  original 
and  unpublished  work  concerning  “Goiter.”  The 
award  will  be  made  at  the  annual  meeting  of  the 
Association  at  the  Roosevelt  Hotel,  New  Orleans, 
Louisiana,  May  9-12,  1962.  For  complete  infor- 
mation, write  Theodore  Winship,  M.D.,  Secretary, 
430  N.  Michigan  Avenue,  Chicago  11,  Illinois. 

Physicians  Recently  Licensed  in  Tennessee 

William  A.  German,  Lebanon 
Lawrence  M.  Abrahams,  Nashville 
Maynard  L.  Sisler,  Hempstead,  N.Y. 

Richard  D.  Buchanan,  Nashville 
Robert  E.  Burr,  Nashville 
Theodore  Lawwill,  Lookout  Mountain 
Thomas  E.  Hayes,  Waverly 
Kenneth  C.  Lynch,  Kingsport 
Sidney  C.  Ray,  Roanoke,  Va. 

Jerome  S.  Siegel,  Chicago,  111. 

John  M.  Dyer,  Jr.,  Eagleville 
Sorrel  S.  Resnik,  Rochester,  N.Y. 

William  T.  Youmans,  Nashville 
Glyndon  B.  Shaver,  Jr.,  Nashville 
Hector  S.  Howard,  Memphis 
Clarence  S.  Thomas,  Jr.,  Nashville 
McChesney  Goodall,  Jr.,  Knoxville 
Tony  J.  Akin,  Memphis 
William  M.  Young,  Fayetteville 
Charles  M.  Wascom,  Jr.,  New  Orleans,  La. 

Ernest  A.  Forsten,  Kingsport 
Stacy  H.  Kinlaw,  Knoxville 
William  B.  Skaryd,  Cleveland,  Ohio 
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Andrew  B.  Jones,  St.  Louis,  Mo. 

Edmund  B.  Andrews,  Knoxville 

Charles  E.  Wells,  Nashville 

Max  L.  Kirk,  Houston,  Texas 

leva  Z.  Veveris,  Western  State  Hospital 

John  S.  Miller,  Okla.  City,  Okla. 

Gordon  L.  Mason,  Johnson  City 
William  H.  Bell,  III,  Memphis 
Monte  W.  Phillips,  Chattanooga 
Edward  E.  Anderson,  Dyersburg 
David  M.  Mills,  Memphis 

Edward  E.  Litkenhous,  Jr.,  Charlottesville,  Va. 
James  C.  King,  Jr.,  Hopkinsville,  Ky. 

Shannon  W.  Turner,  Nashville 
James  D.  Link,  Memphis 
Richard  T.  O’Kell,  Kansas  City,  Mo. 

William  F.  Schultz,  Memphis 
William  F.  Craddock,  Dyersburg 
Daniel  M.  Keller,  Memphis 
Willard  O.  Tirrill,  III,  Nashville 
Ira  E.  H.  Rhea,  Memphis 
James  B.  Green,  Jr.,  Memphis 
Louis  E.  Underwood,  Nashville 
Jesse  A.  Lawrence,  Memphis 
Robert  R.  Young,  Jr.,  Memphis 
Robert  E.  Stewart,  Brentwood,  Mo. 

Jefferson  D.  Upshaw,  Jr.,  Memphis 

Joe  P.  Jones,  Milan 

John  A.  Wilson,  Guthrie,  Ky. 

Victor  E.  Hanson,  Weleetka,  Okla. 

Julian  M.  Yood,  Savannah,  Ga. 

John  Crenshaw,  Memphis 
Roscoe  E.  Bryson,  Huntsville,  Ala. 

Francis  A.  Puyau,  Nashville 
Robert  H.  Fleming,  LaFollette 
James  C.  Bradshaw,  Jr.,  Lebanon 
Rolland  F.  Regester,  Jr.,  Dallas,  Texas 
Joe  B.  Moon,  Knoxville 
James  M.  Cooper,  Memphis 
Lynn  D.  George,  Bristol,  Va. 

Richard  T.  Light,  Dayton,  Ohio 
Cyrus  C.  Farrow,  Memphis 

P.G.  Course  on  Diabetes 

The  Tennessee  Diabetic  Association  is  present- 
ing its  first  postgraduate  course  in  the  manage- 
ment of  diabetes  mellitus  on  Saturday,  October  28, 
1961.  This  half-day  course  will  be  in  Nashville 
at  the  Maxwell  House  Hotel  the  day  after  the 
meeting  of  Tennessee  Academy  of  General  Prac- 
tice. A stimulating  morning  program  and  lunch- 
eon are  planned.  Guest  speaker  will  be  Dr.  Solo- 
mon Papper,  Professor  of  Medicine,  Medical 
College  of  Virginia.  Dr.  Papper,  a reknowned 
teacher  of  bedside  medicine,  has  special  interests 
in  nephrology  and  fluid  balance.  General  Practice 
credits  are  allowed. 


Southern  Chapter 

American  College  of  Chest  Physicians 

The  Southern  Chapter  of  the  American  College 
of  Chest  Physicians  will  meet  at  the  Sheraton 
Dallas  Hotel,  Dallas,  on  November  4 and  5.  The 
program  starts  at  1:00  p.m. 

Cardiac  Day 

Tennessee  physicians  are  cordially  invited  to 
attend  CARDIAC  DAY,  a symposium  on  heart  dis- 
ease at  Vanderbilt  University  Hospital  on  Novem- 
ber 16  and  17,  presented  by  the  Middle  Tennessee 
Heart  Association  in  cooperation  with  the  Tennes- 
see Department  of  Public  Health  and  Vanderbilt 
University  School  of  Medicine. 

Six  out-of-state  guest  speakers  will  participate 
in  the  program:  Dr.  Alexander  S.  Nadas,  Chil- 
dren’s Hospital,  Boston,  “Uses  and  Abuses  of  Digi- 
talis”; Dr.  Grace  M.  Roth,  Chief  of  Vascular 
Laboratory,  Lovelace  Foundation,  “Diagnostic 
Terminations  for  Hypertension”;  Dr.  Aldo  Luisada, 
Director  of  Cardiology,  Chicago  Medical  School, 
“Mechanism  and  Treatment  of  Extrasystoles”;  Dr. 
Oglesby  Paul,  President  of  the  American  Heart 
Association,  “Long-Term  Problems  of  Coronary 
Artery  Disease”;  Dr.  E.  Stanley  Crawford,  Associ- 
ate Professor  of  Surgery,  Baylor  University,  “Sur- 
gical Considerations  in  Atherosclerosis”;  and,  Dr. 
John  H.  Moyer,  Professor  of  Medicine,  Hahne- 
mann Medical  College,  “Treatment  of  Hyperten- 
sion.” Dr.  Paul  will  be  the  guest  speaker  at  a 
dinner  on  Thursday  night  which  both  doctors  and 
their  wives  may  attend. 

Third  National  Conference  on  the 
Medical  Aspects  of  Sports 

Sponsored  by  the  A.M.A.  This  will  be  held  at 
the  Cosmopolitan  Hotel,  Denver,  Colo.,  at  the 
time  of  the  A.M.A.  Clinical  Meeting. 

The  Roane  County  Medical  Society 

The  Society  invites  the  general  public  to  attend 
the  Dr.  Dwight  E.  Clark  Memorial  Lecture  to  be 
given  Monday,  Oct.  30,  at  8:00  p.m.  in  the  Jeffer- 
son Junior  High  School  Auditorium,  Oak  Ridge. 
This  lecture  on  “Stomach  Ulcers”  is  of  interest 
to  everyone,  and  will  be  given  by  Dr.  Lester  R. 
Dragstedt,  Emeritus  Professor  of  Surgery,  the 
University  of  Chicago.  The  Dr.  Dwight  E.  Clark 
Memorial  Lecture  was  established  in  1960  to 
honor  the  memory  of  Dr.  Clark  who  died  in  1959. 

Professor  Dragstedt  will  also  address  the  Roane 
County  Medical  Society  at  its  regular  scientific 
meeting  on  Tuesday,  Oct.  31  at  8:00  p.m.,  at  the 
Holiday  Inn  in  Oak  Ridge,  dinner  at  6:00  p.m. 
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The  recognition  of  a whole  group  of  viruses  which  are  pathogenic  has  permitted  a better  under- 
standing of  a group  of  clinical  syndromes.  Though  for  the  moment  there  is  no  specific  treatment, 
the  very  knowledge  of  causative  agents  permits  further  study  and  possibly  therapeutic  management. 

Clinical  and  Epidemiological  Aspects 
of  Enterovirus  Infections* 

ALEXANDER  D.  LANGMUIR,  M.D.,f  Atlanta,  Georgia 


To  many  practicing  physicians  the  dis- 
covery of  the  Coxsackie  and  ECHO  viruses 
may  seem  to  be  events  of  mere  academic 
interest  and  little  practical  importance. 
This  is  a narrow  view.  These  discoveries 
have  led  to  the  widespread  recognition  of 
a series  of  clinical  and  epidemiologic  enti- 
ties that  are  rapidly  becoming  a part  of 
day  by  day  general  practice. 

Only  15  years  ago  the  enteroviruses  as  a 
group  were  unknown.  The  three  types  of 
poliovirus  had  not  yet  been  differentiated. 
The  Coxsackie  and  ECHO  viruses  were  still 
to  be  discovered.  At  present,  July  1961,  the 
total  count  includes  62  separate  specific  vi- 
ruses within  the  group  and  new  candidate 
strains  are  still  being  isolated.  Relatively 
simple,  practical  and  standardized  labora- 
tory techniques  now  exist  for  isolation  and 
identification  of  these  viruses  and  for  de- 
termining antibody  responses.  Diagnostic 
services  are  available  through  many  State 
health  departments,  medical  centers  and 
the  Communicable  Disease  Center  of  the 
U.  S.  Public  Health  Service  in  Atlanta. 
Thus,  it  is  possible  readily  to  identify  an 
outbreak  anywhere  in  the  country. 

Long  before  the  specific  Coxsackie  and 
ECHO  viruses  were  discovered,  discerning 
clinicians  and  epidemiologists  in  various 


♦Summary  of  paper  read  at  the  meeting  of  the 
Tennessee  State  Medical  Association,  April  11, 
1961,  Chattanooga,  Tenn. 
fChief,  Epidemiology  Branch,  CDC. 

From  the  Communicable  Disease  Center,  Public 
Health  Service,  U.  S.  Department  of  Health,  Edu- 
cation, and  Welfare,  Atlanta  22,  Georgia. 


parts  of  the  world  had  described  herpan- 
gina,  epidemic  myalgia  and  pleurodynia 
and  aseptic  meningitis.  It  was  only  with 
the  discovery  of  the  enteroviruses,  however, 
that  the  specificity  of  these  syndromes  be- 
came fully  appreciated. 

Herpangina  is  one  of  the  common  forms 
of  simple  pharyngitis  that  occurs  predomi- 
nantly among  children  and  during  summer 
months.  Fever  of  slight  to  moderate  de- 
gree and  short  duration  is  accompanied  by 
mild  constitutional  symptoms.  The  patho- 
gnomonic signs  are  found  in  the  throat. 
Small  discrete  vesicles  with  a red  areola 
occur  on  the  anterior  faucial  pillars,  palate 
and  tonsils.  These  soon  ulcerate  and  leave 
ulcers  with  a grayish  exudate  at  their  base. 
The  course  is  benign;  there  are  no  sequel- 
lae;  antibiotics  are  not  indicated. 

This  disease  is  associated  with  the  Group 
A Coxsackie  viruses,  but  it  may  be  pre- 
sumptively diagnosed  on  the  basis  of  the 
clinical  findings  alone.  It  needs  to  be  differ- 
entiated from  acute  beta  hemolytic  strep- 
tococcal pharyngitis,  diphtheria  and  other 
serious  types  of  sore  throat  where  definitive 
specific  treatment  is  essential.  Epidemio- 
logic evidence  based  on  prevalence  of  the 
disease  in  the  community  especially  during 
the  summer  helps  in  the  diagnosis. 

Epidemic  pleurodynia  and  various  forms 
of  epidemic  myalgia  have  been  recorded  for 
over  a century  especially  in  the  Scandinav- 
ian literature.  In  classic  form  as  “The 
Devil’s  Grip”  or  “Bornholm  disease,”  the 
disease  can  be  most  dramatic,  with  sudden 
onset,  fever,  and  severe  pain  usually  local- 
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ized  to  the  chest  or  abdomen.  To  the  un- 
wary physician  the  diagnosis  of  pleurisy, 
pneumonia,  acute  appendicitis  or  even  some 
abdominal  catastrophe  may  be  entertained. 
The  alert  physician  who  thinks  of  this  en- 
tity, or  who  is  aware  of  the  prevalence  of 
similar  cases  in  the  community,  can  avoid 
much  trouble.  The  course  of  the  disease 
while  sometimes  apparently  stormy  is  short 
and  benign.  Treatment  is  purely  sympto- 
matic with  reassurance  to  worried  parents. 
Recurrences  or  relapses  or  a dengue-like  bi- 
phasic  course  are  sufficiently  frequent  to 
warrant  watchfulness.  This  disease  is  as- 
sociated with  certain  of  the  five  types  of 
Coxsackie  Group  B viruses.  All  the  viruses 
in  this  group  also  cause  acute  undifferen- 
tiated febrile  illness  with  myalgia  of  vary- 
ing severity. 

Aseptic  meningitis  also  was  first  clearly 
characterized  in  Scandinavia  and  has  been 
given  many  different  names.  In  this  coun- 
try until  recently  it  has  long  been  confused 
with,  and  in  fact  largely  merged  with,  the 
syndrome  of  nonparalytic  poliomyelitis.  The 
two  diseases  cannot  be  distinguished  purely 
on  clinical  grounds  alone,  but  there  is  great 
need  that  the  proper  diagnosis  be  made.  If 


polioviruses  are  spreading  in  the  commu- 
nity it  is  important  to  know.  Intensive  im- 
munization with  Salk  vaccine  or  the  new 
oral  vaccines  soon  to  become  available  is 
indicated.  If  cases  of  aseptic  meningitis 
syndrome  due  to  Coxsackie  Type  B or 
ECHO  virus  infections  are  prevalent,  a 
poliovaccine  campaign  would  not  be  war- 
ranted. Epidemiologic  evidence  is  of  spe- 
cial value  in  helping  to  make  this  differen- 
tiation. An  outbreak  of  poliomyelitis  should 
be  accompanied  by  cases  with  the  classical 
asymmetrical  paralysis  that  is  pathogno- 
monic of  this  disease.  Contrary  to  common 
belief  a high  prevalence  of  abortive  febrile 
disease  is  not  characteristic  of  poliomyelitis. 
In  outbreaks  of  aseptic  meningitis  due  to 
ECHO  or  Coxsackie  viruses,  milder  undif- 
ferentiated illness  is  very  common.  Clus- 
ters of  cases  in  families  and  high  attack 
rates  in  communities  frequently  occur. 

Thus  the  enteroviruses  comprise  a group 
of  agents  that  cause  a series  of  specific  com- 
mon disease  syndromes  that  can  be  at  least 
strongly  suspected  if  not  positively  diag- 
nosed by  the  general  practitioner  on  his 
daily  rounds. 
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With  thought  given  to  the  prevention  of  etiologic  factors,  and  especially  with  education  of  women  to 
the  need  for  periodic  examinations,  cancer  of  the  cervix  could  be  a rare  disease. 

The  Prevention  of  Invasive 
Cancer  of  the  Cervix* 

W.  POWELL  HUTCHERSON,  M.D.,  Chattanooga,  Tenn. 


Cancer  of  the  cervix  should  be  classified 
as  a preventable  disease.  This  thought  has 
been  recently  proposed  by  Hertig 18  and 
Younge.5  All  malignant  tumors  are  included 
under  the  common  heading  of  cancer,  mean- 
ing crab,  because  of  the  claw-like  projec- 
tions that  characterize  such  growths.  A 
malignancy  if  untreated  will  eventually  kill 
the  host;  a malignancy  infiltrates  the  sur- 
rounding tissue;  when  a malignancy  is  re- 
moved, it  may  recur;  a malignancy  metasta- 
sizes to  distant  organs.  The  topic  is  then 
the  prevention  of  invasive  cancer  of  the 
cervix.  The  relationship  of  carcinoma  in- 
situ  to  invasive  cancer  will  be  discussed 
later. 

In  recent  years  we  have  seen  the  revival 
of  surgery  as  a primary  treatment  for  in- 
vasive cancer  of  the  cervix.  Consequently 
we  have  gone  through  an  era  of  debate  con- 
cerning the  merits  of  surgery  versus  irradi- 
ation. The  overall  results  of  treatment  of 
invasive  cervical  cancer  have  improved  in 
the  past  20  years  from  a 30  to  35%  to  a more 
favorable  50'  c of  satisfactory  results  due  to 
blood  banks,  antibiotics  and  improved  sur- 
gical and  irradiation  technics.  It  is  not 
within  the  scope  of  this  presentation  to  dis- 
cuss the  debatable  question  of  surgery  ver- 
sus irradiation  except  to  emphasize  that  the 
best  overall  results  in  invasive  cervical  can- 
cer obtained  with  either  or  both  or  any 
combination  thereof  is  a cure  rate  of  ap- 
proximately 50  per  cent. 

Therefore,  until  a more  definitive  treat- 
ment of  cancer  is  developed,  it  is  rational  to 
pursue  the  idea  that  we  as  doctors  might  be 
overlooking  one  very  important  aspect  of 
dealing  with  cervical  cancer,  namely  pre- 
vention. From  the  study  of  the  natural 

*Read  at  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  11,  1961,  Chattanooga, 
Tenn. 


history  and  the  epidemiology  of  cervical 
cancer,  it  is  reasonable  to  believe  that  in- 
vasive carcinoma  of  the  cervix  is  a prevent- 
able disease.  The  American  Cancer  Society 
estimates  that  10,000  women  in  the  United 
States  will  die  of  cancer  of  the  cervix  in 
1961.  With  the  present  weapons  at  hand 
and  the  proper  education  of  the  public  and 
the  medical  profession,  the  death  rate  in  the 
next  decade  could  be  reduced  to  a small 
number.  But  the  present  education  of  the 
public  has  been  directed  toward  early  diag- 
nosis of  cancer  publicizing  the  symptoms 
of  cancer.  We  know  that  when  the  lesion 
becomes  symptomatic  the  cure  rate  drops. 
The  tiger  is  already  out  of  the  cage. 

Douglas  and  Finn,1  in  discussing  Early 
Detection  of  Cancer  of  the  Cervix  state, 
“Who  is  at  fault?  All  of  us!  Patient,  doctor 
and  gynecologist.  The  patient  must  be  in- 
structed to  report  immediately  to  her  doc- 
tor when  any  untoward  bleeding  occurs  or, 
better  still,  to  see  her  doctor  frequently  for 
routine  check-ups.  The  doctor  must  encour- 
age the  habit  of  preventive  physical  exami- 
nation and  must  supplement  his  vision  and 
touch  by  vaginal  smear  and  cervical  bi- 
opsy.” However,  only  by  the  method  of 
encouraging  well  patients  to  seek  preventa- 
tive physical  examinations  which  include 
vaginal  smears,  can  we  hope  to  prevent  or 
control  cervical  cancer. 

As  early  as  1929,  Pemberton  and  Smith  5 
published  a paper  on  the  prevention  of  car- 
cinoma of  the  cervix,  mainly  pointing  out 
the  value  of  treatment  of  the  infected 
and/or  lacerated  cervix.  Cashman,4  in  1941, 
discussed  the  role  of  deep  cauterization  of 
the  cervix  in  the  prevention  of  cancer  of  the 
cervix.  Searching  further,  one  finds  nu- 
merous articles  in  one  or  two  aspects  of  this 
subject.  However,  not  until  1957  when 
Younge  5 published  his  paper  on  “Cancer  of 
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the  Cervix,  A Preventable  Disease”  did  any- 
one bring  together  and  suggest  most  of  the 
prophylactic  measures  possible  today.  The 
purpose  of  this  paper  is  to  discuss  these 
prophylactic  measures  and  the  role  of  the 
physician  in  their  application  in  private 
practice.  The  latter  part  of  this  discussion 
includes  an  analysis  of  a group  of  patients 
followed  from  July  1,  1951  to  August  1,  1959, 
summarizing  an  effort  to  prevent  invasive 
cancer  of  the  cervix  in  a private  gynecologic 
practice. 

The  factors  which  appear  to  be  most 
prominently  associated  with  development 
of  cancer  of  the  cervix  are  as  follows:  (1) 
the  relationship  of  cervical  and  penile  hy- 
giene to  the  development  of  cancer  of  the 
cervix;  (2)  the  socio-economic  factor;  and 
(3)  the  relationship  of  carcinoma  in-situ  of 
the  cervix  to  invasive  cancer. 

Cervical  and  Penile  Hygiene 

For  years  multiple  child-birth  has  been 
thought  to  be  a strong  etiologic  factor  in  the 
development  of  cancer  of  the  cervix.  How- 
ever, Wynder  (i  has  concluded  from  his  data 
that  pregnancy  is  of  no  etiologic  significance 
in  the  development  of  cancer  of  the  cervix, 
but  merely  reflects  the  fact  that  these  pa- 
tients marry  earlier  and  consequently  have 
a longer  exposure  to  irritating  factors.  For 
years  we  have  known  that  the  incidence  of 
cancer  in  Jewish  women  is  extremely  low 
as  compared  to  non-Jewish  women,  alleged 
to  result  from  universal  circumcision  of  the 
male  Jew.  Wynder 6 found  that  the  inci- 
dence of  cancer  of  the  cervix  in  other  ethnic 
groups  is  remarkably  well  correlated  with 
the  age  of  the  first  intercourse  and  the  pe- 
nile hygiene  of  the  male. 

H.  R.  Pratt-Thomas,7  using  mice  and  by 
means  of  biweekly  vaginal  injections  with 
raw  human  smegma,  found  that  one-third 
of  the  mice  developed  overt  invasive  cancer 
of  the  cervix;  one-sixth  developed  carci- 
noma in-situ,  one  with  questionable  inva- 
sion, and  the  other  one-half  developed 
marked  epithelial  hyperplasia  of  the  cer- 
vicovaginal  mucosa.  Gagnon  8 has  reported 
on  the  rarity  of  carcinoma  of  the  cervix  in 
nuns.  The  recent  studies  of  Jones,  McDon- 
ald and  Breslow  19  indicate  that  circumci- 
sion might  not  be  a factor  in  the  prevention 
of  this  disease.  However,  review  of  the 


literature  generally  indicates  that  early 
marriage  and  prolonged  exposure  to  the  un- 
circumcised male  predisposes  to  the  devel- 
opment of  cervical  cancer.  There  have  been 
articles  in  recent  years  condemning  routine 
circumcision  as  unnecessary  surgery.  On 
the  contrary,  it  appears  that  universal  cir- 
cumcision should  be  popularized.  Obviously, 
better  hygiene  is  possible  in  the  circumcised 
male.  Unfortunately  we  have  no  statistics 
relative  to  this  factor. 

Huggins  9 and  Novak  10  estimated  that  85 
to  95%  of  parous  women  have  cervicitis  and 
erosions  of  varying  degrees.  Younge  and 
associates,15  found  that  the  cervix  was  ab- 
normal in  90%  of  135  patients  having  carci- 
noma in-situ  studied  at  the  Free  Hospital 
for  Women.  Thus,  prevention  begins  with 
treating  the  congenital  erosion  in  the  female 
before  the  exposure  to  marriage  and  child- 
birth, and  continues  with  good  obstetric  and 
gynecologic  care. 

Numerous  investigators  have  found  a 
sharply  decreased  incidence  of  cancer  of  the 
cervix  if  the  cervix  was  kept  in  a clean  con- 
dition.3' 4’  8 Furthermore,  Greentree11  found 
that  of  225  consecutive  cases  of  cervical  can- 
cer, in  not  a single  instance  had  the  cervix 
been  cauterized  prior  to  the  onset  of  the 
cancer. 

Finally,  what  is  a normal  cervix?  A nor- 
mal cervix  is  covered  with  squamous  epi- 
thelium of  a normal  color  distal  to  the  be- 
ginning of  a cervical  canal  of  a normal 
diameter.  The  squamous  epithelium  should 
stain  a dark  brown  color  after  gentle  cleans- 
ing and  the  application  of  Schiller’s  iodine 
solution.17  When  any  other  type  of  epithe- 
lium, or  tissue,  extends  distal  to  or  beyond 
the  canal,  that  cervix  is  abnormal.  Such  a 
cervix  must  be  investigated  thoroughly  and 
treated  adequately. 

Socio-Economic  Factor 

The  incidence  of  cancer  of  the  cervix  is 
twice  as  high  in  the  nonwhite  population 
as  in  the  white  population  as  shown  by  a 
United  States  Public  Health  survey  in  60 
major  cities  from  1947  to  1948.  Jones  and 
collaborators,18  conclude  that  the  most  im- 
portant factors  seem  to  be  the  socio- 
economic complex  of  relative  poverty,  with 
rapid  sexual  maturation  and  a haste  to  be- 
gin early  and  to  terminate  early,  the  repro- 
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ductive  phase  of  biologic  destiny.  They  fur- 
ther reported  that  marriage,  intercourse, 
first  and  last  pregnancies,  separation  and 
divorce  occur  significantly  earlier  in  the 
women  destined  to  develop  cancer  of  the 
cervix. 

Wynder’s  11  report  shows  the  relationship 
of  early  sexual  experience  and  poor  penile 
hygiene  to  a high  incidence  of  cervical  can- 
cer in  the  American  Negro.  There  are  still 
many  home  deliveries  by  midwives  and 
physicians  throughout  the  United  States  to- 
day due  to  socio-economic  factors.  These 
people  must  be  educated  to  the  necessity  of 
good  hygiene  and  routine  preventive  exami- 
nations. 

The  Relationship  of  Carcinoma  In-Situ 
to  Cancer  of  the  Cervix 

Carcinoma  in-situ  has  been  referred  to  by 
various  terms  such  as  “incipient  carcinoma,” 
“noninvasive  carcinoma,”  “Bowens  disease 
of  the  cervix”  and  “erythroplasia”  to  name 
a few.  In  recent  years  most  clinicians  and 
the  pathologists  have  more  or  less  accepted 
the  term  carcinoma  in-situ  to  mean  the 
stage  of  development  through  which  the 
squamous  epithelium  progresses  before  in- 
vasion takes  place.  The  microscopic  picture 
is  the  same  in  carcinoma  in-situ  as  invasive 
cancer  except  that  the  growth  has  not 
broken  through  the  basement  membrane. 
The  incidence  of  the  two  is  similar  irrespec- 
tive of  the  various  ethnic  groups.  Carci- 
noma in-situ  usually  appears  some  years 
earlier  than  does  cervical  cancer.  Age  dis- 
tribution curves  of  carcinoma  in-situ  and 
invasive  cervical  cancer  parallel  each 
other.1511*  The  former  precedes  the  latter 
by  about  ten  years.  At  the  Free  Hospital 
for  Women,  a pictorial  graph  of  1,553  cases 
of  Stage  O (carcinoma  in-situ)  to  the  most 
advanced  stages  relative  to  average  ages 
suggests  a progression  from  one  stage  to 
the  next.  A pattern  of  carcinoma  in-situ 
nearly  always  is  seen  at  the  periphery  of 
early  invasive  cervical  cancer.  Petersen  12 
followed  the  course  of  127  cases  of  carci- 
noma in-situ  from  three  to  ten  years,  and 
at  the  end  of  nine  years  33%  had  become 
manifest  carcinoma.  Masterson 13  reports 
a similar  experience.  Jones,  Galvin  and 
Telinde  14  restudied  previous  biopsies  avail- 
able on  24  cases  of  cancer  of  the  cervix; 


17  of  these  had  a previously  unrecognized 
carcinoma  in-situ  one  to  20  years  prior  to 
development  of  invasive  cancer.  All  of  the 
foregoing  facts  unquestionably  show  that  a 
large  percentage  of  instances  of  carcinoma 
in-situ  will  eventually  become  invasive  can- 
cer. However,  that  all  cases  of  carcinoma 
in-situ  will  eventually  become  invasive  can- 
cer cannot  be  proven  with  the  facts  avail- 
able today. 

Methods  of  Detecting  Carcinoma  In-Situ 

Carcinoma  in-situ  of  the  cervix  or  intra- 
epithelial carcinoma  is  usually  symptomless. 
Therefore  it  is  possible  to  have  a normal 
appearing  cervix  which  contains  carcinoma 
in-situ.  It  is  well  recognized  that  the  start- 
ing point  of  this  growth  is  usually  at  the 
squamocolumnar  junction. 

If  the  patients  are  educated  to  have  semi- 
annual examinations,  we  have  from  several 
months  to  several  years  to  detect  this  lesion 
which  is  theoretically  100%  curable.  These 
semi-annual  examinations  must  include  open 
eyes,  Papanicolaou  smears,  the  Schiller  Test, 
cervical  biopsies  and  fractional  curettage 
when  justified.  With  these  methods  most 
lesions  can  be  detected  in  this  early  pre- 
invasive  stage.  The  national  death  rate 21 
from  cervical  cancer  had  declined  from 
25.5/100,000  in  1940  to  14.4/100,000  in  1958, 
unquestionably  due  to  the  more  frequent 
use  of  the  Papanicolaou  smears.20 

Clinical  Study 

The  following  table  shows  the  results  of 
a clinical  study  of  a large  number  of  women 
over  an  8 year  period. 

A total  of  1,349  diseased  cervices  were 
treated  by  cautery,  conization,  repair  and 
polypectomy.  The  remainder  of  diseased 
cervices  can  be  accounted  for  by  diagnoses 
associated  with  uteri  removed  for  other  be- 
nign reasons,  other  cases  referred  back  to 
their  family  doctors  for  treatment,  and  a 
few  who  just  never  returned. 

The  course  in  976  patients  were  followed 
semi-annually  for  from  one  to  nine  years. 
All  patients  had  at  least  one  smear  and  at 
least  two  complete  physical  examinations. 
Five  of  these  patients  developed  carcinoma 
in-situ.  Of  these  5,  four  had  had  previous 
negative  smears  and  clean  cervices  six 
months  to  one  year  prior  to  the  develop- 
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Analysis  of  3,569  Patients  Who  Made  8,871  Visits 
from  July  1,  1951  to  August  1,  1959 

Cervicitis 

or  Erosion  Smears  Biopsy  D & C Cautery  Conization  Miscellaneous 

1,923  3,131  552  763  1,043  152  154 

Note:  Smears  performed  only  since  1955. 


ment  of  suspicious  smears  and  an  abnormal 
cervix.  One  case  was  diagnosed  in  1954  by 
biopsy  before  cytologic  diagnosis  was  avail- 
able locally.  Only  one  instance  of  invasive 
cervical  cancer  developed  during  this  pro- 
gram of  observation.  On  the  initial  visit  this 
patient  gave  no  history  of  abnormal  bleed- 
ing, there  was  a small  innocuous  appearing 
erosion  and  treatment  was  started  for  tricho- 
monas vaginitis.  Papanicolaou  smears  re- 
vealed infection  but  no  tumor  cells.  She 
was  advised  to  return  for  cervical  cauteriza- 
tion, but  did  not  appear  until  four  months 
later  when  she  had  had  menometrorrhagia. 
Dilation,  curettage,  biopsy  and  cautery  were 
advised  at  this  time.  Again,  the  patient  re- 
fused this  and  not  until  eleven  months  later 
did  she  finally  submit  to  operation.  The 
cervix  still  looked  benign.  However  by  this 
time  she  had  had  contact  bleeding  on  three 
occasions.  A fractional  curettage  and  mul- 
tiple biopsies  of  the  cervix  revealed  early 
invasive  epidermoid  carcinoma  of  the  cer- 
vix. Treatment  consisted  of  a radical  hys- 
terectomy with  node  dissection,  and  now 
after  four  and  a half  years  there  is  no  evi- 
dence of  recurrence. 

The  5 cases  of  carcinoma  in-situ  discov- 
ered in  976  women  over  this  period  of  time 
are  difficult  to  compare  with  other  results. 
In  fact  we  have  not  found  a similar  study  in 
private  practice. 

The  first  Memphis  screening  tests  re- 
vealed roughly  4 cases  of  carcinoma  in- 
situ  per  1,000  and  about  3.5  cases  of  invasive 
cancer  of  the  cervix  per  1,000.  If  this  one 
patient  who  developed  early  invasive  cancer 
had  subscribed  one  year  earlier  to  the  diag- 
nostic measures  advised,  it  is  possible  she 
might  have  avoided  the  development  of  in- 
vasive cancer. 

One  reason  for  this  study  is  to  learn 
whether  the  often  somewhat  uninteresting 
semi-annual  examination  is  worth  the  time 
and  effort  on  the  part  of  the  doctor  and  the 
expense  put  to  the  patient.  There  are  so 
many  variables  in  such  a study.  However, 


not  one  patient  in  this  group  developed  in- 
vasive cancer  during  this  study  nor  to  date 
if  the  treatment  outlined  was  followed.  I 
think  this  is  “proof  of  the  pudding.” 

In  3 patients  developing  carcinoma  in-situ 
of  the  cervix,  I had  personally  done  what  I 
thought  was  adequate  cauterization  six 
months  to  one  year  prior  to  the  develop- 
ment of  carcinoma  in-situ.  These  cervices 
had  been  observed  until  they  returned  to 
a normal  appearance.  Therefore,  in  this 
group  cauterization  of  the  cervix  did  not 
prevent  development  of  carcinoma  in-situ 
in  3 cases.  Probably  adequate  gynecologic 
care  of  the  cervix  will  minimize  carcinoma 
in-situ  of  the  cervix.  It  does  appear  that 
the  incidence  of  invasive  cancer  can  be  min- 
imized by  such  a program  of  aggressive 
treatment  of  benign  cervical  disease  and  is 
therefore  worthwhile. 

Since  the  availability  of  vaginal  smears 
locally  in  March  1955,  21  more  cases  of  car- 
cinoma in-situ  have  been  diagnosed  on  or 
soon  after  the  first  visit  and  are  now  cured. 

Prevention  of  invasive  cervical  cancer  ob- 
viously must  include  adequate  treatment  of 
carcinoma  in-situ,  in  spite  of  the  fact  that 
proof  is  insufficient  to  assume  every  in-situ 
lesion  will  become  manifest  cancer.  After 
cold-knife  conization  has  ruled  out  invasion, 
the  treatment  may  vary  from  deep  coniza- 
tion or  amputation  to  total  hysterectomy, 
depending  upon  the  desirability  of  main- 
taining the  child-bearing  function.  How- 
ever, total  abdominal  or  vaginal  hysterec- 
tomy is  the  treatment  of  choice.  The  patient 
and  husband  must  have  full  understanding 
of  the  hazards  associated  with  any  conserva- 
tive procedures  less  than  total  hysterec- 
tomy. This  is  shown  in  the  slide  where  one 
of  five  cases  is  being  followed  after  cold- 
knife  conization.  The  initial  biopsy  had  re- 
moved the  lesion.  Periodic  examinations 
every  four  months  for  the  past  three  years 
have  shown  the  cervix  to  be  normal  in  ap- 
pearance, and  smears  and  Schiller  Tests  are 
negative. 
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Summary 

The  above  statistical  facts  strongly  imply 
that  certain  measures  would  immeasurably 
reduce  the  incidence  and  death  rate  of  in- 
vasive cervical  cancer.  These  measures  are 
as  follows: 

(1)  That  the  youth  of  today,  both  male 
and  female,  be  taught  the  proper  hygienic 
measures  including  the  necessity  of  pre- 
marital examination  and  counseling  so  that 
all  genital  abnormalities  can  be  corrected 
before  marriage. 

(2)  That  universal  circumcision  of  the 
male  baby  be  popularized  rather  than  con- 
demned. 

(3)  That  the  public  and  medical  profes- 
sion be  educated  to  semi-annual  examina- 
tions for  the  parous  woman,  or  at  least  an- 
nual examinations.  The  earlier  the  marriage 
and  the  more  children,  the  more  frequent 
the  examination  should  be  performed. 

(4)  That  these  examinations  be  guided  by 
open  eyes  and  sensitive  fingers,  supple- 
mented by  the  use  of  cervical  smears,  the 
Schiller  Test  and  frequent  use  of  the  curette 
and  biopsy  forceps. 

(5)  That  every  abnormal  cervix  be  prop- 
erly investigated  and  treated  adequately 
until  it  returned  to  normal  since  cancer  is 
rarely  found  in  the  normal  cervix. 

(6)  That  our  attention  should  be  directed 
toward  early  detection  of  carcinoma  in-situ 
(pre-invasion  cancer)  and  not  invasion  can- 
cer, since  carcinoma  in-situ  precedes  inva- 
sive cancer  usually  by  a long  interval  and 
remains  there  just  waiting  for  the  physician 
to  diagnose  when  the  disease  is  theoretically 
100%  curable. 

Responsibility 

The  lay  public  must  learn  the  wisdom  of 
preventive  medicine.  We  as  physicians 
must  develop  the  philosophy  of  “prevention 
of  carcinoma  of  the  cervix.”  It  is  a “State 
of  mind”  so  to  speak.  Every  physician  who 
treats  female  patients  must  either  assume 
the  responsibility  or  refer  the  patient  for 
such  prophylactic  measures.  Only  then, 
radical  surgery  and  radical  irradiation  will 
rarely  be  a necessary  part  of  the  treatment 
of  cervical  cancer. 

Conclusion 

Today,  the  best  treatment  of  invasive  can- 
cer of  the  cervix  is  prevention  rather  than 
either  irradiation  or  radical  surgery! 
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The  family  doctor  is  destined  to  assume  a new  role  in  the  area  of  psychiatric  practice.  World  War  II 
gave  an  impetus  to  the  understanding  of  psychiatric  needs;  the  scarcity  of  trained  psychiatrists  could 
only  emphasize  these  needs.  Leaders  in  the  American  Psychiatric  Association  and  the  American  Acad- 
emy of  General  Practice  agreed  that  the  family  doctor  needed  to  learn  more  about  psychodynamics  so 
he  might  manage  the  lesser  psychiatric  problems  of  his  patients.  He  too  must  be  the  one  to  assist  in 
keeping  patients  out  of  mental  hospitals  and  to  keep  them  adjusted  at  home  when  they  are  discharged. 

Going  Home  For  Keeps* 

WILLIAM  F.  SHEELEY,  M.D..+  Washington,  D.C. 


More  and  more  state  mental  hospital  pa- 
tients are  returning  to  their  homes.  Need 
I say  this  trend  gives  us  psychiatrists  no 
little  satisfaction?  Less  satisfying,  however, 
is  a growing  rise  in  re-admission  rates.  If 
we  lose  all  our  gains  of  discharge  to  re- 
admissions, we  shall  make  little  real  prog- 
ress. In  seeking  ways  to  lower  re-admissions 
while  keeping  discharges  high,  therefore, 
we  are  looking  to  the  community  for  essen- 
tial help;  we  are  looking  to  the  family 
physician. 

The  Problem  of  Re-admission 

The  re-admission  problem  is  everybody’s 
problem.  It  is  a problem  not  only  of  the 
patient  and  state  hospital,  but  also  of  the 
patient’s  family,  the  family  physician,  and 
many  others  in  the  community  itself.  What 
are  some  of  the  ways  this  problem  affects 
the  community? 

When  a discharged  patient  must  return  to 
the  state  hospital,  we  lose  much  of  the 
time,  concern,  and  money  invested  in  him 
following  discharge.  Social  agencies  lose 
the  staff  time  and  the  financial  assistance 
given  for  his  resettlement.  Employers  lose 
time  and  money  expended  to  orient  him  to 
his  new  job.  Family  physicians  lose  time 
given  both  to  him  and  to  his  family.  Fur- 
thermore, when  he  is  discharged  from  the 
state  hospital  once  again,  these  community 
people  must  all  start  over,  but  this  time 
haunted  by  having  failed  at  least  once. 

Secondly,  re-admission  both  disappoints 
and  unsettles  the  patient’s  family.  When- 
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ever  someone  either  enters  a family  or 
leaves  it,  the  family  must  make  a major 
adjustment,  whether  an  incoming  member 
is  baby,  in-law,  or  patient  returned  from  a 
state  hospital,  or  a departing  member  has 
left  for  college,  died,  or  gone  to  a mental 
hospital.  Place  must  be  found  for  an  in- 
coming member  by  re-aligning  existing  in- 
terpersonal relationships;  the  gap  left  by  a 
departing  member  must  be  filled  in  or 
plugged  up.  The  equilibrium  of  the  family 
is  twice  disturbed — and  in  vain — when  a 
patient  returns  to  it  from  the  hospital,  re- 
mains home  briefly,  and  then  must  leave  it 
to  be  re-admitted. 

Thirdly,  re-admission  discourages  the  pa- 
tient. He  may  despair  of  ever  leaving  the 
hospital  again.  His  mental  illness,  already 
worsened,  may  be  further  aggravated  by 
the  very  fact  of  readmission.  He  may  lose 
confidence  in  the  hospital  staff  and  in  the 
community. 

Finally,  re-admission  adversely  affects 
the  state  hospital.  For  one  thing,  adding  a 
high  re-admission  rate  to  today’s  high  first- 
admission  rate  keeps  the  patient  census 
high.  High  census  means  high  total  operat- 
ing costs,  overcrowding,  and  overloading  of 
treatment  facilities.  Overloaded  treatment 
facilities  means  inadequate  treatment  and 
prolonged  average  patient  stay.  Prolonged 
patient  stay,  of  course,  means  climbing  cen- 
sus and  still  more  incomplete  treatment, 
and  so  on  and  on.  Precious  staff  time  is 
used  up,  furthermore,  simply  in  the  me- 
chanics of  discharging,  re-admitting,  and 
discharging  the  patient  again,  and  there  is 
so  little  staff  time  when  one  psychiatrist 
must  treat  200  patients. 

Related  to  the  problem  of  overcrowding 
is  the  matter  of  atmosphere — of  milieu,  if 
you  will.  How  important  is  just  the  way 
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one  feels  walking  into  a hospital.  The  whole 
therapeutic  effort  is  affected  by  the  mood  a 
ward  generates  in  both  staff  and  patient. 
If  ward  atmosphere  promotes  patient  self- 
esteem, sense  of  individual  importance,  op- 
timism, clarity  of  thought,  and  sufficient 
feeling  of  leisure  to  sort  out  confusing  emo- 
tions, it  greatly  augments  therapeutic  ef- 
fect; if,  on  the  contrary,  ward’s  atmosphere 
promotes  self-debasement,  a sense  of  being 
lost  in  the  mob,  pessimism,  confusion,  and 
feeling  of  hurry  and  clatter,  therapeutic 
effort  must  fight  not  only  the  illness  but  the 
treating  institution  itself.  Any  of  you  who 
have  gone  into  an  overcrowded  ward  know 
the  effect  of  its  atmosphere. 

Now,  what  are  some  of  the  causes  of  a 
high  re-admission  rate?  What  kinds  of 
things  should  we  eliminate,  change,  or  pro- 
vide in  order  to  reduce  this  rate?  Does  the 
community — for  that  matter,  the  family 
physician — share  any  responsibility  with 
the  state  mental  hospital? 

True,  some  re-admissions  occur  just  be- 
cause many  of  the  mental  illnesses  are  es- 
sentially chronic  and  recurrent  in  nature. 
A patient  may  enjoy  a remission  lasting 
months  or  years  and  then  quite  unexpect- 
edly— or  inevitably — suffer  a dramatic  ex- 
acerbation urgently  requiring  hospitaliza- 
tion. As  yet,  psychiatry  cannot  prevent  all 
such  exacerbations.  Fortunately,  these  ex- 
acerbations are  today  a relatively  infrequent 
cause  of  re-admission.  As  we  shall  see  later, 
in  fact,  many  exacerbations  can  be  treated 
more  effectively  in  the  community  than  in 
the  state  hospital  anyhow. 

Another  cause  of  re-admission  is  discharg- 
ing the  patient  before  he  is  ready  psychi- 
atrically,  or  before  the  community  has  been 
adequately  prepared  for  him.  Naturally, 
the  staff  considers  carefully  whether  to  dis- 
charge a patient  to  keep  such  error  to  a 
minimum,  but  now  and  again  when  dealing 
with  a condition  as  complex  as  mental  ill- 
ness we  are  going  to  discharge  patients 
prematurely.  When  community  and  hospi- 
tal work  closely  together,  however,  the  in- 
cidence of  such  errors  falls  remarkably, 
especially  when  the  staff  gets  help  in  evalu- 
ating the  amount  of  emotional  and  other 
support  available  to  the  patient  in  the  com- 
munity. The  family  physician  cqn  help  the 
staff  make  a realistic,  accurate  estimate  of 


this  support  by  keeping  staff  informed  of 
pertinent  facts  concerning  family  and  atti- 
tude of  the  community  toward  the  patient. 

Another  cause  of  the  patient’s  return  to 
hospital  is  inadequate  community  prepara- 
tion for  the  discharge.  Many  neighbors  and 
friends  the  patient  meets  on  the  street  lack 
elementary  understanding  of  the  nature  of 
the  mentally  ill  person.  They  have  not  yet 
learned  that  a former  state  hospital  patient 
is  not  a dangerous  person  (he  is  less  apt  to 
commit  a crime  of  violence,  for  example, 
than  a person  who  has  never  been  hospital- 
ized) ; they  have  perhaps  not  even  learned 
that  although  he  may  have  some  unusual 
mannerisms  of  thought  and  behavior,  most 
of  his  behavior  is  quite  like  their  own.  Un- 
informed people  more  or  less  openly  shun 
the  discharged  patient.  And  since  most 
people  with  psychiatric  problems  are  un- 
usually sensitive  to  the  attitudes  of  others, 
this  public  rejection  crushes  him. 

The  discharged  patient  may  receive  too 
little  social  and  economic  support  to  weather 
the  first  difficult  weeks  after  discharge.  The 
community’s  social  agencies,  perhaps  for 
want  of  enough  budget  or  staff,  do  not  suf- 
ficiently aid  his  social  adjustment.  Potential 
employers,  because  of  misconceptions  of  the 
capabilities  of  former  mental  hospital  pa- 
tients, prevent  him  getting  a job,  and  other- 
wise making  an  economic  recovery  which 
will  help  keep  him  out  of  the  hospital. 

Members  of  his  own  family,  perhaps  be- 
cause they  have  not  been  taught  to  under- 
stand him,  may  begrudge  him  a place  among 
them  once  more,  or  they  may  relate  to  him 
in  inept  and  gauche  ways  and  thereby  make 
him  feel  rejected  and  unwanted.  He  may 
enter  a broken  home  full  of  emotional  up- 
heavals that  irritate  his  raw  emotions.  Or 
perhaps  he  has  no  family  at  all  to  offer  him 
the  warmth  and  personal  interest  we  all 
must  have. 

The  quantity  and  quality  of  psychiatric 
and  other  medical  care  in  the  community 
may  not  fill  the  discharged  patients’  needs. 
As  yet,  very  few  communities  have  estab- 
lished psychiatry  outpatient  clinics  in  gen- 
eral hospitals  or  community  mental  health 
clinics.  Family  physicians  may  give  too 
little  post-hospitalization  care  because  of 
absorbing  involvement  in  the  treatment  of 
physical  illness,  or  the  belief  that  treating 
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mental  illness  takes  inordinate  amounts  of 
time.  Even  when  family  physicians  are  in- 
terested, faulty  communications  between 
them  and  the  state  hospital  vitiate  their 
usefulness.  The  state  hospital  certainly 
shares  responsibility  for  good  communica- 
tions, because  it  must  tell  the  family  doctor 
what  it  knows  about  his  patient,  what  treat- 
ment it  found  most  effective,  and  what  man- 
agement it  recommends  further,  if  he  is  to 
capitalize  on  what  the  hospital  has  done. 
Possibly,  however,  the  family  physician 
considers  himself  inadequately  trained  psy- 
chiatrically  to  undertake  follow-up  care. 
After  all,  only  recently  have  medical  schools 
begun  offering  significant  amounts  of  psy- 
chiatric instruction  to  the  undergraduate 
medical  student.  Physicians  who  went  to 
medical  school  during  my  generation,  for 
example,  received  very  little  psychiatry  in- 
deed, and  might  therefore  be  expected  to 
feel  reluctant  to  become  involved  in  the 
patient’s  treatment. 

Solutions  t«  Re-admissions 

With  these  few  examples  of  the  causes  of 
re-admission,  let  us  turn  to  ways  to  solve 
this  re-admission  problem.  Once  again  we 
shall  concentrate  on  measures  of  particular 
concern  to  the  hospital,  community,  and 
family  physician. 

An  important  first  step  in  coming  to  grips 
with  this  problem  is  closing  ties  between 
the  state  mental  hospital  and  the  other  med- 
ical and  social  resources  and  functions  of 
the  community.  The  day  is  long  past  when 
the  state  hospital  can  be  permitted  to  stand 
apart  from  the  community,  and  today’s 
meeting  is  a step  toward  greater  commu- 
nity-hospital rapprochement.  As  the  social 
agencies  and  other  community  resources 
enter  more  and  more  into  the  care  of  the 
mentally  ill  person  and  his  family,  and  as 
patient  turn-over  rates  continue  to  rise  in 
state  hospitals,  close  collaboration  between 
state  hospital  and  other  community  activi- 
ties becomes  all  the  more  necessary. 

In  this  connection  the  hospital  can  and 
should  make  its  capabilities  and  limitations 
known  to  the  community.  It  can  establish 
and  maintain  close  liaison  with  community 
social  agencies  and  its  patients’  families.  If 
such  agences  do  not  exist,  or  if  their  capa- 
bilities are  limited,  the  hospital  should  stim- 


ulate family  physicians  and  other  commu- 
nity leaders  to  see  that  adequate  agencies 
are  established  and  well  supported.  It  can 
establish  close  relationships  with  family 
physicians  by  means  of  seminars  such  as 
this  very  one  today  and  other  kinds  of  post- 
graduate psychiatric  courses.  It  can  keep 
the  family  physician  regularly  and  fully  in- 
formed of  his  patients  in  the  hospital.  It 
can  advise  him  about  specific  phases  of  fol- 
low-up care.  It  should  even  help  him  with 
other  psychiatric  questions  that  arise  in  his 
daily  practice  whether  or  not  they  concern 
discharged  patients. 

On  its  side,  the  community  can  help  solve 
the  re-admission  problem  simply  by  not 
committing  patients  unnecessarily  in  the 
first  place.  Of  late,  for  example,  many  com- 
munities have  had  a distressing  tendency  to 
use  the  state  hospital  to  house  its  helpless 
aged  persons.  Not  psychiatrically  ill  in  the 
usual  sense,  a large  percentage  of  these  old- 
sters could  much  more  adequately  be  cared 
for  in  a rest  home  or  other  local  facility. 
By  sending  to  the  state  hospital  only  those 
who  can  really  profit  from  the  psychiatric 
therapies  available  there,  the  community 
cares  for  its  mentally  ill  citizens  more  prop- 
erly, avoids  adding  pointlessly  to  the  al- 
ready excessive  load  on  hospital  staff,  and 
more  adequately  provides  for  its  old  folks. 
Not  having  to  admit  and  discharge  these 
potential  patients,  the  staff  has  more  time  to 
give  individual  attention  to  patients,  and  is 
therefore  less  apt  to  discharge  them  too 
soon  psychiatrically,  and  more  apt  to  assure 
adequate  community  preparation. 

Another  thing  the  community — especially 
the  family — can  do  is  to  stay  close  to  the 
patient  from  the  beginning  to  the  end  of 
hospitalization.  Such  continuing  contact,  of 
course,  keeps  family  and  other  significant 
community  elements,  such  as  social  agen- 
cies, posted  on  the  progress  of  the  patient 
and  keeps  him  posted  on  them.  Then  when 
the  time  of  discharge  comes  very  little  prep- 
aration of  patient,  family,  and  community 
is  necessary.  In  this  connection,  the  family 
physician  can  play  a very  important  part. 
He  can  allay  family’s  and  the  patient’s 
doubts  concerning  one  another.  Further- 
more, by  explaining  to  the  family  the 
“what’s”  and  “why’s”  of  the  hospital’s  treat- 
ment program,  and  by  keeping  the  social 
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agencies  informed  of  needs  arising  among 
both  patient  and  family,  he  can  keep  both 
the  family  and  social  agency  oriented  and 
maintain  their  capacity  to  support  the  pa- 
tient following  discharge.  The  family 
physician  will  find  the  hospital  social  serv- 
ice department  is  a very  useful  ally  both 
working  with  the  hospital  and  working 
with  family  and  community  social  agencies. 
This  department  often  has  very  useful  so- 
cial information  about  the  patient. 

Once  the  patient  has  actually  been  dis- 
charged, the  community’s  part  becomes 
even  more  significant.  Having  already  de- 
scribed some  of  the  social  acceptance,  job 
opportunities,  family  affection,  and  other 
social  and  economic  assistance  the  commu- 
nity can  give,  let  us  concentrate  on  some 
contributions  of  the  family  physician: 

One  important  thing  the  family  physician 
can  do  is  simply  to  offer  a sympathetic  ear 
to  both  family  and  patient.  As  suggested 
above,  the  patient’s  return  home  is  no  easy 
matter  for  patient  nor  family.  Silly  and 
needless  misunderstandings,  nonetheless 
painful  for  both  patient  and  family,  plague 
and  beset  them  for  weeks  and  months. 
When  upset  and  discouraged  they  need 
someone  to  whom  they  can  reveal  their 
fears  and  doubts,  and  confess  their  feelings 
of  guilt.  By  simply  letting  them  talk  out 
their  problems  and  himself  offering  a modi- 
cum of  advice  and  comment,  the  family 
physician  can  help  them  find  solutions  for 
soluble  problems  and  acceptance  of  insolu- 
ble ones. 

As  he  listens,  however,  the  family  physi- 
cian will  occasionally  learn  of  other  prob- 
lems requiring  him  or  one  of  the  social 
agencies  to  intervene.  If  social  assistance 
is  needed,  the  doctor  is  in  a good  position 
not  only  to  induce  the  patient  and  family  to 
seek  it  but  also  to  help  them  get  it.  Now 
and  then  the  family  physician  can  help  the 
patient  get  a job.  For  example,  if  it  seems 
to  him  that  a potential  employer  is  reluc- 
tant to  hire  the  patient  because  of  mistaken 
notions  as  to  how  he  would  act  on  the  job, 
the  physician  can,  with  the  patient’s  per- 
mission of  course,  set  the  record  straight. 
The  physician  can  contribute  to  the  better 
understanding  by  industry  of  the  mental 
patient. 

The  family  physician,  obviously,  can  also 


assume  much  of  the  medical  responsibility 
for  the  patient’s  treatment.  This  treatment 
may  just  amount  to  continuing  the  patient 
indefinitely  on  the  dosage  of  ataractic  drug 
found  most  suitable  in  the  hospital.  It  may 
involve  referral  either  back  to  the  hospital 
or  to  a local  private  psychiatrist.  From 
time  to  time  the  occasional  patient  may 
suffer  an  acute  exacerbation  sufficient  to 
require  hospitalization,  but  not  sufficient  to 
require  return  to  the  state  hospital.  If  the 
local  general  hospital  has  a psychiatric  serv- 
ice, the  family  physician  can  assure  the  pa- 
tient being  admitted  there  to  weather  a 
brief  psychotic  episode.  If,  on  the  other 
hand,  the  local  hospital  has  no  psychiatric 
service,  the  family  physician  can  make  a 
great  contribution  to  the  treatment  of  men- 
tal illness  by  “spark-plugging”  efforts  to 
create  such  a service.  Such  in-patient  and 
out-patient  care  in  the  community  during 
brief  episodes  of  illness  can  do  much  to  keep 
down  state  hospital  re-admission  rates  and 
to  minimize  displacement  problems  of  pa- 
tient and  family. 

Despite  these  ministrations  in  the  family 
physician’s  office,  the  psychiatrist’s  office, 
and  the  local  general  hospital,  a patient 
will  now  and  then  have  to  return  to  the 
state  hospital.  Even  then,  the  family  doc- 
tor can  be  very  important  by  helping  keep 
the  length  of  stay  to  a minimum.  If  he  and 
the  state  hospital  enjoy  the  close  collabora- 
tive relationship  we  have  described  earlier, 
it  will  be  quite  natural  for  him  to  send  with 
the  patient,  or  even  preceeding  him,  full 
details  of  what  he  has  observed  about  the 
patient  and  his  family,  and  what  he  had 
been  doing  for  them.  Such  an  entree  as- 
sures the  patient  the  best  possible  reception 
at  the  hospital,  because  the  staff,  fully  in- 
formed in  advance  as  to  what  has  happened 
to  him  in  the  community,  can  start  specific 
therapy  almost  at  once.  The  chances  of  such 
therapy  being  successful  and  of  the  patient 
soon  returning  to  his  community  are  in- 
creased considerably. 

During  the  course  of  these  remarks  we 
have  been  asking  a great  deal  of  the  family 
physician.  We  have  done  so,  of  course,  be- 
cause he  is  in  a unique  position;  simply  by 
virtue  of  being  the  family  physician,  he  has 
certain  very  important  things  to  offer  the 
patient  that  none  other  can  offer  him.  But 
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suppose  we  put  the  shoe  on  the  other  foot 
for  the  moment:  What  does  the  family  physi- 
cian get  for  himself  from  all  this? 

To  begin  with,  and  not  inconsiderable,  is 
the  satisfaction  a physician  feels  at  being 
truly  a family  physician,  a good  and  capable 
friend  who  stands  by  the  family  during  a 
period  of  crisis.  He  also  gets  the  satisfac- 
tion of  helping  the  community  solve  many 
vexing  mental  health  problems. 

Furthermore,  dealing  with  these  patients 
greatly  expands  the  physician’s  skill  in  his 
day-to-day  practice  with  patients  whose 
primary  problem  is  physical  disease  and  not 
psychiatric.  Almost  every  person  suffering 


from  significant  somatic  illness  has  a con- 
commitant  emotional  response  to  that  ill- 
ness; the  physician  who  can  recognize,  un- 
derstand, and  skillfully  treat  those  concom- 
mitants  will  enjoy  more  complete  success 
treating  the  somatic  aspects  of  the  patient’s 
problem.  The  physician  who  enrolls  in  spe- 
cial postgraduate  psychiatry  courses,  who 
uses  his  experience  with  psychiatric  pa- 
tients to  give  greater  depth  to  what  he  has 
learned  in  those  courses,  and  who  adapts  to 
his  medical  practice  what  he  has  learned 
from  both  of  these  sources  is  the  compleat 
physician  indeed. 


In  the  Annals  of  Internal  Medicine,  July,  1961 
the  first  three  articles  consist  of  stimulating,  pro- 
vocative discussions  relating  to  hypertension.  The 
first  by  Sir  Robert  Platt  of  Manchester,  England 
is  entitled  “Essential  Hypertension,  Incidence, 
Course  and  Heredity.”  In  it  Sir  Robert  empha- 
sizes the  thesis  that  “essential  hypertension  is  a 
hereditary  disease  in  the  same  sense  that  Hunting- 
ton’s chorea  is  a hereditary  disease,  even  though 
it  be  more  influenced  by  environment,  and  the 
nature  of  its  inheritance  be  more  complex.”  Of 
75  patients  with  essential  hypertension  he  found 
the  stigmata  of  blood  pressure  elevation  in  the 
family  of  three  quarters  of  these.  Moreover  he 
found  that  the  blood  pressure  of  the  siblings  of 
patients  with  essential  hypertension  rose  steeply 
with  advancing  age  in  contrast  to  the  blood  pres- 
sure of  normals  in  the  same  age  period. 

The  second  paper  by  Doctor  Jacques  Genest 
and  his  associates  entitled  “The  Adrenal  Cortex 
and  Renal  Pressor  Mechanism,”  discusses  the 
demonstration  of  increased  excretion  of  aldoster- 
one in  patients  with  hypertension.  Not  only  was 
this  consistently  present  but  in  addition  these 
investigators  were  able  to  induce  increased  al- 


dosterone excretion  by  intravenous  injection  of 
angiotension.  Moreover  they  were  able  to  dem- 
onstrate increased  amounts  of  angiotension  in  the 
blood  of  hypertensives.  They  conclude  that  “these 
findings  establish  for  the  first  time  a direct  rela- 
tionship between  the  kidney  and  its  renal  pressor 
mechanism,  the  adrenal  cortex,  and  sodium  ex- 
cretion in  human  hypertension.” 

And  finally  the  third  paper  entitled  “The  effect 
of  antithyroid  drug  on  the  clinical  course  of  ma- 
lignant hypertension”  by  Doctor  George  Perera 
describes  the  palliation  of  the  symptoms  and  some 
of  the  signs  of  malignant  hypertension  by  the  ad- 
ministration of  methimazole. 

Of  further  interest  is  the  editorial  comment  by 
Doctor  Perera  in  the  same  issue  of  the  Annals  of 
Internal  Medicine.  He  challenges  the  validity  of 
all  three  papers,  pointing  out  that  while  they  are 
provocative,  their  chief  value  is  in  raising  ques- 
tions and  stimulating  retesting  of  the  data  pre- 
sented. Further  research  is  necessary  to  elucidate 
the  problems  provoked  by  each  paper.  (Abstracted 
for  the  Middle  Tennessee  Heart  Association  by 
F.  Tremaine  Billings,  M.D.,  Nashville.) 


November,  1961 


401 


Though  cytologic  studies  have  been  widely  applied  to  the  female  genital  tract,  the  use  of  this  method 

of  examination  needs  further  extension. 

Colonic  Exfoliative  Cytology 
in  the  Diagnosis  of  Cancer  of  the  Bowel* 

MARVIN  L.  WOLFF,  M.D.,  Memphis,  Tenn. 


This  paper  reports  preliminary  findings 
in  colon  washing  studies  performed  at  the 
University  of  Tennessee  College  of  Medi- 
cine during  the  past  two  years. 

Others  have  stressed  the  value  of  colonic 
exfoliative  cytological  examination.15  The 
procedure  is  simple,  the  results  are  accu- 
rate, and  the  information  obtained  is  help- 
ful. The  fact  that  malignant  cells  can  be 
recovered  from  any  part  of  the  colon  and 
identified  is  in  itself  remarkable.  No  false 
positive  results  have  been  obtained  in  this 
series;  on  the  other  hand,  false  negative  re- 
sults have  been  sometimes  encountered. 
This  suggests  that  demonstration  of  malig- 
nant cells  is  conclusive  evidence  for  carci- 
noma. 

Although  almost  all  lesions  of  the  colon, 
both  malignant  and  benign,  can  be  accu- 
rately diagnosed  by  clinical  data,  roent- 
genological studies,  and  sigmoidoscopic 
examinations.  But  a few  cannot.  For  ex- 
ample, it  is  difficult  to  differentiate  between 
benign  and  malignant  polyps  of  the  colon 
when  they  cannot  be  reached  by  the  sig- 
moidoscope for  biopsy.  Or  occasionally,  a 
patient  who  has  had  an  operation  for  car- 
cinoma of  the  colon  may  return  to  his  phy- 
sician with  evidence  of  obstruction  of  the 
bowel,  and  to  distinguish  between  a recur- 
rence of  the  carcinoma  and  a postoperative 
inflammatory  stenosis  may  be  impossible. 
In  such  situations  the  information  gained 
by  cytologic  study  of  colon  washings  may 
be  definitive.  If  it  serves  only  to  reinforce 
one’s  clinical  impressions,  it  enables  man- 
agement of  the  patient  with  stronger  con- 
viction than  otherwise  possible. 

The  procedure  itself  requires  only  a few 

'■From  the  Division  of  Medicine,  University  of 
Tennessee  College  of  Medicine,  and  the  John  Gas- 
ton Hospital,  City  of  Memphis  Hospitals,  Mem- 
phis, Tenn. 


minutes.  It  is  the  preparation  that  is  dif- 
ficult, because  the  patient’s  colon  must  be 
thoroughly  cleansed.  After  many  failures 
the  following  scheme  has  been  most  suc- 
cessful with  us.  For  two  days  prior  to  the 
study,  the  patient  is  given  only  liquids,  and 
on  these  two  days  he  also  receives  two 
ounces  of  Fleet’s  Phospho-Soda.  The  eve- 
ning before  the  study,  he  is  given  several 
cleansing  saline  enemas.  Early  on  the 
morning  of  the  study,  he  is  given  more 
saline  enemas  until  the  returns  are  clear; 
This  sometimes  requires  as  many  as  six 
enemas.  After  satisfactory  preparation  sig- 
moidoscopy is  done  and  an  Ewald  tube  is 
inserted  through  the  instrument.  The  sig- 
moidoscope is  then  removed,  leaving  the 
Ewald  tube  in  place.  Through  the  Ewald 
tube  1000  cc.  of  normal  saline  is  slowly  in- 
troduced; the  tube  is  then  clamped  off.  The 
table  is  then  leveled,  the  patient  rotated  to 
his  right  side  and  then  to  his  back,  and  his 
abdomen  is  massaged.  Next,  the  clamp  is 
released  and  the  returns  are  collected  in  a 
beaker  submerged  in  a bucket  of  ice.  The 
same  procedure  is  repeated  with  800  cc.  of 
sodium  acetate  buffer  (pH  5.5).  Both  speci- 
mens are  sent  immediately  to  the  patholo- 
gist. (The  technic  of  his  cytologic  studies 
is  not  given  here.) 

To  date,  25  successful  studies  have  been 
made,  with  the  following  results: 


Total  Cases — 25 


Clinically  benign 

19 

Clinically  malignant 

6 

Negative  cytology 

19 

Positive  cytology 

5 

False  positive 

False  negative 

cytology 

. 0 

cytology 

1 

Though  it  should  be  remembered  that  the 
length  of  follow-up  in  some  of  these  cases 
has  been  brief,  a few  case  summaries  will 
serve  to  show  the  usefulness  of  the  proce- 
dure. 

In  one  patient  the  colon  washing  study 
corroborated  other  findings.  J.  K.,  a 65  year 
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old  colored  man,  had  multiple  polyps  of  the 
rectum  and  sigmoid  colon,  with  a positive 
biopsy.  The  colon  washing  was  also  posi- 
tive, and  an  appropriate  operation  was  per- 
formed. 

Another  patient,  L.  B.,  a 53  year  old  ne- 
gress,  had  anemia,  weight  loss,  and  blood 
in  the  stools.  Roentgenograms  by  barium 
enema  indicated  a constricting  lesion,  but 
it  was  in  the  sigmoid  colon  beyond  the 
reach  of  a sigmoidoscope.  The  colon  wash- 
ing was  positive  for  malignant  cells.  Op- 
eration was  performed,  and  a mucinous 
adenocarcinoma  of  the  sigmoid  colon  was 
removed. 

In  contrast  to  the  above  case,  a patient 
with  a benign  polyp  was  studied.  S.  M.,  a 
50  year  old  colored  man  presented  with 
grossly  bloody  stools.  An  upper  gastro- 
intestinal series  was  normal,  but  roentgeno- 
graphic  studies  by  barium  enema  demon- 
strated a large  polyp  on  a stalk  in  the  upper 
sigmoid  colon.  The  colon  washing  study 
was  negative.  Polypectomy  was  performed, 
and  the  lesion  proved  benign. 

One  of  the  most  interesting  problems  was 
that  presented  by  J.  P.,  a 55  year  old  ne- 
gress  who  had  symptoms  of  partial  obstruc- 
tion of  the  left  colon.  In  1959,  she  had  re- 
ceived radiation  therapy  for  carcinoma  of 
the  endometrium.  In  March,  1961,  sig- 
moidoscopy and  barium  enema  study  re- 
vealed a constriction  in  the  rectosigmoid  re- 
gion. The  colon  washing  study  was  negative. 
In  addition  to  the  lower  bowel  symptoms, 
she  was  found  to  have  a pelvic  mass  and 
evidence  of  obstruction  of  the  left  ureter. 
Surgical  exploration  revealed  recurrent  car- 
cinoma of  the  uterus  with  pelvic  metastases, 
and  sclerosis  and  constriction  of  the  left 
ureter  due  to  previous  radiation  therapy. 
No  evidence  of  a tumor  of  the  bowel  was 


found,  but  there  was  indication  of  a post- 
radiation reaction.  In  this  patient  the  neg- 
ative washing  study  supported  the  idea  of 
a postradiation  reaction  of  the  bowel  in- 
stead of  a malignant  lesion. 

Summary 

Colonic  exfoliative  cytology  is  a definite 
aid  in  diagnosing  lesions  of  the  bowel. 
Results  of  25  such  studies  are  reported. 
Though  preparation  of  the  patient  is  diffi- 
cult, the  procedure  itself  is  simple,  and  the 
demonstration  of  malignant  cells  in  the 
washings  seems  to  be  conclusive  evidence 
for  the  presence  of  carcinoma.  In  some 
cases,  the  colon  washing  study  is  particu- 
larly helpful  in  distinguishing  between  a 
malignant  and  a benign  lesion  of  the  bowel. 

Note:  I wish  to  thank  Sidney  Coleman,  M.D., 
Associate  Professor,  Division  of  Pathology  and 
Microbiology,  University  of  Tennessee  College  of 
Medicine,  for  the  cytologic  studies  made  in  this 
series. 
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City  of  Memphis  Hospitals* 

Urinary  Obstruction  Due  to  Tumor 

DR.  PHIL.  C.  SCHREIER:  The  history 
will  be  presented  by  Dr.  Joseph  N.  Tygett, 
Chief  Resident. 

DR.  JOSEPH  N.  TYGETT:  Present  Illness: 

This  patient  was  a 55  year  old  nulliparous  colored 
woman  who  was  admitted  to  the  Medical  Service 
of  the  City  of  Memphis  Hospitals  on  March  19, 
1955.  At  that  time,  a very  poor  history  was  ob- 
tained. This  was  essentially  that  of  a chronic 
debilitating  illness  of  5 years’  duration,  during 
which  time  the  patient  had  had  bilateral  chronic 
leg  ulcers.  For  3 years,  she  had  had  a known 
lower  abdominal  mass  and  intermittent  edema  of 
the  legs.  She  had  also  experienced  weight  loss, 
abdominal  pain,  and  dyspnea.  She  gave  no  his- 
tory of  vaginal  bleeding.  Past  history  revealed 
no  serious  illnesses  or  operations. 

Physical  Examination:  On  general  physical  ex- 
amination, her  B.P.  was  160/85,  P.  128,  R.  28,  and 
T.  98.4°.  This  patient  was  a well  developed, 
emaciated,  colored  woman  who  was  stuporous  and 
in  respiratory  distress.  Her  mouth  was  filled  with 
frothy  white  sputum,  there  was  slight  meningis- 
mus,  respirations  were  of  the  Kussmal  type  and 
were  deep,  rapid,  and  labored.  There  was  some 
coughing;  the  chest,  however,  was  clear  to  auscul- 
tation and  percussion.  Abdominal  examination 
revealed  a firm  lower  abdominal  mass  extending 
to  three  centimeters  above  the  umbilicus.  There 
was  venous  distension  of  the  chest  and  of  the  ab- 
dominal wall.  Vaginal  examination  revealed  a 
small  amount  of  bloody,  foul  leukorrhea  in  the 
vaginal  vault.  The  cervix  was  displaced  anteri- 
orly and  to  the  left.  The  pelvis  was  filled  with  a 
firm,  fixed  nodular  mass  extending  to  three  centi- 
meters above  the  umbilicus.  This  mass  filled  the 
cul-de-sac  and  in  this  area  was  felt  to  be  some- 
what cystic.  Rectal  examination  revealed  brown 
feces  and  confirmed  the  above  findings.  Examina- 
tion of  the  lower  extremities  revealed  venous  dis- 
tension and  bilateral  chronic  leg  ulcers.  The  skin 
of  the  legs  was  indurated,  thickened,  and  hyper- 
pigmented. 

Laboratory  Studies:  Laboratory  data  revealed 
an  hematocrit  of  22  volumes  per  cent  and  a WBC. 
count  of  13,850  with  a normal  differential.  The 
erythrocyte  sedimentation  rate  was  45  mm.  per 
hour.  Urinalysis  disclosed  a 2+  proteinuria  and 
10  to  25  white  blood  cells  per  high  powered  field. 
A lumbar  puncture  was  done  at  the  time  of  ad- 
mission with  an  opening  pressure  of  245  mm.  of 
water.  There  were  328  cells  per  cu.  mm.,  19  of 

-From  the  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Tennessee  College  of  Medi- 
cine and  City  of  Memphis  Hospitals,  Memphis, 
Tenn. 


which  were  white  cells.  The  cerebrospinal  fluid 
protein  was  57  mg.  per  100  ml.  Serologic  tests  for 
syphilis  were  negative.  Admission  electrolytes 
were  CO,  7 mEq/L,  Cl  109  mEq/L,  and  N.P.N. 
108  mg.  per  100  ml.  A chest  x-ray  film  made  at 
the  time  of  admission  revealed  no  abnormalities, 
and  an  abdominal  film  revealed  a large,  soft  tissue 
mass  filling  the  pelvis  and  extending  into  the 
upper  abdomen.  The  clinical  impression  on  ad- 
mission was  “ovarian  carcinoma  with  inferior 
vena  caval  obstruction  and  bilateral  ureteral  ob- 
struction with  uremia,  and  acidosis.” 

Course  in  Hospital:  Shortly  after  admission  this 
patient  was  transfused  and  received  one  sixth 
molar  sodium  lactate  solution  with  marked  im- 
provement in  her  general  condition  and  in  her 
electrolyte  picture.  She  was  noted  also  to  be  oli- 
guric. At  this  point,  urological  and  gynecological 
consultations  were  requested. 

DR.  BETTY  SCHETTLER:  Reviewing 
this  case  from  the  gynecologic  standpoint, 
we  see  a patient  who  is  in  very  serious  gen- 
eral condition.  Now,  whether  this  condition 
is  due  directly  to  the  pelvic  tumor  which 
may  be  metastasizing  and  encroaching  upon 
the  ureters  or  due  to  some  primary  condi- 
tion other  than  the  pelvic  tumor  warrants 
careful  consideration.  I believe  that  some- 
thing more  should  be  done  before  we  con- 
sider the  possibility  of  exploring  this 
woman  for  a pelvic  tumor. 

DR.  JOHN  Q.  ADAMS:  Her  debilitated 
condition  certainly  made  a tentative  diag- 
nosis of  ovarian  carcinoma  with  metastasis 
a very  real  possibility.  It  seems  to  me  that 
in  our  present  day  we  are  faced  with  more 
and  more  patients  in  serious  general  condi- 
tion who  are  poor  surgical  risks  and  who 
need  extensive  medical  workup  and  obser- 
vation prior  to  surgery,  if  indeed  surgery 
can  be  done  at  all.  At  the  present  time 
many  patients  are  receiving  the  benefit  of 
surgery  who  would  not  have  been  operated 
on  in  the  past.  So,  I do  not  think  we  can 
say  at  this  point  that  this  patient  was  not  a 
candidate  for  surgery.  She  might  be  a sur- 
gical candidate  after  additional  workup,  and 
I think  that  the  urologists’  opinion  of  her 
oliguria  as  well  as  the  internists’  opinion 
concerning  her  cardiac  status  should  be  re- 
viewed before  any  decision  is  made  regard- 
ing abdominal  exploration. 

DR.  ALBERT  ALEXANDER:  This  patient 
presents  a problem,  or  clinical  picture,  of 
uremia,  and  it  has  been  suggested  as  one  of 
the  provisional  diagnoses  that  she  has  ovar- 
ian carminoma.  It  is  said  by  some  that  the 
most  comfortable  form  of  death  from  termi- 
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nal  malignancy  is  uremia.  Would  we  be 
willing  to  regard  this  patient  as  terminal 
and  as  falling  in  that  category? 

DR.  MARTHA  LOVING:  We  are  not  sure 
of  our  diagnosis,  Dr.  Alexander.  All  we 
know  is  that  she  has  a pelvic  tumor  and 
uremia.  Were  the  diagnosis  of  ovarian  car- 
cinoma with  obstructive  uropathy  estab- 
lished, I am  sure  some  of  us  would  be 
against  laparotomy. 

DR.  MORTON  GUBIN:  What  in  our  opin- 
ion concerning  the  three  years  history  of  a 
pelvic  mass?  Doesn’t  this  seem  to  rule  out 
ovarian  carcinoma? 

DR.  HENRY  TURNER:  I agree  with  you, 
Dr.  Gubin.  The  history  of  this  woman  hav- 
ing had  this  mass  for  a long  period  of  time 
and  the  fact  that  there  was  no  ascites  are 
against  the  diagnosis  of  ovarian  carcinoma. 
I think  the  main  objective  now  should  be  to 
establish  a definitive  diagnosis  if  possible 
and  to  treat  this  patient  symptomatically 
until  that  time.  If  there  is  bilateral  hydro- 
nephrosis with  blockage  of  the  ureters,  this 
should  be  relieved  before  anything  further 
is  done. 

DR.  LESTER  R.  GRAVES:  There  are  sev- 
eral points  in  this  history  which  favor  a 
benign  lesion;  however,  other  factors  sug- 
gest the  presence  of  a malignancy.  I would 
like  to  ask  a question.  What  are  the  contra- 
indications, if  any,  to  performing  a Silver- 
man  needle  biopsy  of  the  mass  through  one 
of  the  vaginal  fornices?  This  would  help 
establish  a definite  diagnosis. 

DR.  ADAMS:  If  we  had  a considerable 
amount  of  evidence  that  this  was  a malig- 
nancy, then  a biopsy  through  the  cul-de-sac 
might  be  in  order.  However,  this  mass  was 
smooth,  there  was  no  ascites,  there  was  no 
evidence  of  metastatic  lesions  in  the  chest, 
and  it  is  likely  or  probable  that  it  is  a be- 
nign lesion.  Perhaps  the  next  step  should 
be  urological  consultation  to  determine  the 
nature  of  the  urinary  tract  obstruction  and 
what  can  be  done  about  that  before  we  pro- 
ceed with  a gynecologic  procedure. 

DR.  SAM  PATTERSON:  Urologic  consul- 
tation was  obtained,  Dr.  Adams.  It  was 
thought  by  the  urologists  that  the  uremia 
and  oliguria  were  due  to  obstruction  of  the 
ureters  by  the  pelvic  tumor.  Retrograde 
urography  was  not  possible  because  of 
marked  distortion  of  the  bladder  by  the  pel- 
vic tumor,  and  intravenous  pyelography 


was  contraindicated  because  of  the  severity 
of  the  uremia.  Renal  exploration  was  ad- 
vised, and  it  was  the  urologists’  opinion  that 
nephrostomies  would  probably  be  neces- 
sary. 

DR.  SCHREIER:  Again,  we  must  empha- 
size the  seriousness  of  the  problem  that  has 
presented  itself  here.  This  patient  has  ure- 
mia with  a large  pelvic  tumor,  the  nature 
of  which  is  not  certain.  Shall  we  renege 
and  offer  nothing  or  shall  we  pursue  in  an 
effort  to  bring  her  into  condition  for  a rela- 
tively safe  exploratory  laparotomy?  We 
now  become  more  bold,  and  it  is  more  diffi- 
cult to  discourage  one’s  attempting  to  do 
something  for  a patient  than  say  it  was  20 
years  ago.  Dr.  Tygett,  will  you  outline  the 
procedures  performed  to  prepare  this  pa- 
tient for  possible  exploration? 

DR.  TYGETT:  Although  her  general  con- 
dition improved,  as  previously  stated,  Dr. 
Schreier,  the  NPN  rose  to  127  mgm.  per 
cent.  She  was  transferred  to  the  urology 
service,  and  on  March  28th  a left  renal  ex- 
ploration was  performed.  A markedly  en- 
larged, scarred  hydronephrotic  kidney  was 
found,  the  renal  pelvis  of  which  contained 
purulent  urine.  A left  nephrostomy  was 
performed.  The  patient’s  condition  im- 
proved post-operatively,  and  the  urinary 
output  increased,  although  she  was  febrile 
for  four  days.  On  the  2nd  of  April,  the 
NPN  had  decreased  to  95  mgm.  per  cent.  It 
was  felt  that  a second  nephrostomy  was  ad- 
visable, and  right  nephrostomy  was  per- 
formed on  the  8th  of  April.  Similar  patho- 
logic findings  were  found  in  the  right 
kidney.  Two  days  postoperatively,  the  NPN 
was  62  mgm.  per  cent. 

DR.  BEN  EVERETT:  I would  like  to  read 
from  the  patient’s  hospital  record  an  excel- 
lent note  written  by  Dr.  Sidney  Birdsong, 
who  was  the  intern  on  the  service  at  that 
time.  It  more  or  less  summarizes  the  pa- 
tient’s status  at  this  moment.  “At  the  pres- 
ent, the  patient  is  much  improved.  Her 
NPN  is  62  mgm.  per  cent.  She  has  no  spe- 
cific complaints.  There  is  a large  mass  fill- 
ing the  pelvis  and  lower  abdomen,  and  un- 
doubtedly is  is  the  cause  of  her  obstructive 
uropathy.  She  had  developed  bilateral  hy- 
dronephrosis due  to  obstruction  and  for 
which  she  had  had  bilateral  nephrostomies. 
Nephrostomies  are  working  well,  and  the 
output  is  good  with  the  NPN  falling.  The 
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problem  now  is  the  pelvic  mass,  exactly 
what  it  is,  and  whether  or  not  surgical  ex- 
ploration is  indicated.” 

DR.  GRAVES:  At  this  time  we  were 
again  requested  to  review  the  problem  and 
decide  as  to  whether  we  were  willing  to 
proceed  with  the  pelvic  laparotomy.  It  was 
agreed  by  the  gynecologic  staff  that  this  pa- 
tient was  entitled  to  surgical  exploration. 

DR.  PRENTISS  TURMAN:  We  were  all 
very  surprised  that  this  patient  responded 
as  well  as  she  did.  I recall  seeing  her,  and 
in  spite  of  her  poor  condition  she  improved 
steadily  following  the  nephrostomies,  and 
it  was  felt  a week  postoperatively  that 
gynecologic  operation  was  then  feasible. 
This  emphasizes  that  many  patients  can  be 
gotten  into  condition  for  surgery  by  indi- 
cated procedures. 

DR.  LOUIE  HENRY:  In  preparation  for 
an  operation  for  such  a serious  problem  one 
must  consider  that  all  should  be  done  to  add 
to  the  protection  of  the  patient  For  in- 
stance, I am  thinking  of  bowel  preparation 
and  the  type  of  anesthesia  to  be  used.  In 
summary,  a great  deal  of  thinking  must  go 
into  the  planning  of  such  a procedure  to 
assure  the  patient  every  opportunity  pos- 
sible, should  the  indicated  surgery  be  feas- 
ible. It  is  interesting  to  note  that  in  this 
patient  the  bowel  was  not  prepared.  I call 
attention  to  this  because  today  we  would 
not  consider  exploring  such  a patient  with- 
out giving  some  kind  of  antibiotic  to  dis- 
infect the  bowel.  The  contrast  is  very  ob- 
vious of,  say,  seven  or  eight  years. 

DR.  TYGETT:  On  the  12th  of  April,  this 
patient  was  transferred  to  the  gynecological 
service.  At  this  time  she  was  afebrile  and 
her  urinary  output  was  good.  The  N.P.N. 
was  72  mg.  per  cent,  and  her  general  condi- 
tion was  much  improved.  On  the  25th  of 
April  an  exploratory  laparotomy  was  per- 
formed under  spinal  anesthesia.  Revealed 
at  the  time  of  surgery  was  a large  solid 
ovarian  tumor  arising  from  the  right  ovary. 
The  tumor  measured  approximately  14  by 
17  by  23  cm.  The  surface  was  shiny  and 
glistening.  There  were  numerous  adhesions 
between  the  tumor,  the  retrosigmoid  colon 
and  the  parietal  peritoneum.  The  uterus 
was  of  normal  size  and  was  displaced 
against  the  left  pelvic  sidewall.  The  left 
adnexal  structures  were  essentially  normal. 
This  tumor  mass  was  dissected  free  without 


difficulty  by  blunt  and  sharp  dissection  and 
was  removed  along  with  the  right  Fallopian 
tube.  A left  salpingoophorectomy  and  sub- 
total hysterectomy  were  performed.  A total 
hysterectomy  was  not  done  because  of  the 
patient’s  precarious  condition  during  sur- 
gery. There  was  no  evidence  of  malignancy 
at  the  time  of  surgery,  the  liver  was  grossly 
normal,  and  there  were  no  peritoneal  im- 
plants. No  other  pathologic  changes  were 
noted  at  the  time  of  laparotomy.  The  micro- 
scopic diagnosis  was  “benign  thecoma  of  the 
right  ovary.”  This  patient  did  well  post- 
operatively. The  nephrostomy  tubes  were 
removed,  and  she  was  discharged  on  the 
18th  postoperative  day  in  good  condition. 
At  that  time  the  NPN  was  45  mg.  per  cent. 

DR.  PATTERSON:  This  patient  has  been 
followed  in  the  Gynecology  and  Urology 
outpatient  clinics.  Although  she  is  subjec- 
tively improved  over  her  preoperative  pe- 
riod, she  has  continued  to  have  an  elevated 
blood  urea  nitrogen,  the  last  being  90  mgms. 
per  cent  in  June  1961.  She  has  continued  to 
have  chronic  leg  ulcers  and  mild  edema  of 
the  lower  extremities.  Hypertension  has 
also  persisted.  Retrograde  pyelography  in 
June  of  this  year  revealed  obstruction  at 
the  left  uretropelvic  junction,  and  operative 
correction  of  this  is  anticipated.  Although 
this  patient  could  easily  have  been  dis- 
carded and  not  have  had  the  benefit  of  de- 
finitive surgery,  she  is  now  living  and  in 
somewhat  satisfactory  condition  six  years 
postoperative.  Although  she  has  residual 
hypertension  and  occasional  difficulty  with 
edema  and  ulcers  of  the  legs,  she  is  other- 
wise doing  very  well. 

DR.  ADAMS:  I think  that  a word  might 
be  said  regarding  the  infrequency  with 
which  benign  tumors  cause  bilateral  ure- 
teral obstruction.  We  have  occasionally 
seen  unilateral  obstruction  from  fibroids, 
but  very  rarely  do  we  see  patients  with  bi- 
lateral urinary  obstruction  due  to  benign 
pelvic  tumors.  This  again  emphasizes  the 
fact  that  many  apparently  hopeless  patients 
must  not  be  discarded  and  that  it  is  possible 
in  some  instances  to  perform  definitive  sur- 
gry.  Even  though  this  patient’s  urinary 
tract  was  permanently  damaged  by  the  pro- 
longed period  of  bilateral  obstruction,  she 
is  living  and  comfortable.  It  is  hoped  that 
in  the  future  other  patients  can  obtain  relief 
before  permanent  damage  occurs. 
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Vanderbilt  University  Hospital 

Polyserositis 

This  51  year  old  white  woman  was  dead  on  ar- 
rival in  the  Emergency  Room  on  Oct.  11,  1957. 

The  patient  had  been  completely  well  until  5 
years  previously  when  she  had  noted  the  insidious 
onset  of  abdominal  swelling.  At  that  time  she 
was  admitted  to  another  hospital  where  thora- 
centesis and  paracentesis  were  performed  without 
diagnosis.  Because  of  recurrent  ascites  she  un- 
derwent an  exploratory  laparotomy.  There  were 
numerous  small  dilated  vascular  spaces  scattered 
over  the  entire  peritoneal  surface  and  one  area  of 
capsular  thickening  on  the  liver.  There  was  no 
evidence  of  portal  hypertension,  and  biopsy  of  the 
liver  apparently  did  not  provide  a diagnosis. 

Because  of  recurrent  ascites  requiring  repeated 
paracenteses,  she  was  admitted  to  Vanderbilt  Uni- 
versity Hospital  on  Aug.  15,  1956. 

Past  history  was  essentially  noncontributory. 
There  was  no  history  of  jaundice,  melena,  hema- 
temesis,  or  increasing  prominence  of  abdominal 
veins.  Her  diet  had  been  adequate.  There  was 
no  history  of  fever.  She  denied  alcoholic  intake 
and  had  always  lived  in  Tennessee. 

Physical  examination  at  the  time  of  admission 
to  Vanderbilt  Hospital  revealed  a blood  pressure 
of  140/90  mm.Hg.,  pulse  rate  of  98/min.,  and  res- 
piratory rate  of  28/min.  The  patient  was  a thin 
white  woman  with  a protuberant  abdomen.  Sig- 
nificant physical  findings  included  brawny  in- 
durated edema  of  the  lower  extremities  and 
dilated  superficial  veins  over  the  lower  extremi- 
ties. There  was  a 10  by  10  cm.  soft,  fluctuant, 
subcutaneous  mass  between  the  breasts  that  ap- 
peared to  be  a mass  of  dilated  veins.  Examina- 
tion of  the  chest  revealed  signs  of  pleural  fluid 
bilaterally.  The  abdomen  was  grossly  distended 
with  ascites.  Pelvic  and  rectal  examinations  were 
not  performed. 

Laboratory  Data: 

Urine.  Specific  gravity  1.024,  pH  5.5,  protein 
2+,  sugar  0,  microscopically  0-2  RBC.,  0-2 
WBC.,  numerous  bacteria. 

Blood.  Hematocrit  41.4%;  Hgb.  12.5  Gm., 
WBC.  count  5,250  cu.mm,  with  73%  segs.,  1% 
eos.,  12%  lymphs.,  14%  monos.,  and  adequate 
platelets.  Fasting  blood  sugar — 91  mg.,  N.P.N. — 
40  mg.,  total  serum  proteins — 6.3  with  albu- 
min/globulin ratio  of  3. 0/3. 3 Gm.  per  100  cc. 
Alkaline  phosphatase — 10.4  Bodansky  units,  se- 
rum bilirubin — total  1.1  mg.  with  direct  of  0.3 
and  indirect  of  0.8  mg.  per  100  cc.  Cephalin 
flocculation — 1 + , thymol  turbidity — 7 units,  and 
blood  volume  20%  greater  than  calculated  nor- 
mal. 


*From  the  Department  of  Medicine  and  Pathol- 
ogy, Vanderbilt  University  School  of  Medicine, 
Nashville,  Tennessee. 


Bacteriology.  Abdominal  fluid  and  chest  fluid 
showed  no  growth.  No  other  studies  were  per- 
formed on  the  pleural  or  abdominal  fluids.  Tu- 
berculin test  was  not  done. 

X-Ray  Studies.  Chest — both  lung  bases  were 
obscured  with  a fluid  type  of  density  up  to  the 
level  of  the  2nd  rib  anteriorly.  The  apices 
were  clear.  The  heart  appeared  unremarkable. 
Esophagram — A small  diverticulum  of  the  mid 
portion  of  the  esophagus  was  noted;  no  other 
abnormality  was  seen.  Specifically  there  was 
no  evidence  of  varices. 

A thoracentesis  and  a paracentesis  were  per- 
formed with  removal  of  11,000  cc.  of  fluid  from 
the  abdomen.  During  her  hospitalization  she  re- 
mained relatively  asymptomatic.  She  was  dis- 
charged without  diagnosis  on  the  7th  hospital 
day. 

During  the  year  prior  to  her  final  admission 
she  had  persistent  ascites  and  pleural  fluid  despite 
a low  salt  diet.  Frequent  paracenteses  were  re- 
quired with  removal  of  8 to  10  liters  of  fluid  each 
month.  On  the  day  of  death  she  was  scheduled 
for  readmission  to  the  hospital  because  of  massive 
ascites  and  pleural  effusions,  but  expired  in  tran- 
sit. 

Discussion 

DR.  ROBERT  B.  COUCH:  The  case  for 
today  has  a very  simple  history.  This 
woman  entered  Vanderbilt  Hospital  with 
evidence  of  marked  fluid  accumulation  in 
both  pleural  cavities,  the  peritoneal  cavity 
and  both  legs.  This  apparently  had  onset 
with  ascites  five  years  previously.  Abdomi- 
nal exploration  one  year  after  onset  re- 
vealed dilated  vascular  spaces  in  the  peri- 
toneum, a thickened  liver  capsule,  absence 
of  portal  hypertension  and  a non-diagnostic 
liver  biopsy.  Ascitic  fluid  apparently  ac- 
cumulated rapidly  as  evidenced  by  the  ne- 
cessity for  frequent  paracenteses  and  she 
died  5 years  after  onset  of  her  symptoms. 

The  paramount  feature  of  this  patient’s 
illness  is  the  edematous  state  that  began 
with  ascites. 

I.  Physiologic  explanation  for  edema. 
Since  the  final  common  pathway  for  re- 
tention of  excess  fluid  is  the  kidney,  this 
seems  a logical  place  to  begin. 

1.  Renal  disease. — Considered  from  the 
point  of  view  of  the  functioning  nephron 
population,  the  evidence  is  against  any  se- 
rious deficit.  The  absence  of  nocturia,  ele- 
vated blood  pressure,  anemia,  eye  ground 
changes  and  urinary  casts  is  strong  evidence 
against  nephritis  as  a cause  of  this  edema- 
tous state.  These  negatives  combined  with 
a urine  specific  gravity  of  1.024  and  only  a 
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borderline  N.P.N.  elevation  allows  one  to 
rule  out  nephritic  type  renal  disease. 

The  nephrotic  syndrome  cannot  be  so  af- 
firmatively ruled  out.  Though  the  patient 
had  hypo-albuminemia,  a urinary  protein 
of  only  2-f-  suggests  that  nephrosis  was  not 
present.  Without  a quantitative  urine  pro- 
tein and  serum  cholesterol  one  cannot  rule 
out  the  nephrotic  syndrome  but  the  2 + 
proteinuria  and  the  presence  of  the  other 
findings  in  the  case  make  it  unlikely.  I 
think  the  borderline  serum  non-protein  ni- 
trogen and  2+  proteinuria  will  be  explained 
either  by  passive  congestion  of  the  kidneys 
or  chronic  pyelonephritis. 

2.  Liver  disease. — Although  the  evidence 
is  not  very  convincing,  this  woman  appar- 
ently carried  a diagnosis  of  cirrhosis  to  the 
time  of  her  death.  The  absence  of  jaundice 
or  a history  of  jaundice,  a history  of  alco- 
holism, cutaneous  spiders,  palmar  erythema, 
or  evidence  of  complications  of  cirrhosis 
such  as  esophageal  varices,  G.I.  bleeding, 
or  hemorrhoids  are  all  evidence  against 
cirrhosis.  When  one  adds  to  this  the  knowl- 
edge that  portal  hypertension  was  not  pres- 
ent after  onset  of  ascites,  a liver  biopsy 
was  nondiagnostic,  and  cephalin  flocculation 
was  normal  with  thymol  turbidity  and  bili- 
rubin barely  abnormal  after  five  years  of 
disease  one  can  safely  rule  out  cirrhosis. 

The  alkaline  phosphatase  elevation  must 
be  explained.  When  one  considers  other 
diseases  involving  the  liver  parenchyma 
such  as  sarcoid,  malignancy,  tuberculosis 
and  other  chronic  infections  one  is  left  with- 
out the  many  other  findings  that  should  be 
present.  For  each  the  exploration  and  bi- 
opsy should  have  provided  a diagnosis.  I 
think  the  information  we  have  allows  us 
to  rule  out  parenchymal  liver  disease  as  the 
primary  explanation  for  this  patient’s  ede- 
matous state.  This  leaves  chronic  passive 
congestion  as  the  only  reasonable  explana- 
tion for  the  elevated  alkaline  phosphatase. 
We  must  then  consider  venous  obstruction 
above  the  liver. 

3.  Hepatic  vein  obstruction  (Budd-Chiari 
Syndrome) — This  disorder  is  usually  sec- 
ondary to  intrahepatic  disease  which  we 
have  already  ruled  out,  or  polycythemia  or 
trauma,  neither  of  which  was  present.  In 
addition,  even  in  its  longest  course  more 
evidence  of  hepatocellular  damage  would 


be  present  than  is  evidenced  here.  These 
two  reasons  are  sufficient  to  make  this  site 
for  venous  obstruction  unlikely. 

4.  Inferior  vena  caval  obstruction. — Ob- 
struction of  this  vessel  above  the  liver 
would  explain  virtually  everything  the  pa- 
tient exhibited.  This  diagnosis  would  be 
more  compatible  with  the  long  survival  and 
would  explain  the  congestive  hepatomegaly 
and  ascites,  edema  of  the  legs,  congestion 
of  the  kidneys  with  resultant  proteinuria 
and  the  bilateral  pleural  effusions.  The 
latter  would  be  related  to  venous  hyperten- 
sion in  the  Azygos  and  lumbar  vein  sys- 
tems. This  venous  hypertension  might  also 
produce  functional  obstruction  to  lumbar 
veins  and  explain  the  dilated  vascular 
spaces  of  the  peritoneum.  One  cannot, 
however,  reconcile  the  report  of  dilated 
veins  of  the  chest  wall  with  this  diagnosis. 
Venous  obstruction  at  the  superior  vena 
caval  level  might  explain  this  finding.  To 
attribute  it  to  a hemangioma  arising  in  this 
age  group  would  be  unacceptable. 

5.  Inferior  and  superior  vena  caval  ob- 
struction.— Venous  drainage  of  the  mid 
chest  wall  is  by  way  of  the  internal  man- 
nary  veins.  These  in  turn  drain  to  the  su- 
perior caval  system  and  obstruction  to  this 
system  would  produce  the  dilatation  de- 
scribed. This  circuitous  reasoning  supports 
superior  vena  caval  obstruction  but  one 
must  emphasize  that  a venous  pressure 
measurement  in  an  antecubital  vein  would 
have  settled  it  beyond  question.  The  site 
of  an  obstructing  lesion  would  then  be  in 
the  chest.  Information  available  from  X- 
rays  supports  the  fact  that  no  expanding 
mediastinal  mass  is  present.  One  would 
then  have  to  postulate  a constricting  medi- 
astinitis,  such  as  might  result  from  Tuber- 
culosis, to  produce  the  venous  obstruction. 
This  possibility  must  remain  one  of  our 
foremost  considerations. 

6.  Constrictive  pericarditis. — This  disease 
would  produce  functional  superior  and  in- 
ferior caval  obstruction  and  could  produce 
all  the  findings  in  this  patient.  The  disease 
usually  has  onset  with  ascites,  the  heart  is 
usually  of  normal  size,  pleural  effusion  is 
common,  and  the  resultant  passive  conges- 
tion would  explain  this  patient’s  liver  and 
renal  findings.  The  blood  volume  is  ele- 
vated in  this  disease  though  a systolic  blood 
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pressure  of  140  and  a pulse  pressure  of  50 
is  unusual.  This  diagnosis  must  remain 
prominent  in  our  considerations. 

7.  Other  Chest  Diseases. — There  is  no  sup- 
port from  the  clinical  story  or  x-rays  for 
pulmonary  disease,  apart  from  pleural  ef- 
fusions, that  might  produce  failure  of  the 
right  heart.  Likewise  there  is  no  support 
for  valvular  or  myocardial  disease  of  the 
heart.  While  we  don’t  have  evidence  to 
rule  out  all  these  possibilities  neither  do  we 
have  sufficient  evidence  to  rule  them  in. 

II.  Exudative  causes  of  edema — With  the 
duration  of  disease  and  the  lack  of  more 
marked  protein  depletion  from  the  repeated 
paracenteses  this  must  have  been  a watery 
effusion. 

1.  Tuberculosis. — This  disease  can  give 
rise  to  large  watery  effusions,  but  to  have 
bilateral  pleural  involvement  with  sparing 
of  the  lung  apices,  and  peritoneal  involve- 
ment without  fever,  anemia  or  signs  and 
symptoms  of  chronic  granulomatosis  disease 
would  be  unlikely.  This  same  reasoning 
would  hold  for  other  granulomatoses  dis- 
eases. 

2.  Neoplastic  disease. — One  would  have  to 
propose  malignant  neoplastic  disease  to  ex- 
plain the  fluid  accumulation  in  all  these 
sites.  The  duration  of  survival  is  incompat- 
ible with  most  malignant  diseases  except 
possibly  lymphoma  and  absence  of  lymph- 
adenopathy,  anemia,  fever  and  weight  loss 
make  this  unlikely.  Because  of  the  reported 
vascular  lesions,  special  consideration  was 
given  to  angiosarcoma.  When  one  consid- 
ers the  fact  that  the  average  survival  is 
only  two  years,  the  tumors  are  usually  ne- 
crotic, 50%  are  in  children,  and  the  occur- 
rence is  rare,  then  one  can  safely  rule  out 
angiosarcoma. 

3.  Chronic  Polyserositis  (Concato’s  Dis- 
ease) . — It  is  difficult  to  make  definitive 
statements  on  this  disease  as  very  little  is 
written  though  referrals  to  this  entity  were 
encountered  in  working  up  this  case.  It 
apparently  is  a low  grade  inflammatory 
disease  that  involves  all  serous  surfaces. 
Fluid  is  exuded  and  thick  fibrous  serosal 
coverings  develop.  Constrictive  pericarditis 
is  common  and  the  course  is  prolonged  as 
in  this  case.  Concato  thought  this  was 
“low  grade”  tuberculosis  but  this  is  no 
longer  accepted.  Other  European  authors 


think  it  is  a collagen  disease.  In  this  coun- 
try it  is  mentioned  as  one  of  the  causes  of 
constrictive  pericarditis.  It  cannot  be  ex- 
cluded in  this  case. 

III.  Disease  Entities 

1.  Hemochromatosis  and  amyloidosis. 
Consideration  was  given  to  these  two  enti- 
ties. The  fact  that  the  patient  is  a female 
is  evidence  against  the  former  and  the  neg- 
ative exploration  is  evidence  against  both. 
However,  we  do  not  have  sufficient  infor- 
mation to  rule  in  or  out  either  possibility. 

2.  Meig’s  Syndrome. — This  syndrome  of 
solid  ovarian  tumor  with  ascites  and  hydro- 
thorax must  be  considered  in  this  patient. 
The  ovarian  tumors  may  be  any  of  several 
types  and  without  benefit  of  pelvic  exami- 
nation we  cannot  give  further  consideration 
to  this  entity. 

Conclusion:  Three  diseases  stand  out  in 
my  mind  as  explanations  for  this  patient’s 
disorder.  These  are  inferior  vena  caval  ob- 
struction, inferior  and  superior  vena  caval 
obstruction,  and  constrictive  pericarditis. 
The  most  likely  etiology  for  all  would  be 
tuberculosis.  As  mentioned  previously,  we 
cannot  exclude  certain  other  diagnoses  but 
neither  positive  nor  negative  information 
allows  us  to  seriously  pursue  them. 

I shall  assume  that  my  reasoning  for  the 
presence  of  superior  caval  obstruction  is 
valid  and  this  woman  had  either  mediasti- 
nal disease  producing  superior  and  inferior 
caval  obstruction  or  constrictive  pericardi- 
tis. From  a statistical  point  of  view  I favor 
constrictive  pericarditis  of  a tuberculous 
origin. 

Autopsy  Findings  (V-57-235 — autopsy 
done  by  Dr.  James  Phythyon). 


Fig.  1. 
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Fig.  2. 


Pathology  Discussion 

DR.  ROBERT  G.  HORN:  External  exam- 
ination showed,  in  addition  to  the  dilated 
mass  of  veins  over  the  sternum,  very  prom- 
inent dilated  veins  in  the  subcutaneous  tis- 
sues of  the  thorax,  abdomen,  and  extremi- 
ties. Some  of  these  veins  were  thrombosed. 

The  abdomen  was  quite  protuberant  and, 
on  incising  the  peritoneal  cavity,  eight 
liters  of  slightly  turbid,  straw-colored  fluid 
was  encountered.  All  peritoneal  surfaces 
were  extremely  thickened  and  fibrotic;  this 
was  most  prominent  over  the  liver  and 
spleen,  as  is  indicated  in  figure  1 which 
shows  cross  sections  of  these  organs.  There 
were  scattered  fibrous  adhesions  between 
contiguous  surfaces,  but  no  evidence  of  an 
active  inflammatory  process  was  present. 
Dilated  veins  were  found  in  the  omentum 
and  mesentery;  some  of  these  dilated  vas- 
cular channels  appeared  to  communicate 
with  the  veins  previously  described  on  the 
anterior  abdominal  via  bridging  adhesions, 
and  veins  over  the  stomach  also  communi- 
cated with  large  esophageal  varices.  The 
portal  venous  system  showed  some  dilata- 
tion, but  it  was  not  thrombosed  or  other- 
wise occluded.  The  liver  showed  a very 
severe  acute  and  chronic  passive  conges- 
tion. 

Each  pleural  cavity  contained  a liter  of 
transudate,  and  the  pleural  surfaces  were 
likewise  thickened  and  fibrotic.  Only  a few 
apical  adhesions  were  present.  The  peri- 
cardial cavity  was  totally  obliterated  by 
thick  fibrous  tissue  which  firmly  encased 
the  heart.  The  heart  was  of  normal  size 
and,  except  for  the  pericardial  adhesions, 
was  completely  normal. 

Gross  examination  failed  to  give  any  in- 
sight into  the  etiology  of  this  marked  poly- 


serositis, and  microscopic  examination 
added  to  our  understanding  only  in  a nega- 
tive sense.  As  is  shown  in  the  photomicro- 
graph (Figure  2),  the  serosal  surface  of  the 
pericardial  surface  consisted  of  a thick  layer 
of  rather  acellular  hyalinized  connective 
tissue,  without  any  signs  of  an  active  in- 
flammatory process.  It  is  perhaps  instruc- 
tive to  note  that  this  serosal  fibrous  tissue 
is  “plastered  on”  to  the  epicardial  surface 
and  that  the  connective  tissue  does  not  in- 
sert itself  into  the  epicardial  tissue,  such 
as  would  be  expected  if  this  scarring  were 
the  result  of  an  old  tuberculous  serositis.  In 
no  tissue  examined  did  we  find  evidence  of 
any  recent  or  remote  granulomatous  infec- 
tion. 

It  seems  highly  unlikely,  on  the  basis  of 
clinical  history  or  pathological  findings  that 
this  process  resulted  from  an  old  pyogenic 
polyserositis.  No  neoplastic  process  was 
present  to  elicit  such  serosal  reaction. 
Rheumatic  fever  never  produces  such  a 
marked  serositis.  Thus  we  have  excluded 
to  a reasonable  degree  all  of  the  recognized 
causes  of  polyserositis,  and  we  are  forced 
to  say  that  this  disease  is  an  idiopathic 
polyserositis  of  the  type  described  by  Con- 
cato  and  Pick  many  years  ago.  Although 
most  authorities  now  feel  that  such  cases 
are  in  fact  due  to  unrecognized  tubercu- 
losis, we  hope  it  is  clear  from  the  discussion 
above  that  we  feel  some  examples  of  poly- 
serositis of  great  clinical  significance  can- 
not be  attributed  to  the  tubercle  bacillus. 

Persisting  polyserositis  probably  gradu- 
ally produced  constrictive  pericarditis  by 
a slow  increase  of  inelastic  collagen  sur- 
rounding the  heart.  Resulting  chronic  vis- 
ceral congestion,  coupled  with  lymphatic 
obstruction  due  to  peritonitis  and  pleuritis, 
accounts  for  the  recurrent  ascites;  sys- 
temic venous  engorgement  was  produced 
by  longstanding  elevation  of  right  atrial 
pressure  by  the  pericardial  fibrosis,  and 
perhaps  also  by  some  compromise  of  the 
orifices  of  the  venae  cavae  at  their  entrance 
into  the  pericardium.  Though  we  can  re- 
construct the  pathologic  physiology  in  this 
case,  we  are  completely  in  the  dark  as  to 
its  basic  etiology. 
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We  Should  Make  Our  Position  Clear  About 
Relationships  with  Osteopaths 

The  question  of  ethics  is  one  of  the  most  important  and  per- 
plexing problems  facing  members  of  the  Tennessee  State  Medical 
Association.  In  most  instances,  we  have  acted  like  the  ostrich 
burying  our  head  in  the  sand  so  as  not  to  see  the  situation  at  all. 
Many  times  when  we  considered  the  problem,  we  simply  swept 
it  aside  to  be  disposed  of  at  a more  convenient  time. 

The  action  of  the  House  of  Delegates  at  the  last  American 
Medical  Association  meeting  will  force  Tennessee  along  with  all  of 
the  state  medical  associations  to  take  some  positive  action.  The 
following  policy  has  now  been  adopted  by  AMA’s  House  of  Dele- 
gates: 

“1.  There  can  never  be  an  ethical  relationship  between  a doctor  of  medicine  and  a cultist; 
that  is,  one  who  does  not  practice  a system  of  healing  founded  on  a scientific  basis. 

“2.  There  can  never  be  a majority  party  and  a minority  party  in  a science.  There  cannot  be 
two  distinct  sciences  of  medicine  or  two  different,  yet  equally  valid  systems  of  medical 
practice. 

“3.  Recognition  should  be  given  to  the  transition  presently  occurring  in  osteopathy,  which  is 
evidence  of  an  attempt  by  a significant  number  of  those  practicing  osteopathic  medicine  to 
give  their  patients  scientific  medical  care.  This  transition  should  be  encouraged  so  that  the 
evolutionary  process  can  be  expedited. 

“4.  It  is  appropriate  for  the  American  Medical  Association  to  reappraise  its  application  of 
policy  regarding  relationships  with  doctors  of  osteopathy,  in  view  of  the  transition  of  osteo- 
pathy into  osteopathic  medicine,  in  view  of  the  fact  that  the  colleges  of  osteopathy  have 
modeled  their  curricula  after  medical  schools,  in  view  of  the  almost  complete  lack  of  osteo- 
pathic literature  and  the  reliance  of  osteopaths  on  and  use  of  medical  literature,  and  in  view 
of  the  fact  that  many  doctors  of  osteopathy  are  no  longer  practicing  osteopathy. 

“5.  Policy  should  now  be  applied  individually  at  state  level  according  to  the  facts  as  they 
exist.  Heretofore,  this  policy  has  been  applied  collectively  at  national  level.  The  test  now 
should  be:  Does  the  individual  doctor  of  osteopathy  practice  osteopathy,  or  does  he  in  fact 
practice  a method  of  healing  founded  on  a scientific  basis?  If  he  practices  osteopathy,  he 
practices  a cult  system  of  healing  and  all  voluntary  professional  associations  with  him  are  un- 
ethical. If  he  bases  his  practice  on  the  same  scientific  principles  as  those  adhered  to  by 
members  of  the  American  Medical  Association,  voluntary  relationships  with  him  should  not 
be  deemed  unethical.” 

Much  of  this  perhaps  must  be  studied  further  and  debated.  This  is  certainly  a docu- 
ment of  policy  that  has  to  be  determined  with  care  in  Tennessee. 

It  would  seem  that  until  osteopaths  have  had  equal  training  and  education  with  phy- 
sicians, they  should  not  be  recognized.  Those  men  who  are  now  osteopaths  and  prac- 
ticing in  Tennessee  should  not  be  recognized  unless  they  take  further  training  and  pass 
examinations  equal  to  that  of  a Doctor  of  Medicine. 

This  is  a major  area  for  work  and  study  of  the  Council  of  our  Association  and  your 
President  urgently  recommends  such  steps  be  taken  immediately.  There  is  practically 
nothing  to  be  gained  by  the  medical  profession  or  the  public  in  pursuing  this  matter  if 
it  is  found  that  osteopaths  continue  the  practice  of  cultism.  The  determination  of  these 
matters  are  now  up  to  the  individual  state  and  it  is  high  time  that  the  facts  be  determined 
and  a policy  be  adopted  by  the  Tennessee  State  Medical  Association. 


William  O.  Vaughan, 
M.D. 


President 
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DIETARY  FACTORS  REGULATING 
SERUM  CHOLESTEROL 

Increasing  public  interest  in  the  dietary 
control  of  serum  cholesterol  was  heightened 
with  a recent  announcement  of  the  Board 
of  Directors  of  the  American  Heart  Associ- 
ation, which  stated  “Reduction  or  control  of 
fat  consumption  under  medical  supervision 
with  reasonable  substitution  of  polyunsatu- 
rated for  saturated  fats  is  recommended  as 
a possible  means  of  preventing  atheroscle- 
rosis and  decreasing  the  risk  of  heart  at- 
tacks and  strokes.”  Recently,  Norman  Jol- 
liffe  1 has  summarized  the  presrnt  knowl- 
edge regarding  those  dietary  factors  which 
regulate  serum  cholesterol  levels. 

In  1952,  Groen  showed  purely  vegetarian 
diets  were  associated  with  a fall  in  serum 
cholesterol  and  in  the  same  year  Kinsell  2 
demonstrated  that  the  ingestion  of  certain 
vegetable  oils  in  place  of  the  customary  fats 
was  followed  by  a major  fall  in  serum  cho- 
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lesterol  and  phospholipid  levels.  It  is  now 
widely  recognized  that  the  substitution  of 
vegetable,  fish  and  marine  mammal  oils  rich 
in  polyunsaturated  fatty  acids  (fish  sea- 
food, soybean,  safflower,  corn  and  cotton- 
seed oils  and  some  of  the  new  polyunsatu- 
rated margarines)  for  fats  rich  in  saturated 
fatty  acids  (meat  fat,  eggs,  lard,  milk  and 
other  dairy  products)  leads  in  most  sub- 
jects to  a major  fall  in  serum  cholesterol 
and  other  lipid  values. 

Changes  in  the  serum  cholesterol  and 
other  lipid  levels  is  now  attributable  to  the 
amount  and  type  of  various  fatty  acids  con- 
tained in  the  ingested  fats  or  oils.  The 
changes  in  serum  lipid  levels  are  due  to  one 
of  the  following  attributes: 

1.  A reduction  in  the  saturated  fatty  acids. 

2.  An  increase  in  the  amount  of  polyun- 
saturated fatty  acids. 

3.  A change  in  the  net  unsaturation  as 
measured  by  the  iodine  number. 

4.  A change  in  the  ratio  between  the  poly- 
unsaturated and  saturated  fatty  acids, 
P/S  ratio.  In  this  calculation  of  P/S 
only  linoleic  acid  or  its  biological  equiv- 
alents can  be  included  as  polyunsatu- 
rated fatty  acids. 

The  amount  of  saturated  fatty  acids  in  the 
diet  is  the  single  most  important  dietary 
factor  in  the  regulation  of  serum  cholesterol 
levels.  At  first  it  was  thought  that  the  total 
fat  was  important  and  a drop  in  total  fat  to 
15%  of  the  total  calories  was  advocated. 
This  drop  in  total  fat  necessitated  a drop  in 
saturated  fats,  but  such  a reduction  involves 
a qualitative  change  in  the  fat  if  protein 
adequacy  is  to  be  maintained.  In  such  a 
dietary  problem,  a much  larger  proportion 
of  fat  actually  consumed  will  be  derived 
from  lean  meat,  white  meat  of  chicken  or 
vegetable  soui’ces  which  contain  a very  dif- 
ferent distribution  of  fatty  acids  from  the 
predominant  fats  derived  from  cow’s  milk, 
eggs  and  ruminant  animal  sources. 

Although  it  is  possible  to  increase  the  P/S 
ratio  by  the  simple  addition  of  one  of  the 
vegetable  or  marine  oils  high  in  polyun- 
saturated fatty  acids  to  an  unaltered  diet, 
the  resultant  weight  gain  due  to  the  extra 
calories  is  often  detrimental.  Supplementa- 
tion of  the  usual  diet  without  dietary  edu- 
cation in  reducing  significantly  the  saturated 
fatty  acid  component  of  the  diet  has  not 
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proved  useful  in  clinical  practice.  Usually 
the  patient  cuts  his  food  intake  when  the 
supplement  of  polyunsaturated  fatty  acids 
is  given,  and  if  this  cut  does  not  limit  itself 
to  the  saturated  fatty  acids  but  is  rather  an 
“across-the-board”  cut,  the  diet  may  be  in- 
adequate in  micronutrients. 

Ahrens  proposed  that  the  effect  of  the 
dietary  fats  on  serum  cholesterol  levels  is  a 
function  of  their  net  unsaturation  as  meas- 
ured by  their  iodine  number.  Fats  and  oils 
with  iodine  numbers  of  85  to  144  tended  to 
lower  the  serum  cholesterol  while  those 
with  iodine  numbers  of  70  down  to  10 
tended  to  raise  it.  This  data  showed  little 
difference  between  the  effects  of  butter  fat 
with  an  iodine  number  of  40  and  coconut  oil 
with  an  iodine  number  of  10;  or  between 
corn  oil  with  an  iodine  number  of  126  and 
safflower  oil  with  an  iodine  number  of  144. 
Interestingly,  there  is  a very  close  relation- 
ship between  the  iodine  number  of  a fat  or 
oil  and  its  P/S  ratio. 

Changing  the  caloric  balance  influences 
the  serum  cholesterol  level,  with  a positive 
balance  tending  to  raise  the  serum  choles- 
terol and  a negative  caloric  balance  tending 
to  cause  a fall,  if  other  factors  such  as  fat 
quality  remain  constant. 

Within  the  range  of  protein  adequacy,  the 
amount  of  protein  in  a diet  is  per  se  not 
closely  related  to  cholesterol  levels.  There 
are  so  many  sources  of  high  quality  proteins 
that  do  not  carry  with  them  predominantly 
saturated  fats  (fish,  many  nuts,  non-fat 
dairy  products,  egg  whites  and  white  meat 
of  poultry)  that  the  limitation  of  protein 
per  se  for  control  of  cholesterol  is  not  neces- 
sary or  desirable. 

The  type  of  carbohydrate  may  influence 
the  serum  cholesterol.  Carbohyrdate  de- 
rived from  sucrose  and  lactose  elevates  to 
some  extent  the  serum  cholesterol  while 
that  derived  from  cereals,  grains,  fruits  and 
vegetables  is  without  this  effect. 

It  has  been  repeatedly  shown  that  the 
amount  of  dietary  cholesterol  within  the 
limitations  of  any  practical  dietary  (600  to 
3,000  milligrams  of  dietary  cholesterol)  is 
without  significant  effect  on  serum  choles- 
terol levels  in  man.  Apparently,  if  the  di- 
etary cholesterol  is  relatively  high  the  bio- 
synthesis of  cholesterol  from  acetate  is  less. 
When  the  dietary  cholesterol  is  relatively 


low,  the  biosynthesis  of  cholesterol  is 
greater.  This  would  indicate  that  under  the 
influence  of  a specific  group  of  factors  (ge- 
netic, endocrine  and  dietary)  cholesterol  bi- 
osynthesis attempts  to  maintain  an  individ- 
ual and  physiological  serum  level.  This 
level  can  be  changed  by  dietary  alterations 
and  under  the  influence  of  changes  in  thy- 
roid and  cortico-steriod  hormones. 

In  the  present  state  of  our  knowledge,  it 
would  seem  wise  to  advise  those  patients 
with  a familial  predilection  to  atheroscle- 
rosis or  who  have  already  had  myocardial 
or  cerebral  disease  attributable  to  athero- 
sclerosis to  follow  a dietary  regimen  con- 
ducive to  lowering  the  serum  cholesterol 
level.  Such  a regimen  would  attempt  to 
maintain  the  patient  in  caloric  balance  with 
dietary  fats  high  in  the  polyunsaturated 
fatty  acids,  notably  those  from  vegetable, 
fish  and  marine  sources.  Adequate  instruc- 
tion of  the  patient  has  been  shown  to  be 
essential  so  that  reduction  of  fats  and  oils 
containing  saturated  fatty  acids  will  be  a 
significant  part  of  the  program. 

A.  B.  S. 
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★ 

DO  WE  NEED  TO  POLICE  OURSELVES— 

IF  SO,  HOW? 

Probably  most  of  us  hear  comments  at 
times  by  patients,  business  acquaintances, 
or  friends  in  the  legal  profession  about  what 
they  consider  a laxity  on  our  part  in  taking 
punitive  measures  against  doctors  who 
transgress  the  laws  of  decency,  ethics  and 
personal  integrity.  Management  as  well  as 
labor  have  publicly  charged  us  with  refus- 
ing to  clean  our  house,  as  they  put  it,  and 
have  been  abetted  in  these  accusations  by 
news  writers.  This  had  reached  such  pro- 
portions that  the  Board  of  Trustees  of  the 
AMA  recognized  the  matter  by  appointing 
a Medical  Disciplinary  Committee  (Novem- 
ber, 1958). 
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The  Committee  gathered  some  informa- 
tion by  questionnaires  to  all  the  state  medi- 
cal societies,  to  selected  larger  county  so- 
cieties and  to  state  boards  of  licensure.  The 
response  from  state  and  county  societies 
was  disappointingly  small,  and  was  little 
better  in  number  from  the  licensure  boards. 
Relatively  little  was  contributed  by  these 
questionnaires.  The  Committee  held  four 
regional  conferences  to  which  representa- 
tives of  state  medical  societies  and  state 
boards  of  medical  examiners  were  invited. 
Representatives  were  sent  by  27  state  medi- 
cal associations  and  24  state  boards.  At 
two  of  the  conferences,  those  in  attendance 
seemed  reluctant  to  discuss  disciplinary 
matters  which  had  been  encountered.  Those 
at  another  conference  seemed  satisfied  that 
they  could  cope  with  their  problems.  At 
the  fourth  conference  discussion  was  full 
and  free.  From  these  conferences  the  Com- 
mittee listed  unethical  or  dishonest  conduct 
in  collections  of  surgical  insurance  fees, 
testimony  in  court,  and  “in  addition,  there 
are  the  abortionists,  the  narcotic  addicts, 
the  alcoholics,  the  mentally  incompetent, 
and  the  professionally  incompetent.  There 
are  those  who  overcharge;  there  are  those 
who  charge  one  fee  when  the  patient  has 
no  insurance  and  a much  higher  fee  if  the 
patient  is  insured.  There  are  those  who 
perform  unnecessary  surgery.  There  are 
those  who  consort  with  quacks  and  fadists. 
There  are  those  who  advertise  subtly  and 
those  who  advertise  openly.  There  are  the 
fee-splitters  and  the  rebaters.”  In  addition, 
members  of  the  staff  of  the  Legal  and  Socio 
Economic  Division  of  the  AMA  interviewed 
representatives  of  15  state  societies  and  15 
state  boards,  posing  21  questions  related  to 
disciplinary  matters  and  their  possible  so- 
lution. The  Committee  also  met  with  rep- 
resentatives of  the  Health  Insurance  Coun- 
cil and  the  National  Association  of  Blue 
Shield  Plans.  It  was  suggested  by  these 
groups  that  many  abuses  and  dishonest 
practices  in  this  field  might  be  improved 
by  review  committees  and  possibly  by  aid 
from  the  national  level.  From  a meeting 
with  representatives  of  the  Association  of 
Casualty  and  Surety  Underwriters  the  Com- 
mittee learned  that  many  doctors  are  guilty 
of  fraud  in  testimony  about  injuries  and 
illnesses. 


These  and  other  studies  were  gathered 
together  in  a comprehensive  report  of  50 
pages,  with  appendices  listing  data,  and 
published  in  1961.  Furthermore,  the  Com- 
mittee reported  out  “Conclusions  and  Rec- 
ommendations” to  the  House  of  Delegates. 
It  was  pointed  out  that  though  adequate 
medical  disciplinary  mechanisms  exist,  the 
frequency  and  effectiveness  of  their  use  is 
less  impressive  and  “there  has  been  a fail- 
ure, in  some  areas,  to  act  promptly,  impar- 
tially, and  objectively  when  the  necessity 
arises.”  Therefore  a number  of  recom- 
mendations were  made. 

One  recommendation  is  that  a series  of 
lectures  be  given  medical  students  to  ac- 
quaint them  with  ethical  and  socio-economic 
principles.  From  many  years  as  a teacher 
I believe  this  will  not  be  very  effective.  The 
student  cannot  see  clearly  the  application 
of  such  matters.  I am  much  more  impressed 
with  another  suggestion,  however,  namely 
that  the  lectures  of  this  type  be  provided  in 
the  hospitals  accredited  for  internship  and 
residency  training,  for  here  the  application 
of  the  desired  principles  may  be  seen  in 
everyday  hospital  practice.  At  this  level 
the  information  is  much  more  pointed  than 
for  the  undergraduate.  I would  agree  that 
efforts  at  instruction  in  this  field  should  be 
tried  out  in  the  ranks  of  the  Student  Ameri- 
can Medical  Association  where  the  climate 
would  be  different  from  that  of  the  formal 
classroom. 

Recommendations  pointed  towards  state 
boards  of  medical  examiners  are  very  per- 
tinent. The  evolution  of  better  methods  of 
providing  for  disciplinary  action  is  essen- 
tial. Medical  practice  acts  all  too  often  do 
not  provide  machinery  for  punitive  action 
except  possibly  in  the  case  of  the  abortion- 
ist, narcotic  addict  or  murderer.  The  sug- 
gestion that  the  Federation  of  State  Medical 
Boards  draw  up  model  rules  of  procedure 
for  disciplinary  action  is  excellent,  and  we 
hope  such  will  be  done  and  then  that  state 
medical  associations  would  aid  in  having 
medical  practice  acts  of  their  states  either 
amended  or  replaced  by  new  ones. 

In  recognition  of  the  apathy  of  initiating 
any  disciplinary  action  in  county  societies, 
especially  small  ones  where  every  day  con- 
tact between  its  members  militates  against 
such  action,  the  AMA  Medical  Disciplinary 
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Committee  has  offered  recommendations 
which  should  be  seriously  considered.  State 
associations  are  in  a better  position  to  be 
objective  and  should  consider  the  sugges- 
tion that: 

“State  medical  associations  amend  their  By-Laws 
to  provide  that  the  state  association  may  take 
necessary  disciplinary  action  when  it  believes  that 
serious  violations  of  ethical  principles  have  oc- 
curred without  necessary  corrective  action  being 
taken  first  at  local  level  or  when  the  state  asso- 
ciation believes  that  serious  charges  brought 
against  an  individual  are  not  being  given  proper 
or  prompt  consideration  by  the  disciplinary  com- 
mittee of  a county  medical  society  concerned.” 
Furthermore  it  was  recommended  that: 
“Each  state  medical  association  and  all  doctors 
within  the  state  give  increased  support  to  the 
state  board  of  medical  examiners  as  it  seeks  to 
obtain  proper  appropriations  for  the  conduct  of 
its  affairs  and  that  the  state  medical  association 
and  its  membership  be  concerned  with  selection 
of  qualified  and  dedicated  members  for  its  state 
board  of  medical  examiners.” 

In  addition,  it  was  suggested  that: 

“The  By-Laws  of  the  American  Medical  Associa- 
tion be  changed  to  confer  original  jurisdiction  on 
the  Association  to  suspend  or  revoke  the  AMA 
membership  of  a physician  guilty  of  a violation 
of  the  Principles  of  Medical  Ethics  or  the  ethical 
policy  of  the  American  Medical  Association  re- 
gardless of  whether  action  has  been  taken  against 
him  at  local  level.  . . .” 

“Finally,  your  Committee  recommends  that 
American  medicine  at  the  national,  state,  and 
local  level  maintain  an  active,  aggressive,  and 
continuing  interest  in  medical  disciplinary  matters 
so  that,  by  a demonstration  of  good  faith,  medi- 
cine will  be  permitted  to  continue  to  discipline  its 
own  members  when  necessary.” 

Though  it  has  been  said  many  times  on 
these  pages  that  there  are  very  few  “rotten 
apples”  in  our  professional  barrel,  members 
of  the  Board  of  Trustees  and  other  officers, 
members  of  the  Insurance  Committee  and 
members  of  the  Committee  on  Public  Re- 
lations have  the  “rotten  .apples”  brought  to 
their  attention.  Admittedly  little  if  any- 
thing has  been  done  about  it  in  most  of 
these  instances.  We  have  already  indicated 
that  the  reasons  for  failure  of  action  are 
obvious  and  understandable  in  terms  of  hu- 
man relationship.  It  must  be  agreed  with 
the  Medical  Disciplinary  Committee  of  the 
AMA  that  something  should  be  done  about 
these  matters  for  they  are  of  every  day 
discussion  among  the  lay  public,  granted 
though  it  is  late  and  is  being  done  under 
the  pressure  of  public  opinion. 


Our  state  association  must  assume  a 
greater  responsibility  in  these  matters. 

R.  H.  K 


Dr.  Odie  Clarence  Doty,  76,  Savannah,  died  Oc- 
tober 6th  in  the  Baptist  Hospital  in  Memphis  as 
the  result  of  a heart  attack. 

Dr.  W.  F.  Price,  82,  Chattanooga,  died  August 
6th  of  coronary  heart  disease. 


PROGRAMS  AND  NEWS  OF 
MEDICAL  SOCIETIES 


Greene  County  Medical  Society 

The  regular  monthly  meeting  of  the  So- 
ciety was  held  at  the  Elks  Club  on  October 
3rd.  The  meeting  was  a joint  session  of 
the  Greene  County  Medical  Society  and 
the  Greeneville  Bar.  Mr.  John  Armstrong 
of  the  Bar  Association  spoke  on  the  sub- 
ject “Workmen’s  Compensation  Laws.”  Mr. 
Jay  Milligan  also  spoke  on  the  side  of  the 
defendant  and  reviewed  in  detail  the  opera- 
tion of  the  law. 

Mr.  Jack  Drake  of  the  Tennessee  State 
Medical  Association  pointed  out  the  need 
for  better  communications  between  TSMA 
and  county  societies.  He  offered  the  serv- 
ices of  TSMA’s  staff  to  the  county  society. 

Hamblen  County  Medical  Society 

The  regular  monthly  meeting  was  held 
on  Tuesday,  October  3rd  at  the  Health  Cen- 
ter in  Morristown.  The  guest  speaker  was 
Dr.  H.  L.  Neuenschwander,  Knoxville,  who 
discussed  the  subject  “Allergies.” 

Mr.  Jack  Ballentine,  Executive  Director 
of  TSMA,  briefly  spoke  on  the  Tennessee 
Plan  and  activities  being  conducted  by  the 
State  Association. 

Roane  County  Medical  Society 

The  monthly  meeting  consisted  of  the 
Dwight  Clark  Memorial  Program  conducted 
on  October  30th  at  the  Jefferson  Junior 
High  School  auditorium  in  Oak  Ridge. 

Dr.  Lester  Dragstedt  was  the  speaker  and 
his  subject  was  “Why  Does  the  Stomach 
Not  Digest  Itself?” 

Open  House  at  the  ORINS  Administra- 
tion Building  was  held  on  October  30th  to 
honor  Mrs.  Elinor  Clark  and  Dr.  and  Mrs. 
Lester  Dragstedt.  Dr.  Dragstedt  is  Emeri- 
tus Professor  of  Surgery  at  University  of 
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Chicago  and  Research  Professor  of  Surgery 
at  the  University  of  Florida. 

A dinner  meeting  for  the  society  was  con- 
ducted on  October  31st  at  the  Holiday  Inn. 
The  regular  meeting  of  the  society  followed 
and  Dr.  Dragstedt  presented  the  topic  of 
“Physiological  Principles  in  the  Surgical 
Treatment  of  Peptic  Ulcer.” 

Memphis-Shelby  County  Medical  Society 

The  Society  held  its  regular  meeting  on 
August  1st  in  the  Institute  of  Pathology 
Auditorium  of  the  University  of  Tennessee 
Medical  Units. 

Dr.  Wm.  T.  Satterfield  gave  a report  on 
the  status  of  the  investment  and  retirement 
fund  of  the  society.  The  program  was  pre- 
sented by  Dr.  Robert  McBurney  and  con- 
sisted of  the  following:  Mr.  E.  A.  Thieman 
of  Louisville,  Kentucky,  spoke  on  the  sub- 
ject “The  Business  Side  of  Medical  Prac- 
tice.” 

A special  meeting  of  the  society  was  con- 
ducted on  September  19th  at  the  Memphis 
Country  Club.  The  speaker  was  Dr.  George 
M.  Fister,  Ogden,  Utah,  president-elect  of 
the  American  Medical  Association.  Some 
300  doctors  and  their  wives  attended.  Dr. 
Fister’s  subject  was  “The  Dangers  of  Social 
Security  Medicine.” 

At  the  special  meeting,  an  award  for 
meritorious  service  was  presented  to  Dr. 
Wm.  C.  Chaney  who  has  served  twelve 
years  as  a delegate  of  TSMA  to  the  Ameri- 
can Medical  Association. 

Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society 

The  Academy’s  regular  meeting  was  con- 
ducted on  October  10th  in  St.  Thomas  Hos- 
pital. The  meeting  was  preceded  by  a 
dinner. 

The  scientific  program  consisted  of  a dis- 
cussion by  Dr.  Duane  Catterson  on  “Aero- 
space Medicine.”  Dr.  Catterson  is  with  the 
Aerospace  Medicine  Department  at  the 
Lovelace  Foundation  for  Medical  Education 
and  Research,  Albuquerque,  N.  M. 

The  St.  Thomas  Hospital  visiting  medical 
staff  held  its  October  meeting  jointly  with 
the  Academy,  and  obtained  Dr.  Catterson 
as  guest  speaker  for  this  occasion. 

Marshall  County  Medical  Society 

The  monthly  dinner  meeting  of  the  So- 


ciety was  held  at  the  Southland  Cafe  on 
September  19th.  The  program  consisted  of 
a film  entitled  “External  Cardiac  Massage” 
presented  by  Smith,  Kline  and  French  Lab- 
oratories. 

Consolidated  Medical  Assembly 
of  West  Tennessee 

The  Society  conducted  its  regular 
monthly  meeting  on  October  5th  at  the 
New  Southern  Hotel  in  Jackson.  The  meet- 
ing was  sponsored  in  conjunction  with  the 
annual  Cardiac  Day  Symposium  sponsored 
by  the  West  Tennessee  Heart  Association. 

Chattanooga-Hamilton  County 
Medical  Society 

The  regular  meeting  was  conducted  on 
October  3rd  in  the  Interstate  Building.  The 
scientific  program  was  presented  by  two 
Chattanooga  physicians.  Dr.  Joseph  W. 
Graves  spoke  on  “Thyroid  Disease  in  Ham- 
ilton County,”  and  Dr.  Philip  H.  Livingston 
spoke  on  “Cardiac  Arrhythmias.” 


The  Month  in  Washington 
(From  the  Washington  Office,  AMA) 

The  American  Medical  Assciation  and 
the  federal  government  declared  all-out 
war  on  medical  quacks  and  charlatans  who 
bilk  the  sick  and  gullible  of  hundreds  of 
millions  of  dollars  each  year  through  use- 
less gadgets,  phony  nostrums,  fake  reduc- 
ing pills  and  the  many  other  gimmicks  of 
the  medicine  show  trade. 

The  campaign  was  launched  at  the  First 
National  Congress  on  Medical  Quackery, 
under  joint  sponsorship  of  the  AMA  and 
the  U.  S.  Food  and  Drug  Administration, 
October  6-7  at  the  Sheraton-Park  Hotel  in 
Washington. 

Among  the  keynote  speakers  were  two 
top  officials  in  President  John  Kennedy’s 
cabinet,  Secretary  of  Health,  Education  and 
Welfare,  Abraham  A.  Ribicoff  and  Postmas- 
ter General  J.  Edward  Day.  Leonard  W. 
Larson,  M.D.,  president  of  the  AMA,  and 
Oliver  Field,  Director  of  the  AMA  Depart- 
ment of  Investigation,  spoke  for  organized 
medicine. 
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Others  on  the  program  included  Herbert 
J.  Miller,  assistant  U.  S.  attorney  general 
in  charge  of  the  criminal  division;  George 
P.  Larrick,  commissioner  of  the  FDA,  and 
Paul  Rand  Dixon,  chairman  of  the  Federal 
Trade  Commission. 

Other  speakers  included  representatives 
of  the  American  Cancer  Society,  the  Ar- 
thritis and  Rheumatism  Foundation,  and 
the  National  Better  Business  Bureau. 

C.  Joseph  Stetler,  director  of  the  Legal 
and  Socio-Economic  Division  of  the  AMA 
presided  at  the  meeting. 

Many  state  and  county  medical  societies 
from  throughout  the  nation  sent  repre- 
sentatives to  the  Congress.  They  carried 
back  to  their  societies  plans  for  cooperation 
with  enforcement  agencies  at  the  local  level 
and  for  a step-up  of  public  education  on  the 
subject  in  an  accelerated  campaign  against 
quacks. 

Highlights  of  the  talks  included: 

— Larson:  “We  must  educate  the  public 
thoroughly  and  effectively.  We  must  wage 
psychological  as  well  as  scientific  warfare. 
We  must  not  only  prove  the  worthlessness 
of  quackery,  but  we  also  must  establish 
confidence  in  sound  medical  and  health 
care. 

“Speaking  for  the  American  Medical  As- 
sociation and  our  180,000  physician-mem- 
bers, I pledge  our  efforts  to  the  final  eradi- 
cation of  quackery  and  all  its  minions  and 
satraps.” 

— Ribicoff:  “The  total  cost  of  unnecessary 
or  dangerous  medications  in  this  country 
probably  exceeds  $1  billion  each  year. 
Much  of  this  expense  is  to  men,  women, 
and  children  who  dearly  need  this  money 
for  good  medical  care  or  for  other  necessi- 
ties of  life. 

“But  quackery’s  costs  in  dollars  only  in- 
troduces the  story.  In  terms  of  false  hopes 
raised,  in  terms  of  ugly  delusions  fostered, 
in  terms  of  tinkering  with  human  life  it- 
self, the  cost  cannot  be  measured.  The 
quack  flirts  with  disaster.  He  challenges 
the  sixth  Commandment:  ‘Thou  shalt  not 
kill.’  ” 

— Larrick:  “The  most  widespread  and  ex- 
pensive type  of  quackery  in  the  United 
States  today  is  in  the  promotion  of  vitamin 
products,  special  dietary  foods,  and  food 
supplements.  Millions  of  consumers  are  be- 


ing misled  concerning  their  need  for  such 
products.  Complicating  this  problem  is  a 
vast  and  growing  ‘folk-lore’  or  ‘mythology’ 
of  nutrition  which  is  being  built  up  by 
pseudo-scientific  literature  in  books,  pam- 
phlets, and  periodicals.  As  a result,  millions 
of  people  are  attempting  self-medication 
for  imaginary  and  real  illnesses  with  a mul- 
titude of  more  or  less  irrational  food  items. 
Food  quackery  today  can  only  be  compared 
to  the  patent  medicine  craze  which  reached 
its  height  in  the  last  century.  Especially 
disturbing  is  the  tendency  shown  by  some 
big  and  hitherto  respected  food  concerns  to 
use  quackery  in  their  sales  material.” 

— Dixon:  “Properly  drafted  and  adminis- 
tered, legislation  giving  the  Federal  Trade 
Commission  power  to  issue  temporary 
cease-and-desist  orders  would,  while  ob- 
serving all  the  requirements  of  due  process, 
make  it  possible  to  protect  the  public  in- 
terest more  adequately  in  many  areas. 

“Although  in  the  case  of  food,  drug,  and 
cosmetic  advertising,  the  Commission  can 
. . . apply  to  district  courts  for  temporary 
injunctions,  it  would  be  much  more  effi- 
cient for  the  Commission  itself  to  issue 
temporary  orders  in  those  cases  as  well  as 
in  others.” 

— Day:  “The  peddling  of  fake  medical 
cures  is  the  most  prominent  fraudulent  ac- 
tivity conducted  through  the  U.  S.  mails 
today.  This  huge  ‘industry’ — and  it  has 
grown  to  that  extent — is  so  prevalent  and 
so  widespread  that  it  taxes  the  manpower 
of  the  Postal  Inspection  Service  to  the  ut- 
most in  trying  to  bring  the  perpetrators  to 
justice. 

“We  are  doing  everything  we  can  to  make 
more  of  our  inspectors  available  to  work  on 
cases  of  this  nature,  to  the  extent  it  will 
not  jeopardize  enforcement  in  other  fields.” 

Dr.  L.  Henry  Garland,  American  Cancer 
Society:  “The  charlatan  is  in  business  to 
make  money  and  he  does  so  by  offering 
hope.  He  tends  to  be  courteous,  optimistic, 
easily  understood  by  the  laymen,  and  con- 
fident that  cure  can  be  obtained.  His  pa- 
tient does  not  care  that  the  method  used 
is  a secret  one,  that  the  testimonials  are 
largely  fraudulent,  or  that  the  ‘doctor’  may 
not  even  be  licensed.  All  he  knows  is  that 
he  is  being  reassured  and  treated  by  some- 
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one  who  seems  to  be  interested  in  him  as 
a person. 

“If  it  is  granted  that  the  causes  of  charla- 
tanism are  . . . diverse,  it  seems  obvious 
that  control  must  be  equally  diverse — com- 
posed of  the  difficult  and  slow  triad — public 
education,  professional  education  and  con- 
tinued research  in  cancer  prevention.” 

— Dr.  R.  W.  Lamont-Havers,  Arthritis  and 
Rheumatism  Foundation:  “That  this  is  a 
large  problem  is  indicated  by  the  estimated 
250  million  dollars  a year  that  arthritic  vic- 
tims spend  upon  unproven,  and  misrepre- 
sented products  in  a vain  attempt  to  obtain 
unrealizable  relief  from  their  suffering.  Not 
all  of  these  products  are  quackery  in  the 
sense  of  being  useless. 

“Some  contain  active  ingredients,, — usu- 
ally salicylates,  or  apparatus  such  as  vi- 
brators, but  are  promoted  with  such  mis- 
representation of  effects  that  the  arthritic 
fully  expects  results  beyond  the  capabilities 
of  the  drug.  Others  are  outright  quackery 
and  include  such  popular  items  as  alfalfa 
tea,  uranium  pads,  honey  and  vinegar,  etc. 
Of  particular  concern  are  the  widely  adver- 
tised so-called  ‘clinics,’  chiefly  in  Missouri 
and  Florida.” 

— Field:  “We  would  like  to  envision  the 
time  when  we  can  cease  to  worry  about  the 
medical  quack.  But  it’s  going  to  take  an 
awful  lot  of  doing.  The  Food  and  Drug 
Administration,  the  Post  Office  Department, 
the  Federal  Trade  Commission  and  the 
Food  and  Drug  groups  of  many  states  of 
the  Union,  cannot  do  the  job  alone.  It  takes 
a program  which  seeks  to  acquaint  the  pub- 
lic with  the  problem,  and  swings  into  ac- 
tion quickly  when  there  is  a threat  to  the 
community  or  to  the  nation  at  large.  This 
takes  the  help  of  all  interested  people — 
consumer  groups,  educational  groups,  re- 
ligious organizations,  and,  most  of  all,  those 
responsible  for  the  education  of  the  Ameri- 
can youth.  . . . The  emphasis  should  be  on 
letting  the  public  know,  strengthening  the 
laws  where  necessary,  but,  most  of  all,  pro- 
viding a means  of  distinguishing  between 
the  legitimate  medical  practitioner  and  the 
one  who  pretends  to  be  one.” 

Social  Security  Medicine 

President  Kennedy,  according  to  the  As- 
sociated Press,  will  urge  Congress  to  give 


“the  highest  priority”  next  year  to  legisla- 
tion to  tie  compulsory  medical  care  to  So- 
cial Security.  The  president  was  quoted  as 
saying  that  medical  costs  “represent  the 
greatest  of  all  threats  to  economic  security 
in  old  age.” 


518,775  Persons  Hospitalized  in 
State  During  I 960 

A total  of  518,775  persons  spent  some  time 
during  1960  in  154  hospitals  in  Tennessee. 
The  President  of  the  Tennessee  Hospital 
Association  has  stated  there  was  an  average 
daily  census  of  24,672  occupying  a possible 
29,217  hospital  beds  in  Tennessee.  The  re- 
port stated  that  112  hospitals  reported 
70,375  births. 

Statistics  published  in  the  Journal  of  the 
American  Hospital  Association  revealed 
there  were  29,090  persons  working  full-time 
in  Tennessee  hospitals  last  year.  In  hospi- 
tals specializing  in  short  term  care,  the  ra- 
tio is  231  employees  per  100  patients. 

Out  of  each  dollar  hospitals  receive  from 
patients,  better  than  65  cents  goes  toward 
salaries  of  hospital  personnel. 

Tennessee  Public  Health  Association 

More  than  700  public  health  physicians, 
professional  personnel  and  civic  association 
delegates  gathered  in  Nashville  on  October 
4th  for  the  22nd  annual  meeting  of  the  Ten- 
nessee Public  Health  Association.  The 
meeting  was  conducted  over  a three  day 
period. 

Dr.  A.  L.  Gray,  executive  officer  of  the 
State  Board  of  Health  in  Jackson,  Missis- 
sippi, was  one  of  the  principal  speakers. 
Others  included,  Dr.  W.  H.  Aufranc,  medi- 
cal director  of  the  United  States  Public 
Health  Service  and  Dr.  Frank  Moore  of 
Jackson,  Tennessee. 

Workshops  by  specialty  groups  included 
health  officers,  nurses,  laboratory  techni- 
cians, sanitarians,  statisticians,  clerks  and 
health  educators. 

New  Health  Center  at  Jackson 

The  new  Public  Health  Center,  located 
on  the  grounds  of  the  Jackson-Madison 
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County  General  Hospital,  was  dedicated  on 
September  17.  The  new  center  has  14,000 
sq.  ft.  of  floor  space  and  was  built  at  a cost 
of  $395,750. 

It  houses  the  City-County  Health  Depart- 
ment, the  Jackson  Laboratory  and  the  West 
Tennessee  regional  office  of  the  Tennessee 
Health  Department.  Some  35  persons  are 
employed  at  the  center  with  an  annual  pay- 
roll of  approximately  $171,780  a year.  Dr. 
R.  H.  Hutcheson,  State  Public  Health  Com- 
missioner, was  the  principal  speaker  at  the 
dedication  where  he  pointed  out  that  the 
facility  was  dedicated  to  the  services  of 
humanity. 

East  Tennessee  Radiological  Society 

The  Society  met  on  September  23rd  at 
Gatlinburg,  where  the  following  officers 
were  elected:  President— Dr.  James  Jacob 
Range,  Johnson  City;  Vice-President — Dr. 
Thomas  S.  Long,  Chattanooga;  President- 
Elect — Dr.  Clifford  L.  Walton,  Jr.,  Knox- 
ville; Secretary-Treasurer — Dr.  J.  Marsh 
Frere,  Jr.,  Knoxville. 

Health  Information  Bureau  to  Be 
Established  in  Nashville 

A central  health  information  bureau  to 
aid  persons  needing  medical  care,  supplies 
and  advice  is  being  readied  at  Nashville. 
The  center  is  sponsored  by  the  Nashville 
Academy  of  Medicine.  The  center  would 
coordinate  information  pertaining  to  health 
needs  and  make  such  information  available 
to  the  public. 

It  was  reported  that  the  bureau  would 
also  evaluate  retarded  children  and  advise 
families  on  sources  of  financial  aid  for  med- 
ical care. 

Mental  Health  Foundation  Established 
in  Chattanooga 

A foundation  to  promote  training,  re- 
search, and  treatment  in  the  field  of  mental 
health  has  been  established  in  Chattanooga 
with  Dr.  Joseph  W.  Johnson,  Jr.  as  presi- 
dent. 

The  new  research  group  is  to  be  called 
the  “Chattanooga  Area  Foundation  for  Re- 
search, Training,  Treatment  and  Teaching 
in  the  Mental  Health  Disciplines,  Inc.” 

Other  officers  and  board  members  include 
prominent  physicians  and  civic  leaders  and 
citizens  in  the  Chattanooga  area. 


UT  College  of  Law  Institute 

The  22nd  annual  college  of  law  institute 
was  conducted  in  Knoxville  on  October  6th. 
Dr.  Charles  J.  Frankel,  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Virginia, 
was  the  principal  speaker.  He  offered  ad- 
vice to  the  group  of  doctors,  lawyers,  drug 
and  insurance  representatives,  attending 
the  session,  pointing  out  that  if  doctors  and 
lawyers  work  together,  there  will  be  fewer 
malpractice  cases.  It  was  pointed  out  that 
only  25%  of  the  law  suits  filed  against  doc- 
tors have  any  real  evidence  for  such  actions. 

Dr.  Frankel  urged  lawyers  to  learn  the 
difference  between  negligence  in  an  opera- 
tion and  the  normal  consequences  that 
might  result  from  any  case.  He  recom- 
mended a special  committee  to  hear  mal- 
practice charges  out  of  court  and  stated  that 
it  might  help  to  solve  the  problem. 

The  one-day  institute  was  jointly  spon- 
sored by  the  University  of  Tennessee  Col- 
lege of  Law  and  the  Knoxville  Bar  Associa- 
tion. 

West  Tennessee  Heart  Association 

A symposium  on  treatment  of  heart  dis- 
eases was  conducted  at  the  New  Southern 
Hotel  in  Jackson  on  October  5th.  The  meet- 
ing was  held  in  conjunction  with  the  joint 
meeting  of  the  Northwest  Tennessee  Acad- 
emy of  Medicine,  Consolidated  Medical  As- 
sembly of  West  Tennessee  and  the  Henry 
County  Medical  Society.  Some  50  physi- 
cians throughout  West  Tennessee  attended. 

The  principal  speaker  was  Dr.  A.  H. 
Schwichtenberg,  chief  of  Aerospace  Medi- 
cine at  the  Lovelace  Foundation  at  Albu- 
querque, New  Mexico. 

In  a symposium  on  the  program  called 
“Cardiac  Day,”  other  featured  speakers  in 
addition  to  Dr.  Schwichtenberg  were:  Dr. 
Daniel  A.  Brody  and  Dr.  I.  Frank  Tullis, 
both  of  Memphis. 

Closed  chest  cardiac  resuscitation,  a new 
procedure  of  applying  pressure  to  the  hu- 
man chest  to  make  the  heart  pump  blood, 
was  the  topic  of  discussion  preceding  the 
evening  dinner. 

Vanderbilt  University  School  of  Medicine 

Two  new  grants  of  funds  totaling  $95,428 
have  been  made  by  the  National  Founda- 
tion for  the  continued  operation  of  the  polio 
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and  birth  defects  centers  conducted  by 
Vanderbilt. 

University  of  Tennessee  College 
of  Medicine 

The  Department  of  Medical  Laboratories 
has  been  awarded  $25,720,  a renewal  of  the 
St.  Jude  research  grant  for  the  study  of 
sickle  cell  anemia.  The  funds  will  support 
the  research  work  in  hematology. 

Five  Memphis  physicians  have  been 
named  assistants  on  the  staff.  They  are: 
Dr.  Melvin  Wayne  Deweese,  ophthalmol- 
ogy; Dr.  Robert  Paul  Kline,  obstetrics  and 
gynecology;  Dr.  John  P.  Nash,  surgery;  Dr. 
Vernon  I.  Smith,  radiology;  and  Dr.  Wade 
R.  Murdock,  internal  medicine. 

Research  Center  at  Knoxville 

A $12,190  grant  made  by  the  National  In- 
stitute of  Health  to  study  muscles  and  their 
function  in  certain  diseases  has  been 
awarded  to  the  UT  Memorial  Research  Cen- 
ter at  Knoxville.  The  grant  was  made  to 
Dr.  Bernard  G.  Stall,  III. 

U-T  Development  Council 

Six  new  members  have  joined  the  Uni- 
versity of  Tennessee  Development  Council. 
The  Council  composed  of  professional  and 
civic  leaders  from  throughout  Tennessee, 
promotes  the  development  of  UT  through 
gifts  and  grants  from  businesses,  founda- 
tions and  individuals.  One  of  the  newly 
appointed  members  of  the  council  is  Dr. 
Roland  H.  Myers,  Memphis.  The  other 
members  appointed  were  laymen. 


Dr.  Wesley  F.  Jones,  Jr.  announces  the  opening 
of  his  office  for  the  practice  of  medicine  in  Lex- 
ington. 

Dr.  Arnold  M.  Meirowsky  and  Dr.  C.  David 
Scheibert,  Nashville,  announce  the  removal  of 
their  offices  to  the  Mid  State  Medical  Center. 

Dr.  Charles  Mitchell,  Sparta,  is  Chairman  of  the 
White  County  Blood  Program. 

Dr.  Charles  C.  Smeltzer,  Knoxville,  has  been 
appointed  to  a national  advisory  committee  to  the 
AMA  dealing  with  communications  problems. 

Dr.  Wilson  W.  Powers,  has  been  named  Presi- 
dent of  the  newly  organized  Knox  County  Chapter 
of  the  Arthritis  and  Rheumatism  Foundation. 


Dr.  E.  P.  Muncey,  Jefferson  City,  recently  ad- 
dressed the  PTA. 

Dr.  Stewart  Lawwill,  Jr.,  Chattanooga,  has  been 
made  a Fellow  of  the  American  College  of  Sur- 
geons. 

Dr.  J.  K.  Twilla  announces  that  Dr.  J.  W.  Ten- 

penny  will  be  associated  with  him  in  the  general 
practice  of  medicine  and  surgery  at  Smithville. 

Dr.  A.  T.  Hicks,  Camden,  has  been  named  med- 
ical examiner  for  Benton  County. 

Dr.  Alex  B.  Shipley,  Knoxville,  has  taken  office 
as  President  of  the  Tennessee  Public  Health  Asso- 
ciation. 

Dr.  Laurence  A.  Grossman,  Nashville,  recently 
addressed  the  Nashville  Lions  Club. 

Dr.  Joseph  B.  Killebrew,  Chattanooga,  is  moving 
to  Nashville  where  he  will  be  on  the  teaching  staff 
of  the  new  Veterans’  Administration  Hospital. 

Dr.  William  A.  Nelson,  Knoxville,  has  been 
named  chairman  of  the  1961  Christmas  Seal  Cam- 
paign by  the  Knox  County  Tuberculosis  Associa- 
tion Board. 

Dr.  McChesney  Goodall,  Jr.,  Knoxville,  ad- 
dressed the  Rotary  Club  where  his  subject  was 
“UT  Memorial  Hospital  Research.” 

Dr.  Louis  P.  Britt,  Memphis,  will  assume  full- 
time duties  as  medical  director  of  Les  Passees 
Rehabilitation  Center.  His  new  assignment  will 
be  effective  January  1st,  1962. 

“Nutritional  Aspects  of  Public  Health”  was  the 

topic  of  Dr.  Nobel  Guthrie,  Memphis,  before  a 
meeting  of  the  Memphis  Dietetic  Association. 

Dr.  John  B.  Steele,  Chattanooga,  will  be  awarded 
a special  day  on  October  18th  by  the  Legion 
Luncheon  Club. 

Memphis  physicians  giving  papers  before  the 
Clinical  Congress  of  the  American  College  of  Sur- 
geons were:  Drs.  Harwell  Wilson,  William  Lee, 
Robert  McBurney,  Richard  DeSaussure,  Roger 
Sherman,  James  Pate,  Edward  Storer.  An  exhibit 
on  plastic  surgery  procedures  was  presented  by 
Dr.  Anthony  Jerome  and  Dr.  Peter  Oliva,  Mem- 
phis. 

Dr.  J.  D.  Connell,  Halls,  has  begun  the  practice 
of  medicine  at  Dyersburg  where  he  is  associated 
with  Drs.  Thomas  Johnson,  W.  I.  Thornton  and 
Huey  Holt  at  the  Dyersburg  Medical  Center. 

Dr.  G.  Sydney  McClellan,  Nashville,  has  been 
named  President  of  the  Nashville-Davidson  County 
Unit  of  the  American  Cancer  Society.  Other  of- 
ficers named  included  Dr.  Edmund  W.  Benz,  vice 
president  and  Dr.  Barton  McSwain,  chairman  of 
the  executive  board. 

Dr.  W’m.  M.  Davis,  Decatur,  has  moved  to  Ala- 
bama where  he  will  practice. 

Dr.  Louis  Ulin,  Chattanooga,  attended  the  meet- 
ing of  the  American  College  of  Surgeons  in  C ri- 
cago. 

Dr.  Robert  J.  Boehm,  Chattanooga,  spoke  on 
the  subject  “Breast  Tumor”  over  a Chattanooga 
TV  station  recently. 

Dr.  E.  Harris  Pierce,  Cleveland,  announces  the 
opening  of  his  new  office  at  2407  Chambliss  Ave- 
nue, N.W. 
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Postgraduate  Course  in  Orthopedics  at 
Vanderbilt  University  School  of  Medicine 

The  Orthopedic  Surgery  Division  is  offering  a 
Postgraduate  Day  on  Thursday,  November  30, 
1961,  to  be  held  at  Vanderbilt  University  Hospital, 
beginning  at  9 a.m.  Treatment  of  fractures  in  the 
ambulatory  patient  will  be  stressed.  Fractures, 
dislocations,  and  soft  tissue  injuries  of  the  ex- 
tremities will  be  discussed  with  emphasis  on  the 
details  of  initial  treatment  and  rehabilitation.  The 
recognition  and  avoidance  of  complications  will 
be  stressed.  Dr.  Joseph  Milgram,  Director  of 
Orthopedic  Surgery,  Hospital  for  Joint  Diseases, 
New  York  City,  will  be  the  guest  speaker  and  he 
will  discuss  the  subject  “Lower  Extremity  Muscle 
Injuries.” 

The  course  is  approved  for  Category  I credit  by 
the  American  Academy  of  General  Practice.  Tui- 
tion is  $15.00  which  includes  the  luncheon.  For 
further  information  address  the  Department  of 
Postgraduate  Instruction,  Vanderbilt  University. 

New  Orleans  Graduate  Medical  Assembly 

The  25th  annual  meeting  of  the  New  Orleans 
Graduate  Medical  Assembly  will  be  held  March 
12-15,  1962,  with  headquarters  at  the  Roosevelt 
Hotel  in  New  Orleans.  Guest  speakers  will  be  as 
follows: 

Emanuel  M.  Papper,  M.D.,  New  York,  N.  Y. 

— Anesthesiology 

Edward  P.  Cawley,  M.D.,  Charlottesville,  Va. 

— Dermatology 

Julian  M.  Ruffin,  M.D.,  Durham,  N.  C. 

— Gastroenterology 

Carroll  L.  Whitten,  M.D.,  Louisville,  Ky. 

— General  Practice 

Howard  W.  Jones,  Jr.,  M.D.,  Baltimore,  Md. 

— Gynecology 

Thomas  M.  Durant,  M.D.,  Philadelphia,  Pa. 

— Internal  Medicine 

Maxwell  M.  Wintrobe,  M.D.,  Salt  Lake  City,  Utah 
— Internal  Medicine 

Bernard  J.  Alpers,  M.D.,  Philadelphia,  Pa. 

— Neurology 


Ralph  C.  Benson,  M.D.,  Portland,  Oregon 
— Obstetrics 

Victor  A.  Byrnes,  M.D.,  St.  Petersburg,  Florida 
— Ophthalmology 

John  M.  Moe,  M.D.,  Minneapolis,  Minnesota 
— Orthopedic  Surgery 

Albert  C.  Furstenberg,  M.D.,  Ann  Arbor,  Michigan 
— Otolaryngology 

Jeff  Minckler,  M.D.,  Denver,  Colorado 
— Pathology 

Lewis  L.  Coriell,  M.D.,  Camden,  New  Jersey 
— Pediatrics 

Robert  D.  Moreton,  M.D.,  Fort  Worth,  Texas 
— Radiology 

John  H.  Mulholland,  M.D.,  New  York,  N.  Y. 

— Surgery 

Owen  H.  Wangensteen,  M.D.,  Minneapolis,  Minn. 

- — Surgery 

John  L.  Emmett,  M.D.,  Rochester,  Minnesota 
— Urology 

Physicians  Recently  Licensed  in  Tennessee 

Edward  F.  Cole,  Orlando,  Florida 

Richard  P.  Clodfelder,  Grand  Rapids,  Michigan 

George  M.  Hancock,  Russellville,  Kentucky 

John  A.  Logan,  III,  Toledo,  Ohio 

John  G.  Wierdsma,  Nashville 

Robert  H.  Alford,  Nashville 

Norman  Fleischer,  Springfield 

Hugh  H.  Johnston,  Jr.,  Portland,  Maine 

Lucian  L.  Tatum,  Jr.,  Nashville 

James  C.  Hudgins,  Jr.,  Lawrenceburg 

Lloyd  H.  Plemmons,  Memphis 

Norman  D.  Rochman,  Syosset,  New  York 

Russell  L.  Browning,  Greeneville 

Wm.  K.  Burkhart,  Memphis 

Thomas  B.  Drinnen,  Jr.,  Decatur,  Ga. 

Kenneth  J.  Munden,  Topeka,  Kans. 

Wallace  J.  McClure,  Nashville 

James  H.  Williams,  Milan 

Bruce  R.  Adkins,  Knoxville 

William  C.  Thacker,  Greeneville 

Floyd  R.  Barnhill,  Jr.,  Jonesboro,  Arkansas 

Donald  M.  Berry,  Memphis 

George  N.  Christensen,  Jr.,  Minneapolis,  Minnesota 

Julian  G.  Fleming,  Spring  Hill 

Harry  W.  Bachman,  Jr.,  Bristol 

Jerry  M.  Jernigan,  Dyersburg 

Leo  E.  Yates,  Shawnee,  Oklahoma 
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PLACEMENT  SERVICE 

The  Placement  Service  of  the  Tennessee  State 
Medical  Association  is  designed  to  assist  doctors 
and  communities  to  get  together.  Further  infor- 
mation and  contacts  to  both  physicians  and  com- 
munities are  available  from  the  Public  Service 
Office,  112  Louise  Avenue,  Nashville  5,  Tennessee. 

Locations  Wanted 

A 32  year  old  married  physician  interested  in 
associating  in  general  surgery  practice  either 
clinical  assistant  or  associate  in  middle  or  west 
Tennessee  community  10.000  and  over.  Residency 
training.  Certified  American  Board  ol'  Surgery. 
Protestant.  Graduate  St.  Louis  University  School 
of  Medicine.  Available  immediately.  LW-406 


ate  University  of  Maryland.  Methodist.  Availa- 
ble September  1962.  LW-423 

♦ 

A 28  year  old  married  physician  would  like  to 
become  associated  in  clinical  practice  in  any  size 
community  of  middle  Tennessee.  Protestant. 
Graduate  University  of  Tennessee.  Presently 
serving  as  Flight  Surgeon  USAF.  Tennessee 
license.  Available  June  15,  1962.  LW-424 

Physicians  Wanted 

Physician  in  east  Tennessee  community  6,000 
needs  associate  for  general  practice.  Age  25-35, 
one  year  internship.  New,  private  office;  ex- 
amining rooms  and  equipment  available.  Hos- 
pital located  in  community.  PW-134 


A 32  year  old  married  Internist  would  like 
group  practice  or  teaching  (institution)  in  Ten- 
nessee community  of  20,000  and  over.  East  or 
middle  Tennessee  preferred.  Graduate  Harvard 
Medical  College.  Two  years  residency.  Availa- 
ble immediately.  LW-409 

♦ 

A 40  year  old  native  Tennessean,  who  is  just 
completing  four  years  residency  in  general  sur- 
gery would  like  to  return  to  practice  in  Tennes- 
see as  assistant  or  associate  general  practice  with 
surgery.  Will  consider  clinical  or  other.  Prefers 
east  or  middle  Tennessee,  any  size  community. 
Methodist.  Graduate  University  of  Tennessee. 
Available  now.  LW-412 

♦ 

A 41  year  old  married,  general  practitioner, 
graduate  University  of  Tennessee  would  like  to 
establish  clinical,  assistant  or  associate  practice 
in  east  Tennessee.  Will,  however,  consider  other 
communities  of  any  size.  Tennessee  license. 
Available  immediately.  LW-413 

♦ 

A 33  year  old  married  physician,  presently  in 
Air  Force,  would  like  to  establish  associate  prac- 
tice in  OB-GYN  with  other  physician  in  Tennes- 
see community  of  25,000  or  over.  Graduate  Uni- 
versity of  Tennessee.  Three  years  residency, 
Tennessee  license.  Available  immediately 

LW-414 

♦ 

A 26  year  old  married  Internist  with  two  years 
residency  training  in  internal  medicine  and  one 
year  residency  in  pediatrics,  would  like  clinical, 
assistant  or  associate  practice  in  any  size  com- 
munity any  section.  Graduate  University  of 
Michigan.  Available  July  1962.  LW-419 


Southern  Tennessee  community  of  slightly  over 
600  in  need  of  general  practitioner.  Trade  area 
much  larger.  No  other  physician  in  community. 
Office  space  and  some  equipment  available. 

PW-147 

♦ 

Small  Tennessee  community  of  1,200  with  trade 
area  of  15,000,  in  lower  middle  Tennessee  needs 
general  practitioner.  Two  other  physicians  in 
community.  Excellent  opportunity  for  your  phy- 
sician wishing  to  establish  good  practice.  Office 
space  and  housing  readily  available.  PW-151 
♦ 

Southeastern  community  of  10,000  in  need  of 
general  practitioner.  Office  space  available  with 
six  months  rent  free.  Eighteen  miles  from  larger 
city.  Good  location.  LW-154 

♦ 

Physician  in  middle  Tennessee  town  of  7,000 
in  need  of  general  practitioner  to  handle  practice 
tor  one  or  two  years  while  he  enters  residency 
training.  Alternating  residency  training  and  pos- 
sible partnership  considered.  Rental  basis  for 

office  and  equipment.  Excellent  opportunity. 

PW-157 

♦ 

Physician  with  experience  in  general  practice, 
OB  and/or  surgery,  needed  in  middle  Tennessee 
community  of  12,000.  Will  furnish  office  space, 
utilities  and  telephone.  Eighteen  bed  hospital 
available.  Age  30-45.  Associate  or  assistant 
status.  PW-158 

♦ 

One  year  free  rent  offered  to  one  or  two  physi- 
cians wishing  to  locate  in  thriving  east  Tennessee 
town  with  trade  area  of  35,000.  Seventy-five  bed 
hospital,  near  TVA  dam  and  recreational  area. 

PW-165 


A 30  year  old  married  physician  would  like  to 
establish  practice  in  pediatrics  in  middle  or  west 
Tennessee  community  of  5,000  or  over,  either  as- 
sistant, associate  or  solo.  Baptist.  Graduate 
Vanderbilt  School  of  Medicine.  Available  August 
1962.  LW-420 


Physician  in  east  Tennessee  community  with 
trade  area  of  40,000  would  like  associate  general 
practitioner.  New,  unused,  fully  equipped  22 
room  office,  only  100  feet  from  lake.  Hospital  in 
area.  One  year’s  internship  required.  PW-166 


A 30  year  old  married  Ob-Gyn  physician  would 
like  to  associate  with  other  physician  in  any  size 
community,  no  preference  as  to  location,  upon 
completion  of  residency.  Protestant.  Graduate  Uni- 
versity of  Tennessee.  Tennessee  license.  Availa- 
ble fall  1962.  LW-422 

♦ 

A 29  year  old  married  general  practitioner,  now 
in  military  service,  would  like  to  associate  in 
clinical  practice  in  small  east  Tennessee  com- 
munity upon  completion  of  his  service.  One  year 
residency  training  in  internal  medicine.  Gradu- 


Two  practicing  Internists  in  large  eastern  city 
would  like  an  associate  to  work  into  full  partner- 
ship. Large,  modern,  well-equipped  office  in  a 
downtown  medical  office  building.  Internist  with 
3 years  residency,  under  36  years  of  age,  willing 
to  start  on  straight  salary  (salary  open)  for  one 
year  desired.  PW-167 

♦ 

Physician  in  east  Tennessee  city  of  2,000  would 
like  to  share  office  and  equipment  with  associate 
general  practitioner.  Good  housing  facilities 
available.  Hospital  15  miles.  PW-169 
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The  authors  describe  the  use  of  this  technic  as  an  office  procedure. 


The  Practical  Value  of  Bronchospirometry* 


SHELDON  E.  DOMM,  M.D.,  DAVID  H.  WATERMAN,  M.D.,  and 
WILLIAM  K.  ROGERS,  M.D.,f  Knoxville,  Tenn. 


Introduction 

Bronchospirometry  has  been  available  to 
the  medical  profession  since  first  done  by 
Jacobens  over  25  years  ago.  Nevertheless, 
one  gets  the  impression  that  the  procedure 
is  not  always  accorded  its  proper  value,  and 
is  at  times  considered  to  be  of  only  aca- 
demic interest. 

We  have  been  increasingly  impressed  by 
the  practical  value  of  bronchospirometry  in 
certain  clinical  situations.  The  burden  of 
this  paper  is  to  list  some  of  these  situations, 
and  to  suggest  that  the  procedure  may  be 
of  greater  practicability  than  is  generally 
realized,  and  also  to  show  that  broncho- 
spirometry is  a feasible  office  procedure. 

Technic 

The  ventilatory  function  of  each  lung 
(tidal  volume,  vital  capacity,  and  oxygen 
uptake)  can  be  recorded  independently  and 
simultaneously  by  the  use  of  a simple  spi- 
rometer connected  to  each  main  bronchus 
by  means  of  a double-lumen  tube  in  the 
trachea.  The  recording  is  made  on  a single 
sheet  of  graph  paper. 

The  procedure  is  done  under  topical  anes- 
thesia. The  double-lumen  rubber  catheter 
designed  by  Carlens  is  passed  with  the  aid 
of  the  indirect  laryngoscope. 

Clinical  Situations  in  Which  Bronchospirometry 
Is  of  Practical  Value 

A.  Bilateral  bronchopulmonary  disease 

*Read  at  the  meeting  of  the  Tennessee  State 
Medical  Association,  April  11,  1960,  Nashville, 
Tenn. 

(From  the  East  Tennessee  Tuberculosis  Hospi- 
tal, Knoxville,  Tenn. 


accompanied  by  poor  over-all  ventilatory 
function. 

1.  Critically  poor  function  on  the  side  to 
be  operated  upon  but  with  fair  function  on 
contralateral  side. 

Case  1.  (L.B.)  A 35  year  old  colored  man. 

Diagnosis:  Pulmonary  tuberculosis,  far  ad- 

vanced; destroyed  left  upper  lobe,  imprisoned  left 
lower  lobe  following  8 year  course  of  pneumo- 
thorax; healed  disease  on  right. 

Over-all  pulmonary  ventilatory  function  studies 
showed  a vital  capacity  of  3 liters  or  70%  of  the 
predicted  normal,  an  MBC  of  36  liters  per  minute 
or  34%  of  predicted  normal,  and  a walking  ven- 
tilation of  15  liters  per  minute  with  a walking 
index  of  42%. 

Bronchospirometry  in  the  office  showed  the  vital 
capacity  on  the  right  to  be  1.2  liters  with  only  0.3 
liters  on  the  left.  The  oxygen  uptake  was  84% 
cn  the  right  and  16%  on  the  left.  In  spite  of  the 
restricted  function  left  upper  lobe  lobectomy  and 
left  lower  lobe  pulmonary  decortication  was  per- 
formed uneventful’y.  In  spite  of  postoperative 
complications,  including  infection  of  the  pleural 
space  with  a bronchopleural  fistula  requiring  re- 
laxing thoracoplasty  and  closed  thoracotomy,  the 
end  result  was  excellent.  The  patient  was  cured 
and  went  back  to  work. 

2.  Critically  poor  function  on  contra- 
lateral side. 

Case  2.  (O.F.)  A 42  year  old  white  woman. 

Diagnosis:  Pulmonary  tuberculosis,  far  ad- 
vanced; extensive  bilateral  upper  lobe  disease 
with  bilateral  cavities,  apparently  worse  on  the 
right  side;  the  sputum  was  consistently  positive 
with  never  a negative,  and  the  patient  was  shown 
to  be  drug  resistant. 

Over-all  pulmonary  ventilatory  function  studies 
showed  a vital  capacity  of  2.3  liters  or  about  68% 
of  predicted  normal,  with  an  MBC  of  50  liters  per 
minute  or  58%  of  predicted  normal.  Broncho- 
spirometry by  Dr.  J.  L.  Southworth  at  the  East 
Tennessee  Tuberculosis  Hospital  showed  a vital 
capacity  on  the  right  side  of  1.37  liters  with  only 
0.77  liters  on  the  left  side;  the  percentage  was 
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64%  on  the  right  and  36%  on  the  left.  Oxygen 
uptake  was  61%  on  the  right  and  39%  on  the 
left.  In  spite  of  these  findings  which  suggested 
a very  poor  function  on  the  left  side  a right  up- 
per lobe  lobectomy  was  performed.  The  patient 
did  poorly  on  the  table,  going  into  pulmonary 
edema  from  which  she  responded  with  the  aid  of 
tracheostomy  and  positive  pressure  ventilation. 
Postoperatively  she  did  poorly.  There  was  a small 
air  leak  which  resulted  in  a broncho-pleural  fis- 
tula, empyema,  and  death  some  three  months 
postoperatively. 

B.  Bilateral  bronchopulmonary  disease 
accompanied  by  marginally  satisfactory 
over-all  ventilatory  function  but  with  un- 
expectedly poor  function  on  the  contra- 
lateral side. 

Case  3.  (L.H.)  A 28  year  old  white  woman. 

Diagyiosis:  Pulmonary  tuberculosis,  moderately 
advanced  with  a questionable  cavity  right  upper 
lobe;  sputum  was  positive  on  admission  only, 
negative  thereafter;  bronchography  showed  con- 
siderable bronchiectasis  of  the  left  lower  lobe. 

Over-all  pulmonary  ventilatory  function  studies 
showed  a vital  capacity  of  2.2  liters  or  61%  of 
predicted  normal,  and  an  MBC  of  only  47  liters 
per  minute  or  52%  of  predicted  normal.  Broncho- 
spirometry  at  the  East  Tennessee  Tuberculosis 
Hospital  showed  65%  of  the  vital  capacity  to  be 
on  the  right  and  only  35%  on  the  left.  Oxygen 
uptake  comparison  was  similar,  63%  on  the  right, 
37%  on  the  left.  In  view  of  the  unexpectedly 
poor  function  demonstrated  by  bronchospirometry 
on  the  left  side,  it  was  elected  at  the  therapy 
conference  not  to  operate  for  tuberculosis  on  the 
right  side  but  rather  to  follow  the  patient  care- 
fully. She  was  not  operated  upon  and  she  has 
done  well  to  date  in  every  way. 

C.  Destroyed  lung. 

Case  4.  (L.G.)  A 40  year  old  white  woman. 

Diagnosis:  Bronchiectasis,  left  lung,  total,  asso- 
ciated with  hemoptysis,  productive  cough,  dysp- 
nea, cyanosis,  and  evidence  of  cerebral  hypoxia 
manifested  by  unclear  thinking. 

Over-all  pulmonary  function  studies  showed  a 
vital  capacity  of  2.6  liters  or  87%  of  predicted 


normal,  and  an  MBC  of  72  liters  per  minute  or 
about  95%  of  predicted  normal.  Bronchospirom- 
etry in  the  office  was  of  great  interest  in  this  con- 
nection showing  that  the  vital  capacity  on  the 
right  was  1.5  liters  compared  to  0.5  liters  on  the 
left  but  the  oxygen  uptake  on  the  left  side  was  0. 
Left  pneumonectomy  was  performed  uneventfully. 
The  result  was  very  gratifying,  there  being  no 
evidence  of  cyanosis  or  dyspnea  and  the  patient 
being  able  to  think  clearly. 

Summary  and  Conclusions 

Bronchospirometry  is  of  practical  value  in 
a number  of  clinical  situations. 

Such  therapeutic  problem  situations  in- 
clude: 

A.  Bilateral  bronchopulmonary  disease 
accompanied  by  poor  over-all  pulmonary 
ventilatory  function  in  which  there  is  crit- 
ically poor  function  on  the  side  to  be  op- 
erated. Operation  may  be  done  with  a good 
result. 

B.  Bilateral  bronchopulmonary  disease 
accompanied  by  poor  over-all  pulmonary 
ventilatory  function  in  which  there  is  crit- 
ically poor  function  on  the  contralateral 
side.  Operation  may  be  perilous. 

C.  Bilateral  bronchopulmonary  disease 
with  marginal  indication  for  surgery,  with 
borderline  over-all  pulmonary  ventilatory 
function  but  with  unexpectedly  poor  func- 
tion on  the  contralateral  side.  Operation 
may  well  be  withheld  with  good  result. 

D.  Destroyed  lung.  The  referring  physi- 
cian, the  patient  and  the  family  are  encour- 
aged to  consider  surgery  after  visualizing 
the  graphic  evidence  of  nonfunction  of  the 
involved  lung. 

Bronchospirometry  may  be  done  either  in 
the  hospital  or  in  the  office. 
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The  author  considers  the  indications  for,  and  results  of  simple  laryngectomy  and  when  accompanied 

by  radical  dissection  of  the  cervical  nodes. 


The  Radical  Neck  Dissection  In  Laryngeal 

Cancer  Surgery* 

JOHN  W.  CAMPBELL,  M.D.,  Memphis,  Tenn. 


Introduction 

The  purpose  of  this  paper  is  to  compare 
the  end  results  in  treatment  of  carcinoma 
of  the  larynx  obtained  with  different  forms 
of  therapy  used  at  the  John  Gaston  Hospital 
in  Memphis  from  1940  through  1959.  Par- 
ticular attention  will  be  directed  toward 
evaluating  the  results  of  laryngectomy  with 
radical  neck  dissection. 

Background 

The  use  of  the  laryngectomy  with  simul- 
taneous radical  neck  dissection  for  carci- 
noma of  the  larynx  is  not  new,  though  re- 
cently it  is  gaining  wider  acceptance.  Many 
articles  have  appeared  in  the  literature  re- 
cently showing  good  results  with  neck  dis- 
section for  certain  types  of  laryngeal  can- 
cer. Some  of  these  will  quickly  be  reviewed 
and  then  our  results  using  these  operations 
will  be  presented. 

Norris,1  in  1959,  with  203  cases,  reported 
that  recurrence  in  cervical  nodes  after  a to- 
tal laryngectomy  was  more  common  in 
cases  in  which  the  lesion  was  not  confined 
to  the  true  vocal  cords.  His  five-year  cure 
rate  was  higher  when  laryngectomy  was 
combined  with  simultaneous  radical  neck 
dissection  than  when  total  laryngectomy 
alone  was  used  on  such  extensive  cases. 
Also,  his  cure  rate  was  higher  when  the 
neck  dissection  was  done  simultaneously 
with  the  laryngectomy,  at  the  time  of  the 
initial  operation,  than  when  it  was  done 
later  after  cervical  node  metastases  had  ap- 
peared. Ogura,2  in  1959,  reported  in  a series 
of  18  patients  that  34%  of  those  with  carci- 

*Read  at  the  meeting  of  the  Tennessee  Academy 
of  Ophthalmology  and  Otolaryngology,  April  10, 
1961,  Chattanooga,  Tenn. 


noma  of  the  larynx  without  palpable  nodes 
at  the  time  of  operation,  and  had  laryngec- 
tomy with  radical  neck  dissection  demon- 
strated microscopic  metastases  to  the  cervi- 
cal nodes  on  pathologic  examination.  Put- 
ney,3 in  1958,  in  a series  of  236  cases  of 
carcinoma  of  the  larynx  not  confined  to  the 
true  vocal  cords  or  ventricular  bands  and 
without  palpable  cervical  nodes  at  the  time 
of  operation,  reported  that  25%  had  micro- 
scopic metastases  when  the  tissues  from 

neck  dissection  were  examined  under  the 
microscope.  Ogura,2  in  1960,  with  59  pa- 
tients reported  the  following  five  year  cure 
rates: 

Laryn-  Laryngectomy  with 
gectomy  Neck  Dissection 
Endolaryngeal  lesions  58%  59% 

Subglottic  42%  59% 

Extrinsic  16-25%  32% 

Pressman,1  in  1960,  in  cases  in  which  he 
used  dyes  and  radioactive  isotopes  to  trace 
the  lymphatic  drainage  of  the  larynx,  found 
that  with  respect  to  lymphatic  drainage  the 
larynx  is  highly  compartmentalized;  each 
area  of  the  larynx  drains  to  the  homolateral 
nodes  without  crossover  with  the  rare  ex- 
ception of  an  occasional  crossover  through 
the  lymphatics  anterior  to  the  larynx  in  the 
cricoid  region. 

Orton,5  in  1956,  studying  441  cases  of  car- 
cinoma of  the  larynx,  observed  in  the  cases 
in  which  cervical  node  metastases  developed 
after  total  laryngectomy  that  the  original 
lesion  was  in  the  supraglottic,  subglottic  or 
piriform  sinus  areas. 

Method  of  Analysis 

In  analyzing  the  results  of  treatment  of 
the  cases  to  be  presented  in  this  paper,  con- 
sideration will  be  given  to  location  of  the 
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lesion,  extent  of  the  lesion,  duration  of  the 
disease,  presence  or  absence  of  cervical  neck 
node  metastases,  and  form  of  treatment. 

The  location  of  the  lesion  will  be  classi- 
fied as  follows:  (1)  lesions  of  the  true  vocal 
cord,  glottic  lesions;  (2)  subglottic  lesions, 
that  is  lesions  extending  below  the  true  vo- 
cal cord,  also  called  infraglottic  lesion;  (3) 
supraglottic  lesions,  that  is  all  lesions  ex- 
tending above  the  true  vocal  cord  which 
may  involve  the  ventricle,  false  cords,  in- 
terior of  the  larynx  above  the  false  cords, 
arytenoids,  epiglottis,  aryepiglottic  fold, 
piriform  sinus,  entroitus  of  the  esophagus, 
pharynx,  and  base  of  the  tongue;  and  (4) 
an  additional  classification  will  be  made  for 
supraglottic  lesions  which  do  not  extend  up 
above  and  beyond  the  ventricle  or  false 
cord.  Lesions  are  to  be  classified  as  to 
whether  or  not  palpable  metastases  in  cervi- 
cal nodes  are  present  at  the  time  of  original 
operation. 

The  type  of  treatment  is  classified  as:  (1) 
total  laryngectomy,  which  includes  removal 
of  the  larynx  from  below  the  cricoid  to,  and 
including  the  hyoid  bone  and  sternothyroid 
muscle;  (2)  laryngofissure  with  removal  of 
the  involved  cord;  (3)  irradiation,  either  by 
x-ray  or  cobalt  and  in  most  of  these  cases 
with  5000  and  6000  R.;  and  (4)  laryngec- 
tomy with  simultaneous  homolateral  radical 
neck  dissection. 

The  radical  neck  dissection  consisted  of 
removing  all  soft  tissues,  vessels,  nerves, 
lymphatics  from  the  clavicle  to  the  mandi- 
ble and  from  the  trapezius  to  the  larynx. 
All  soft  tissue  superficial  to  the  scalene  and 
digastric  muscles  and  superficial  to  the  ca- 
rotid artery  and  its  two  main  branches  is  re- 
moved. The  dissection  is  carried  out  through 
a double  Y-incision  and  turning  of  four 
flaps.  The  larynx  and  the  contents  of  the 
neck  dissection  are  removed  in  one  block. 
Care  is  taken  to  preserve  the  external  and, 


of  course,  the  internal  carotid  artery,  the 
lingual  artery,  the  hypoglossal,  vagus,  lin- 
gual and  phrenic  nerves,  the  mandibular 
branch  of  the  facial  nerve,  and  the  brachial 
plexus.  The  material  in  this  study  included 
only  complete  neck  dissection  as  just  de- 
scribed. 

During  the  15  year  period  reported  in  this 
paper,  carcinoma  of  the  larynx  was  treated 
by  various  methods.  Generally,  it  was 
treated  by  the  method  that  was  considered 
proper  at  that  particular  time.  In  the  first 
few  years  at  the  beginning  of  this  study, 
many  of  the  more  extensive  lesions  were 
treated  by  irradiation.  Later  many  of  the 
lesions  which  earlier  would  have  been 
treated  with  irradiation  were  treated  surgi- 
cally. During  this  period  all  lesions  whether 
glottic,  infraglottic  or  supraglottic  were 
treated  with  a total  laryngectomy  if  no  pal- 
pable cervical  nodes  were  present.  During 
this  period,  if  palpable  neck  nodes  were 
present  a total  laryngectomy  with  radical 
neck  dissection  was  done.  During  the  latter 
years  of  this  study,  total  laryngectomy  with 
simultaneous  homolateral  radical  neck  dis- 
sections were  done  on  a few  cases  of  exten- 
sive carcinoma  of  the  larynx  in  which  there 
were  no  palpable  cervical  node  metastases. 

Eighty  cases  of  epidermoid  carcinoma  of 
the  larynx  were  seen  during  the  period  cov- 
ered by  this  study.  Twelve  of  the  patients 
refused  treatment  or  for  some  other  reason 
were  not  treated.  This  left  68  patients  who 
were  treated,  the  results  of  which  will  be 
studied. 

Results  are  classified  as  follows:  (1)  no 
evidence  of  residual  disease  after  five  years; 
(2)  died  of  disease;  (3)  lost  to  follow  up  no 
evidence  of  disease;  (4)  lost  to  follow  up 
with  disease;  (5)  died  of  other  causes  with 
no  evidence  of  disease;  and  (6)  died  of  other 
causes  with  disease. 


Results 

Lesions  of  the  True  Vocal  Cord  (19  cases) 


Treatment  (No.  of  cases) 

NED * 

DOD 

Radiation  (3) 

2 

1 

Laryngofissure  (3) 

3 

Laryngectomy  (10) 

6 

2 

Laryngectomy  & Rad.  Neck  (1) 

1 

Laryngectomy  & Radiation  (1) 

1 

Stripping  vocal  cord  (1) 

1 

DOCNED*  DOCWD*  LTNED * LTWD* 
1 1 


*Code  corresponds  to  the  numerized  designation  noted  in  the  text  classifying  results. 
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SUPRAGLOTTIC  LESIONS  (42  CASES) 

Treatment  (No.  of  cases)  NED  DOD  DOCNED  DOCWD  LTNED  LTWD 

Radiation  (21)  2 18 


Laryngectomy  (8)  5 

Laryngectomy  & Rad.  Neck  (9)  6 

Laryngectomy  & Radiation  (2) 

Lar.  & Neck  & Radiation  (1)  1 

Radiation  and  Rad.  Neck  (1) 

It  is  believed  that  there  is  an  inadequate 
number  of  lesions  of  the  true  vocal  cord 
treated  in  this  series  with  irradiation  or 
laryngofissure  for  a good  evaluation.  How- 
ever, good  results  were  obtained  by  these 
methods  in  this  limited  group  of  cases. 
Laryngectomy  was  effective  in  six  of  eight 
cases  of  carcinoma  of  the  true  vocal  cord  in 
this  series. 

In  this  group  were  many  far  advanced 
lesions  with  palpable  cervical  metastases. 
Radiation  offered  very  few  cures  for  these 
lesions,  whereas  laryngectomy  with  radical 
neck  dissection  salvaged  a considerable 
number.  The  laryngectomies  without  neck 
dissection  in  this  group  were  on  patients 
without  palpable  cervical  node  metastases. 
Nearly  all  of  this  series  of  laryngectomy 
with  radical  neck  dissection  was  done  on 
patients  which  had  already  developed  en- 
larged nodes.  You  can  see  that  various  un- 
usual forms  and  combinations  of  surgery 
and  radiation  were  attempted  on  a few  pa- 
tients with  the  results  v/hich  you  see  there. 

The  number  of  cases  in  this  group  is  in- 
sufficient to  make  accurate  comparison. 

During  the  period  from  1940  through 
1955,  in  which  the  patients  of  these  cases 
which  have  been  presented  were  treated, 
nearly  all  supraglottic  lessions  without  neck 
node  metastases  were  treated  with  total 
laryngectomy  or  irradiation.  It  will  be  of 
value  to  determine  the  results  obtained  on 
these  supraglottic  extensive  lesions  which 
have  not  yet  developed  neck  nodes,  using 


3 

3 

1 1 
1 

total  laryngectomy  with  neck  dissection,  the 
procedure  which  previously  had  been  al- 
lotted only  for  those  extensive  supraglottic 
lesions  which  had  already  developed  palpa- 
ble nodes.  To  evaluate  this  procedure  it 
was  necessary  to  study  patients  who  had 
been  treated  since  1955.  A few  had  been 
treated  as  long  ago  as  five  years  and  the 
five-year  results  can  be  determined.  Several 
others  were  found  from  which  we  can  deter- 
mine the  results  of  treatment  with  this  pro- 
cedure after  three  years.  There  are  16  of 
these  additional  cases  reviewed.  Only  the 
cases  with  no  evidence  of  residual  disease 
are  counted  as  cures.  Patients  which  died 
of  the  disease  or  were  lost  to  follow  up  with 
the  disease  were  counted  as  failures.  Pa- 
tients which  died  of  other  causes  with  no 
evidence  of  disease  or  were  lost  to  follow 
up  with  no  evidence  of  disease  were  not  in- 
cluded in  making  this  particular  evaluation. 

The  following  results  were  obtained: 

Laryngectomy  with  neck  dissection 
proved  to  be  superior  to  laryngectomy  in 
cases  of  supraglottic  carcinoma  of  the 
larynx  which  were  early  enough  so  no  neck 
node  metastases  had  developed.  When  the 
supraglottic  lesion  did  not  extend  beyond 
the  false  cord  or  the  ventricle  a larger  num- 
ber of  these  were  cured  with  total  laryngec- 
tomy than  when  the  lesion  extended  up  be- 
yond this  area,  though  laryngectomy  with 
neck  dissection  still  gave  better  overall  re- 
sults. In  the  more  extensive  supraglottic 
lesions,  that  is  those  that  were  up  above  the 


Treatment  (No.  of  cases) 
Laryngectomy  (4) 

Laryngectomy  & Rad.  Neck  (2) 
Radiation  and  Laryngectomy  (1) 


INFRAGLOTTIC  LESIONS  (7  CASES) 


NED 

DOD 

DOCNED 

3 

1 

1 

1 

1 

DOCWD  LTNED  LTWD 


Supraglottic  Lesions  Without  Palpable  Neck  Nodes 


Specific  Location 

Laryngectomy 

Laryngectomy  & Neck 

( Cures/Failures/% ) 

(Cures/Failures/ % ) 

All  supraglottic  lesions  (5  yrs.) 

5 

/ 

3 

/63% 

3 / 

1 /75% 

All  supraglottic  lesions  (5  and  3 yrs.) 

5 

/ 

4 

/56% 

5 / 

3 /63% 

All  supraglott’c  lesions  above  false  cords  (5  yrs.) 

2 

/ 

3 

/40% 

2 / 

1 /67% 

All  supraglottic  lesions  above  false  cords  (5  and  3 yrs.) 

2 

/ 

4 

/33% 

3 / 

3 /50% 
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false  cords,  such  as  lesions  of  the  arytenoids, 
aryepiglottic  fold,  epiglottis,  piriform  sinus, 
etc.,  the  laryngectomy  radical  neck  dissec- 
tion was  much  superior. 

The  number  of  cases  in  this  report  is  rela- 
tively small,  but  the  results  definitely  seem 
to  be  forming  a trend  similar  to  the  results 
which  were  reported  in  the  literature. 

Conclusions 

In  this  series  of  cases: 

(1)  Laryngectomy  with  simultaneous 
homolateral  radical  neck  dissection  is  the 
treatment  of  choice  in  all  supraglottic  laryn- 
geal epidermoid  carcinomas  regardless  of 
whether  the  lesion  is  early  with  no  palpable 
cervical  node  metastases  or  late  with  palpa- 
ble cervical  node  metastases. 

(2)  Irradiation  was  the  least  effective 
form  of  treatment  in  supraglottic  laryngeal 
carcinomas  either  with  or  without  cervical 
node  metastases. 

(3)  Laryngectomy  with  simultaneous  rad- 
ical neck  dissection  was  relatively  more  ef- 


fective than  total  laryngectomy  alone  as  a 
form  of  treatment  when  the  supraglottic 
lesion  was  more  extensive,  that  is  when  it 
extended  beyond  the  ventricle  and  false 
cords  than  when  the  lesion  did  not  extend 
beyond  the  false  cords. 

(4)  Total  laryngectomy  alone  gives  good 
results  in  epidermoid  carcinoma  confined  to 
the  true  vocal  cord. 
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Clinical  Use  of  Lactic  Dehydrogenase.  R.  J.  Erick- 
son and  D.  R.  Morales,  New  England  J.  Med. 

265:478,  1961. 

Recently,  the  determination  of  serum  glutamic- 
oxalacetic  transaminase  (SGO-T)  was  introduced 
as  a diagnostic  procedure  in  cases  of  myocardial 
infarction.  One  limitation  has  been  that  the  test 
is  positive  for  only  24  to  72  hours  after  the  dam- 
age occurs.  Investigation  of  other  enzymes  led  to 
the  development  of  the  determination  of  lactic 
dehydrogenase  as  a clinical  laboratory  procedure. 
The  increase  in  Serum  Lactic  Dehydrogenase 
(SLDH)  after  myocardial  infarction  has  been  at- 
tributed to  the  release  of  the  enzyme  from  dying 
cells.  A semiquantative  relationship  has  been 
demonstrated  in  50  patients  between  the  release 
of  SLDH  and  the  degree  of  myocardium  damage. 

Lactic  Dehydrogenase  is  an  enzyme  of  the  gly- 
colytic cycle  and  reversibly  catalyzes  the  conver- 
sion of  pyruvate  to  lactate.  During  this  reaction 
diphosphopyridine  nucleotide  (DPNH)  is  utilized 
as  an  oxidizable-reductible  coenzyme  for  the  re- 
action. The  determination  for  SLDH  involves  the 
spectrophotometric  measurement  of  the  rate  at 
which  DPNH  is  oxidized.  Certain  precautions  are 
necessary  in  the  determinations  of  SLDH.  Ery- 
throcytes are  rich  in  the  LDH  and  the  slightest 
hemolysis  can  significantly  elevate  serum  levels  in 
a specimen.  Oxalated  blood  cannot  be  used  for 
SLDH  determinations.  Serum  obtained  from 
clotted  blood  after  1 hour  at  room  temperature 
shows  a 25%  increase  in  LDH.  Therefore  it  is 
imperative  to  separate  the  serum  within  30  min- 


utes after  the  blood  is  drawn  or  to  refrigerate 
promptly.  Because  of  variations  in  procedures, 
the  normal  range  of  values  for  SLDH  will  differ 
for  each  laboratory. 

After  myocardial  infarction  there  is  an  increase 
of  SLDH  of  2 to  10  times  the  normal  value  for  a 
period  of  3 to  4 days.  The  large  rise  makes  the 
SLDH  valid  for  some  smaller  infarcts  in  which  no 
significant  rise  in  SGO-T  can  be  detected.  Fur- 
ther, the  longer  period  with  elevated  levels  gives 
the  assay  an  advantage  as  a diagnostic  test.  Since 
other  conditions  may  produce  a rise  in  SLDH,  a 
single  determination  is  not  specific  for  the  diag- 
nosis of  a myocardial  infarct.  The  rise  and  return 
to  normal  within  approximately  4 to  11  days  is 
generally  considered  to  be  significant  in  this  diag- 
nosis. 

The  rise  and  fall  of  the  enzyme  after  myocardial 
infarct  is  presently  used  in  hospitals  and  research 
centers  as  a valuable  aid  in  diagnosis.  Elevations 
of  the  enzyme  in  anemia  are  of  academic  interest 
and  much  work  has  been  done  to  develop  the 
SLDH  assay  in  the  diagnosis  of  malignant  tumors. 
Because  of  the  number  of  conditions  in  which 
there  may  be  a rise  in  this  enzyme,  increased  diag- 
nostic specificity  by  analysis  of  the  enzyme  com- 
ponents or  isoenzymes  through  electrophoretic,  im- 
munologic, chemical  and  physical  means  promises 
to  increase  the  usefulness  of  this  enzyme  to  both 
the  research  worker  and  practicing  physicians. 
(Abstracted  for  the  Middle  Tennessee  Heart  Asso- 
ciation by  Frank  R.  Blood,  Ph.D.,  Nashville.) 
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The  treatment  under  the  circumstances  outlined  here  may  be  quite  definitive  and  satisfactory.  Proper 
evaluation  of  the  clinical  picture  is  the  primary  requisite. 

Bladder  Neck  Obstruction  In  the 
Younger  Male* 

JOHN  DOUGHERTY,  M.D.,  Knoxville,  Tenn. 


A problem  repeatedly  confronting  the 
urologist  is  the  man  under  50  with  signs 
and  symptoms  of  urinary  obstruction. 

To  have  supportive  information  for  this 
paper  I have  used  my  records  for  the  years 
1959  and  1960.  In  this  group  there  have 
been  153  men  who  were  operated  upon  be- 
cause of  bladder  neck  obstruction.  Of  this 
group  104  were  over  50  and  49  under  50 
years  of  age.  Considering  the  latter  group 
as  a basis  for  this  paper  there  were  49  men 
who  fell  between  the  ages  of  22  and  50. 

The  problem  in  this  age  group  is  complex 
and  has  been  well  stated  by  Dr.  Neal  Davis 
in  the  urologic  section  of  the  Nebraska 
State  Medical  Journal.  To  quote  from  his 
article:  “The  commonest  misconception  is 
the  belief  that  there  can  be  no  prostatic 
obstruction  unless  the  gland  is  palpably  en- 
larged per  rectum.  One  reason  for  the 
frequently  noted  discrepancy  between  size 
per  rectum  and  degree  of  obstruction  is  that 
it  is  not  the  size  of  the  gland  that  is  the 
critical  factor  but  the  degree  of  encroach- 
ment on  the  urethral  lumen.  Another  rea- 
son is  that  enlarged  lobes  are  often  inacces- 
sible to  rectal  examination.  The  expanding 
prostatic  mass  often  herniates  through  the 
bladder  outlet  and  takes  up  a position  inside 
the  bladder  cavity. 

“Another  misconception  is  that  without 
residual  urine  there  can  be  no  significant 
obstruction.  Initially  the  bladder  muscula- 
ture hypertrophies  to  meet  the  increased 
work  load.  After  compensating  for  some 
time,  the  increased  muscle  can  no  longer 
meet  the  demand  of  the  work  load  placed 
on  it  and  decompensation  occurs.  Residual 
urine  then  develops.  A significant  amount 
of  residual  urine  is  therefore  a late  finding 

*Read  at  the  meeting  of  the  Tennessee  Chapter, 
American  College  of  Surgeons,  April  11,  1961, 
Chattanooga,  Tenn. 


resulting  from  long  standing  obstruction. 
Surgical  relief  is  desirable  before  decom- 
pensation develops.'’ 

To  wait  until  there  are  obvious  decom- 
pensatory  changes  may  be  to  encourage  the 
basic  change  that  in  time  will  produce  a 
urologic  cripple.  An  individual  persistently 
symptomatic  may  have  corrective  measures 
carried  out  but  may  never  gain  complete 
relief;  a price  is  paid  for  a half  measure  of 
stability. 

The  symptomatology  is  varied  and  com- 
plex. The  individual  may  notice  little  more 
at  first  than  changes  in  sexual  habits  or  in 
more  extreme  cases  an  annoying  nocturia 
may  bring  the  patient  complaining  that  he 
cannot  get  sufficient  rest  to  carry  on  his 
work. 

The  examination  of  an  individual  present- 
ing himself  with  signs  and  symptoms  of 
bladder  neck  obstruction  has  the  usual  fun- 
damental components  that  cannot  be  side 
tracked  or  glossed  over  lightly.  A thor- 
ough and  properly  taken  history  is  the  first 
extremely  important  service  the  urologist 
offers  the  patient.  A well  done  general 
physical  examination  is  of  equal  impor- 
tance. Emphasis  on  the  genitourinary  por- 
tion of  the  examination  will  add  to  the  con- 
viction of  the  patient  that  the  surgeon  is 
really  interested  in  his  difficulties.  The  old 
axiom  advanced  by  Dr.  Osier  that  “if  you 
don’t  put  your  finger  in  the  rectum  you  are 
apt  to  get  your  foot  in  it”  will  always  be 
true.  At  this  stage  the  patient  is  convinced 
that  the  surgeon  is  really  sincere. 

By  this  time  the  surgeon  may  have 
reached  the  opinion  that  the  patient  has 
bladder  neck  obstruction  and  in  the  usual 
case  he  concludes  that  the  problem  is  one  of 
combined  hypertrophy  and  associated  en- 
largement due  to  prostatitis.  At  this  point 
a period  of  several  weeks  simple  treatment 
to  clear  up  the  infection  is  certainly  justi- 
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fied.  To  do  so  offers  many  advantages.  It 
will  provide  a most  important  opportunity 
to  determine  just  how  much  of  the  obstruc- 
tion is  due  to  glandular  hypertrophy  and 
how  much  is  due  to  infection.  Also  numer- 
ous small  items  necessary  in  the  total  evalu- 
ation of  a patient  will  come  to  light,  partic- 
ularly his  response  to  drugs,  his  status  of 
urinary  control,  his  sexual  ability,  concept 
of  anesthesia,  inhibitions  as  to  transfusion 
and  particularly  the  status  of  his  upper  uri- 
nary tracts.  A proper  estimate  of  the  latter 
can  usually  be  obtained  by  urography. 

Examining  the  prostate  a second  time  is 
almost  always  revealing;  one  gains  more 
conviction,  plus  or  minus,  as  to  that  fear- 
some plague  in  both  the  minds  of  patient 
and  surgeon,  is  the  pain  from  a cancerous 
source,  does  that  isolated  nodule  represent 
abscess  or  neoplasm?  If  there  is  basis  for 
consideration  of  the  latter  how  to  proceed 
without  unduly  exciting  the  suspicion  of  an 
already  conditioned  patient  offers  intriguing 
cogitation.  If,  as  some  investigators  say,  as 
high  as  20%  of  all  men  with  bladder  neck 
obstruction  will  have  cancer  what  reason- 
able steps  may  be  taken  to  settle  this  re- 
sponsibility for  the  patient?  Should  he  be 
told  and  his  fears  greatly  accentuated  that 
he  might  have  cancer,  or  is  it  legitimate  to 
proceed  within  ethical  bounds  but  perhaps 
not  safe  medicolegal  ones  to  try  and  estab- 
lish a correct  diagnosis. 

Procedures  short  of  biopsy  are  usually  so 
unrewarding  as  to  be  unprofitable  to  all 
concerned.  Cytologic  staining  or  discharges 
for  cancer  cells  and  chemical  examination 
of  the  blood,  such  as  phosphatase  determi- 
nations, have  been  abandoned  by  many  and 
are  held  by  some  to  be  of  little  more  than 
academic  interest. 

Presuming  that  the  lesion  is  suspect 
enough  to  warrant  detailed  examination, 
how  should  it  be  done?  Should,  as  some  ad- 
vocate, open  perineal  exposure  be  done  and 
biopsy  made  with  provisions  for  radical 
perineal  extirpation.  Or  should  the  surgeon 
rely  on  what  may  be  truer  biopsy  material 
directly  from  the  nodule  located  posteriorly 
or  at  base  and  which  can  only  be  reached  by 
needle  through  the  perineum  or  through  the 
rectum  by  rongeur.  By  the  latter  methods 
malignant  cells  could  be  planted  in  the  bi- 
opsy channel  as  the  instrument  is  removed 


in  spite  of  destructive  electrocoagulation. 

Just  what  is  one  to  recommend  to  a man 
under  50  in  full  sexual  vigor  with  no  pain 
and  only  a slow  stream  with  occasional  noc- 
turia. The  problem  is  complex  and  fraught 
with  many  pitfalls;  opinions  are  varied  and 
one  extreme  to  the  other  has  its  adherents. 
Possibly  a good  rule  is  to  offer  the  patient 
about  what  you  would  accept  if  it  were  of- 
fered to  you. 

In  my  series,  during  the  years  1959-1960, 
there  were  approximately  6,470  office  visits 
by  male  patients.  There  was  evidence  that 
in  70%,  or  4,529  bladder  neck  symptoms 
were  present  in  one  form  or  another.  Of 
this  group  it  was  concluded  that  the  prob- 
lem was  sufficient  in  153  to  carry  out  sur- 
gery which  was  done.  Forty-nine  in  this 
group  ranged  in  age  from  22  to  50.  Also  in 
this  group  the  predominant  anatomic  le- 
sions in  order  of  frequency  were: 

Hypertrophy — more  than  one  lobe 
Contracture — fibromuscular 
Hypertrophy— nodular 
Hypertrophy — median  bar 
Carcinoma 

All  of  the  cases  were  dealt  with  by  trans- 
urethral resection  except  in  the  cases  of 
cancer. 

Cancer  was  suspected  in  3 cases  and 
proven.  One  of  these  patients  refused  radi- 
cal surgery;  he  was  aged  47  and  stated  that 
he  would  rather  keep  his  erections  and 
maintain  whatever  sexual  life  was  left  to 
him  after  a transurethral  resection  to  give 
an  adequate  channel.  The  other  two,  age 
42  and  49,  accepted  the  advice  to  have  radi- 
cal surgery.  In  one  this  was  done  retro- 
pubically  and  in  the  other  by  the  perineal 
route.  The  testicles  were  left  in  both. 

The  patient  who  refused  operation  has 
done  better  than  the  other  two  the  gland 
has  not  changed  greatly,  a satisfactory 
channel  has  been  maintained,  and  he  is 
happy  with  normal  sexual  activity.  The 
two  who  submitted  themselves  to  radical 
surgery  are  totally  impotent,  one  has  had  a 
recurrance  and  the  other  is  incontinent.  In 
the  latter  the  operation  was  done  by  the 
perineal  route. 

In  the  46  cases  which  represented  benign 
lesions  and  were  relieved  by  endosurgery 
the  results  have  been  very  satisfactory  both 
to  the  patient  and  the  operator.  The  most 
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important  improvement  has  been  voiding 
with  a good  free  stream  and  control  of  the 
infection.  From  a sexual  standpoint  70  pa- 
tients have  stated  that  they  are  better  than 
ever  in  these  respects.  Twelve  have  stated 
that  everything  is  satisfactory  except  that 
the  amount  of  the  ejaculate  has  decreased. 
Fifteen  have  stated  that  they  have  satisfac- 
tory desire,  erections,  and  a sense  of  orgasm 
but  have  no  ejaculate.  Eleven  have  said 
there  has  been  no  change,  and  one  who  was 
impotent  before  operation  has  stated  that  he 
was  better  for  a short  time  afterward  but 
that  after  5 weeks  the  old  impotency  re- 
turned. Following  this  he  improved  while 
away  from  home  but  regressed  again  on  re- 
turn. 

Discussions  and  Conclusions 

This  subject  is  not  presented  as  a basis 
for  conclusions  but  rather  as  an  effort  to 
illustrate  a method  of  caring  for  a rather 
common  urologic  problem.  There  is  nothing 
original  about  it.  The  most  rewarding  diag- 
nostic maneuver  is  urethrocystoscopy  using 


whatever  instrument  is  best  adapted  to  the 
surgeon. 

Preparation  of  the  patient  is  of  prime  im- 
portance. He  should  have  a full  discussion 
of  the  urinary  and  also  sexual  aspects:  i.e., 
urinary  control  and  changes  to  be  expected 
in  his  abnormal  function;  he  should  be  told 
there  may  be  sexual  changes  such  as  loss  of 
ejaculation  and  possible  sterility.  However, 
here  as  in  other  fields  of  surgery  no  definite 
promises  should  be  made.  The  patient  and 
his  nearest  kin,  particularly  his  wife,  should 
be  given  a thorough  understanding  of  the 
trouble,  the  method  of  correction,  and  the 
possible  results.  A much  more  satisfied  pa- 
tient is  one  who  makes  up  his  own  mind  to 
undergo  operation  and  particularly  one 
with  the  realization  that  he  must  share  in 
the  responsibility. 

Patients  with  urinary  obstruction  can 
gain  rewarding  relief  and  become  grateful 
satisfied  individuals  after  an  endosurgical 
procedure  to  relieve  their  bladder  neck  ob- 
struction. 


Colorado  Troubles:  Benefits  under  Colorado’s 
medical  care  program  for  the  aged  were  sharply 
curtailed  after  legislature  refused  to  appropriate 
$1  million  to  keep  plan  out  of  the  red.  Constitu- 
tional amendment  set  $10  million  yearly  limit  on 
plan  for  52,000  pensioners  covered.  Program 
faces  a fiscal  1961  deficit  of  $600,000.  (A.M.A. 

News.) 

Health  Spending:  Nearly  $1  billion  a year  is 
spent  in  U.S.  on  construction  of  hospitals,  nursing 
homes,  other  health  facilities,  Health  Insurance 
Institute  reports.  Of  this  amount,  58%  comes 
from  private  sources,  25%  from  state  and  local 
governments,  17%  from  federal  government. 
(A.M.A.  News.) 


Surgery  Fees 

Physicians  performed  surgery  for  free  or 
charged  greatly  reduced  rates  in  7%  of  all  sur- 
gical procedures  reported  in  a survey  by  Health 
Information  Foundation. 

The  survey  showed  that  the  gross  total  fee  was 
$200  or  more  in  23%  of  the  procedures  reported; 
$100  to  $199  in  30%;  and  less  than  $100  in  35%. 
Size  of  the  fee  was  not  determined  in  5%  of  the 
cases. 

Specialists  in  surgery  performed  77%  of  the 
operations  where  the  fee  was  between  $100  and 
$199  and  84%  of  the  procedures  where  the  fee 
was  $200  or  more.  (A.M.A.  News.) 
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Methodist  Hospital,  Memphis,  Tennessee 
Diffuse  Pulmonary  Interstitial  Fibrosis 
(Hamman-Rich) 

A 56  year  old  white  married  man,  transit 
foreman  for  a cotton  compression  and  ware- 
house company,  was  admitted  to  this  hos- 
pital three  times  over  a period  of  seven  and 
one-half  years. 

He  was  first  seen  here  at  the  age  of  48  with  an 
episode  of  “acute  bronchitis”;  bronchograms  were 
made  and  revealed  “bronchospastic  changes,  es- 
pecially in  the  lower  lobe  of  the  left  lung.”  He 
apparently  responded  well  to  treatment  and  was 
followed  periodically  as  an  outpatient;  2 years 
later  he  was  reported  doing  well  on  periodic  anti- 
biotics and  ammonium  chloride.  He  had  stopped 
smoking  and  had  gained  about  30  pounds.  His 
only  complaint  was  slight  dyspnea  on  exertion. 
There  was  no  hemoptysis  and  no  wheezes.  Physi- 
cal examination  and  fluoroscopy  were  normal.  His 
vital  capacity  was  3400  cc. 

Four  years  after  first  admission,  now  aged  52, 
he  stated  that  his  general  health  had  remained 
good,  but  he  was  having  some  chronic  cough  with 
production  of  sputum.  Examination  in  his  doctor’s 
office  revealed  a T.  of  99.2°F.  with  B.P.  of  132/88. 
There  was  an  occasional  extrasystole  and  a sys- 
tolic murmur  at  the  apex.  While  no  abnormal 
physical  findings  were  described  in  the  lungs,  his 
vital  capacity  was  now  2900  cc.  slow  and  2700  cc. 
fast. 

He  apparently  did  well  for  the  next  3 years, 
then  presented  himself  with  a history  of  “fever, 
cough,  and  thick  sputum”  unimproved  by  “anti- 
biotics and  shots.”  These  symptoms  had  been 
present  for  about  a month.  He  was  now  having 
frequent  dyspnea,  wheezing,  and  insomnia  due  to 
coughing.  He  had  lost  no  weight.  There  were 
now  rales  in  the  right  base.  The  vital  capacity 
was  2700.  He  was  admitted  to  the  hospital.  T. 
was  99.3°F.  with  a P.  of  80,  R.  20,  and  B.P.  130/60. 
Moist  rales  were  described  now  in  both  lung  fields, 
especially  in  the  right  base.  There  was  a normal 
sinus  rhythm.  A systolic  murmur  was  again  de- 
scribed, best  heard  in  the  second  intercostal  space 
at  the  border  of  the  sternum.  Urinalysis  was 
within  normal  limits.  A hematocrit  was  42%. 
Total  leukocytes  were  10,100  with  73%  segmented 
neutrophils  and  27%  lymphocytes.  Another  chest 
film  was  reported:  “Radiographic  findings  favor 
pulmonary  congestion.  A patchy  pneumonitis  at 
the  right  base  cannot  be  excluded.”  Bronchoscopy 
revealed  no  abnormalities  and  bronchial  washings 
showed  no  tumor  cells.  On  the  2nd  hospital  day 
he  was  begun  on  chloramphenicol;  he  had  previ- 
ously received  penicillin  and  expectorants.  He 
appeared  to  improve,  although  slowly.  On  the 


3rd  hospital  day,  his  temperature  fell  to  normal 
and  remained  normal.  On  the  8th  day,  he  was 
discharged. 

Over  the  next  2 weeks  he  showed  little  im- 
provement. He  continued  coughing  and  remained 
in  bed  most  of  the  time.  There  was  persistent 
density  in  the  right  base  with  rales  and  pain  not 
responding  well  to  triacetyloleandomycin,  expec- 
torants, and  postural  drainage. 

Because  of  poor  response,  he  was  hospitalized 
the  third  time.  His  T.  was  now  97.6°F.;  physical 
findings  otherwise  showed  no  significant  change. 
Bronchograms  on  the  day  following  admission 
were  described  as  showing  “.  . . broncholuminal 
irregularity  throughout  the  right  lung  consistent 
with  chronic  bronchial  disease.  Similar  changes 
appear  to  involve  the  basalar  segmental  bronchi 
on  the  left.”  Bronchoscopy  revealed  no  tumor; 
washings  were  reported  “Atypical  cells  present, 
probably  not  tumor.”  An  EKG.  was  normal. 

On  the  6th  hospital  day,  resection  of  the  lower 
lobe  of  the  right  lung  was  performed.  There  were 
extensive  fibrous  pleural  adhesions.  (Fig.  1-A) 


Fig.  1 - A.  Surgically  resected  specimen.  (S59-9271). 
Proliferation  of  alveolar  lining  cells  with  slight 
nuclear  atypia  (lower  left  field).  A cluster  of 
chronic  inflammatory  cells  lies  in  the  alveolar  lu- 
men. Throughout  the  field,  fibroblasts  and  lypmho- 
cytic  aggregates  are  conspicuous. 

Many  nodules  with  diameters  of  0. 2-1.0  cm.  were 
described  scattered  over  all  lobes  and  the  lower 
lobe  was  particularly  nodular.  The  volume  of  the 
lower  lobe  was  estimated  as  half  of  normal.  The 
prosector  describing  the  specimen  remarked 
“.  . . moderate  dilatation  of  all  bronchi,  especially 
in  the  subpleural  portions.  . . . All  segments  show 
nearly  uniform  consolidation,  the  lung  parenchyma 
being  composed  of  firm,  yellowish-gray  to  gray- 
ish-white, mottled  tissue.”  (Fig.  1-B)  Anatomic 
diagnoses  were:  “Bronchiectasis,  marked;  with  in- 
volvement of  all  segments.  Focal  squamous  meta- 
plasia of  bronchial  epithelium.  Chronic  pneumo- 
nitis. Focal  fibrosis  of  lung.  Lymphocytic  aggre- 
gates in  pleura  and  in  wall  of  bronchus.”  He 
was  continued  on  chloramphenicol  after  operation 
and  appeared  to  improve  over  the  next  week,  but 
then  showed  temperature  elevations  in  the  after- 
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Fig.  1-B.  Surgical  specimen  (S59-9271  ).  Sclerotic 
pulmonary  arteriole  in  upper  left  of  field.  Ob- 
literation of  adjacent  alveoli  by  advanced  fibrotic 
process. 

noon  as  high  as  102°F.,  falling  in  the  evening  to 
99  or  100°F.  Chest  films  were  several  times  re- 
ported as  revealing  “.  . . heavy  reticular  markings 
in  both  lung  fields.”  Many  sputum  cultures  for 
acid  fast  bacilli  and  fungi  were  unrevealing. 
Pseudomonas  aeruginosa  and  E.  coli  along  with 
gamma  hemolytic  streptococcus  were  reported  in 
cultures  for  pyogens.  These  were  sensitive  to 
many  antibiotics.  A wide  range  of  antibiotics  and 
sulfadiazine  were  given,  but  with  no  apparent 
permanent  benefit.  Rales  persisted  over  the  right 
lung  and  later  appeared  over  the  left  lung.  His 
course  was  complicated  by  obstructive  uropathy, 
thought  to  be  due  to  benign  hyperplasia  of  the 
prostate  gland  with  a distended  urinary  bladder 
compressing  a pelvic  kidney  and  producing  renal 
colic.  This  was  brought  under  control.  Some  6 
weeks  after  lobectomy,  his  temperature  had  fallen, 
with  afternoon  elevations  of  1°F.  or  less.  It  was 
thought  that  this  might  be  a response  to  novobio- 
cin, but  he  continued  producing  purulent  sputum 
and  remained  dyspneic. 

On  about  the  56th  postoperative  day,  he  began 
a strikingly  deteriorating  course.  Fibrotic  infil- 
trates had  persisted  in  both  lungs,  and  there  were 
continuing  rales  with  increasing  dyspnea  and  chest 
pain.  Afternoon  temperatures  of  102°F.  reap- 
peared. On  the  59th  postoperative  day,  he  sud- 
denly expired. 

Discussion 

DR.  ORIN  BUTTRICK:  I should  like  to 
ask  that  the  x-ray  pictures  be  presented 
now,  please. 

DR.  HOLLIS  HALFORD:  I have  selected 
a series  of  films  from  this  man’s  folder;  the 
study  spans  a period  of  6 years  and  5 months. 
Films  from  1954,  1956,  and  1957  show  gradu- 
ally increasing  markings,  very  nonspecific. 
In  1959  there  begins  a heavy  reticular  pat- 


tern, with  mottled  density  particularly  in 
the  lower  lobe  of  the  right  lung.  Close-up 
examination  of  this  film  reveals  very  fine 
nodular  densities  throughout  both  lungs. 
Bronchograms  were  made  at  about  this 
same  time.  Then  beginning  in  December  of 
1959  and  on  through  the  last  film  in  Febru- 
ary of  1960,  changes  in  the  lungs  seem  to  be 
progressive,  and  more  prominent;  the  fine 
nodules  seem  to  become  coalescent.  There 
are  areas  of  reticular  strand  density,  with 
more  fine  nodules.  The  pattern  appears  on 
x-ray  to  be  predominantly  that  of  a fibros- 
ing process. 

DR.  BUTTERICK:  We  are  then  confronted 
with  a patient  in  his  sixth  decade,  who  has 
a history  of  recurrent  respiratory  infection 
over  a long  period,  well  controlled  and  with 
little  apparent  progression  until  the  onset 
of  a febrile  illness  with  evidence  of  a right 
lower  lobe  infiltrate  about  four  months 
prior  to  his  death. 

This  final  illness  was  one  of  progressive 
deterioration,  with  only  brief  periods  of  im- 
provement which  were  associated — at  least 
in  respect  to  time — with  the  administration 
of  antibiotics.  We  are  led  to  believe  that 
this  is  primary  pulmonary  disease,  or  at 
least  disease  primarily  affecting  the  lung, 
by  the  fact  that  only  brief  mention  is  made 
of  abnormalities  and  symptoms  relative  to 
other  organs.  First  there  is  the  brief  descrip- 
tion of  a changing  systolic  heart  murmur; 
second  is  the  occurrence  of  an  episode  of 
obstructive  urinary  tract  disease  in  the  post- 
operative period.  The  course  of  this  patient’s 
illness  up  until  the  time  of  surgery  was  not 
at  all  unusual:  recurrent  episodes  of  acute 
bronchitis,  leading  to  bronchographically 
demonstrable  chronic  bronchial  disease,  and 
superimposed  bacterial  pneumonitis  which 
failed  to  clear  with  conservative  therapy. 
The  possibility  of  neoplasm  was  undoubt- 
edly considered,  but  the  absence  of  a mass 
on  x-ray  and  normal  findings  on  bronchos- 
copy were  reassuring.  The  surgical  find- 
ings of  multiple  nodules  throughout  the 
right  lung  is  the  first  indication  of  the  possi- 
bility of  a more  obscure  diagnosis.  How- 
ever, the  pathologic  description  is  one  which 
would  be  consistent  with  the  disease  process 
already  mentioned.  It  is  only  in  the  com- 
plicated postoperative  course  that  the  diag- 
nostic problem  becomes  evident.  There  is 
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no  indication  of  a postoperative  complica- 
tion such  as  empyema  or  bronchopleural 
fistula.  The  possibility  of  a postoperative 
pneumonia  due  to  a resistant  organism  can 
be  ruled  out  by  the  culture  report  of  sensi- 
tive bacteria.  It  is  therefore  concluded  that 
the  terminal  disease  originated  prior  to  sur- 
gery, and  was  either  of  such  non-specific 
character  that  tissue  findings  were  not  diag- 
nostic, or  that  changes  were  sufficiently  sub- 
tle or  rare  as  to  make  diagnosis  difficult 
pathologically,  as  well  as  clinically.  To  fur- 
ther compound  the  problem,  this  unknown 
disease  may  have  been  of  such  chronic  na- 
ture as  to  have  been  present  over  a period 
of  over  seven  and  one-half  years;  or  so 
acute  as  to  have  resulted  in  death  over  a 
period  of  four  months. 

Of  the  bacterial  pneumonias,  only  Fried- 
lander’s  and  staphylococcus  pneumonias 
might  be  so  chronic.  Predeliction  for  upper 
lobe  and  mid-lung  field  involvement,  as 
well  as  cavity  formation  by  the  former,  and 
negative  culture  studies,  as  regards  to  both, 
would  tend  to  eliminate  these  from  consid- 
eration. Superinfection  of  a more  common 
pneumonia  by  E.  coli  and  Pseudomonas 
aeruginosa  might  well  occur,  but  as  these 
organisms  were  antibiotic  sensitive,  response 
to  therapy  would  be  expected.  Evidence  of 
terminal  bronchopneumonia,  however,  will 
undoubtedly  be  present. 

The  development  of  wheezing  and  partic- 
ularly of  localized  wheezing  in  a patient 
past  the  age  of  forty,  should  always  suggest 
the  possibility  of  bronchogenic  carcinoma. 
Pneumonia  which  fails  to  clear  completely 
following  therapy  is  equally  suggestive  of 
pulmonary  tumor.  We  have  in  this  patient 
not  only  negative  diagnostic  studies,  but 
also  negative  pathologic  studies  of  the  right 
lower  lobe.  The  possibility  of  alveolar  cell 
carcinoma  cannot  be  discounted  quite  so 
easily.  This  tumor,  which  is  presumed  to 
arise  from  epithelial  cells  of  the  alveolus, 
frequently  presents  as  a localized  lesion  on 
x-ray  but  may  appear  with  a much  more 
diffuse  pattern.  The  symptoms  are  pre- 
dominantly cough,  dyspnea,  and  chest  pain. 
The  sputum  is  typically  profuse  and  watery, 
but  may  be  purulent  when  secondary  infec- 
tion occurs.  Although  asymptomatic  early, 
the  course  is  typically  rapid  when  dyspnea 
develops,  and  death  is  due  to  diffuse  alve- 


olar destruction  with  resulting  asphyxia.  As 
lymphatic  invasion  and  distant  metastasis 
are  rare,  spread  is  thought  to  occur  by  in- 
trabronchial  dissemination.  Although  the 
pathologic  picture  is  usually  quite  typical, 
confusion  with  bronchial  epithelial  meta- 
plasia is  mentioned  in  the  Armed  Forces 
Fascicle  of  Tumor  Pathology. 

The  x-rays  and  clinical  picture  are  com- 
patible with  lymphangitic  metastases,  most 
commonly  seen  with  carcinoma  of  the  ter- 
minal colon  and  prostate.  Although  we 
have  evidence  of  urinary  tract  disease,  this 
was  apparently  of  brief  duration.  Investi- 
gation of  this  problem  as  well  as  a negative 
pathologic  specimen,  makes  this  an  unlikely 
possibility. 

The  mention  of  congestive  changes  by 
x-ray  always  suggests  the  possibility  of  un- 
derlying cardiac  disease,  and  it  is  indeed 
important  in  any  obscure  lung  disease.  The 
course  described  is  compatible  with  recur- 
rent embolic  phenomena  with  superimposed 
infection,  even  in  the  absence  of  an  obvious 
site  of  origin.  However,  pathologic  study  of 
the  resected  specimen  should  have  been 
diagnostic. 

Of  the  granulomatous  infections,  tuber- 
culosis can  be  eliminated  by  negative  spu- 
tum studies  as  well  as  by  negative  patho- 
logic study.  Histoplasmosis  and  other  my- 
cotic diseases,  however,  are  at  times  cultured 
with  great  difficulty  and  require  intensive 
search  pathologically.  Results  of  skin  tests 
and  any  serologic  studies  are  not  available 
to  us.  We  must  assume  that  diligent  search 
was  made,  and  thereby  eliminate  specific 
granulomata  from  consideration. 

Many  physical  and  chemical  agents  can 
give  the  clinical  picture  presented.  The 
most  important  diagnostic  point  in  such  dis- 
eases is  the  history  of  exposure  requiring 
direct  question  as  to  the  use  of  mineral  oil 
and  exposure  to  specific  dusts.  The  only 
suggestion  given  is  exposure  to  dust  and  lint 
in  cotton  compressing.  Byssinosis  is  a dis- 
ease involving  heavy  exposure  to  cotton 
dust,  which  is  much  more  likely  to  occur  in 
a ginner,  or  in  workers  in  factories  handling 
unbaled  cotton.  It  is  an  unlikely  possibility 
in  this  case. 

The  prolonged,  relatively  asymptomatic 
history  suggests  the  possibility  of  sarcoido- 
sis. Typically,  we  should  expect  to  see  early 
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enlargement  of  the  hilar  nodes,  with  grad- 
ual development  over  a period  of  years,  of 
pulmonary  infiltrate  radiographically.  Al- 
though secondary  infection  can  confuse  the 
picture,  one  would  ordinarily  not  expect  the 
marked  clinical  symptoms  accompanying 
the  progressive  x-ray  changes  as  in  this  pa- 
tient. Although  there  is  some  suggestion  of 
hilar  adenopathy  on  the  early  films,  this  is 
certainly  minimal.  In  addition,  the  patholo- 
gist fails  to  describe  the  rather  typical  hard 
tubercles  seen  in  this  disease.  Bronchiec- 
tasis is  seen  only  rarely  in  sarcoidosis. 

Increasing  mention  of  the  pulmonary 
manifestations  of  “collagen  diseases”  has 
appeared  in  recent  literature.  That  pleural 
and  pericardial  manifestations  are  common 
in  disseminated  lupus  erythematosus  is  well 
known.  But  the  occurrence  of  pulmonary 
parenchymal  infiltrate  in  this,  as  well  as  in 
periarteritis  nodosa  and  in  scleroderma,  has 
been  less  frequently  recognized.  The  ab- 
sence of  multiple  system  symptoms,  especi- 
ally of  renal  symptoms,  is  probably  signifi- 
cant. Eosinophilia  is  absent.  However,  the 
pathologic  picture  in  the  lungs  presents  a 
difficult  interpretation,  although  vascular 
changes  would  have  been  expected.  Skin 
and  muscle  biopsy,  as  well  as  studies  for 
lupus  erythematosus  cells,  might  have  been 
of  value. 

Rare  diseases  producing  pulmonary  infil- 
tration which  must  be  considered,  are  dif- 
fuse non-specific  pulmonary  fibrosis  (the 
Hamman-Rich  syndrome),  eosinophilic  gran- 
uloma, plasma  cell  pneumonia,  and  alveolar 
porteinosis.  The  diagnosis  of  such  disorders 
involves  clinical  and  x-ray  evidence  as  dem- 
onstrated in  this  patient,  but  accurate  diag- 
nosis depends  upon  pathologic  interpreta- 
tion of  the  biopsy  specimen.  Of  these  dis- 
eases, the  Hamman-Rich  syndrome  most 
accurately  follows  the  course  described  for 
this  patient.  Pathologically,  interstitial  fi- 
brosis is  prominent,  as  well  as  marked  hy- 
perplasia of  cells  lining  alveoli  and  terminal 
bronchioles.  Death  results  from  alveolar- 
capillary block  with  progressive  dyspnea 
and  usually  with  marked  cyanosis.  The  pa- 
tient is  particularly  prone  to  recurrent  re- 
spiratory tract  infections.  Helpful  findings, 
not  mentioned  in  the  protocol,  would  be  the 
development  of  cyanosis,  electrocardio- 
graphic evidence  of  pulmonary  hyperten- 


sion, and  the  development  of  polycthemia. 

Finally,  we  must  consider  the  possibility 
of  malignant  lymphoma.  Hodgkin’s  disease 
and  lymphocytic  lymphosarcoma  are  the 
two  most  commonly  found  involving  the 
lung.  Although  these  usually  are  present  as 
mass  mediastinal  lesions,  parenchymal  in- 
volvement does  occur.  The  well  known 
tendency  to  a febrile  course  as  described 
here  would  support  such  a diagnosis.  The 
absence  of  evidence  of  prominent  hilar 
nodes  is  against  such  a diagnosis.  However, 
we  cannot  eliminate  this  possibility  with 
the  information  given. 

In  summary,  we  have  a clinical  picture 
which  could  be  explained  by  many  diseases; 
one  in  which  final  diagnosis  would  usually 
be  sought  by  tissue  section  and  cultural 
study.  In  the  absence  of  this,  my  diagnosis 
can  only  be  given  as  an  opinion.  I feel  that 
this  patient  most  probably  had  chronic 
bronchitis  for  many  years  and  developed 
without  association,  the  Hamman-Rich  syn- 
drome, approximately  four  months  prior  to 
his  death. 

DR.  HELEN  PRIETO:  Thank  you  Dr. 
Butterick.  This  case  is  open  for  discussion. 

DR.  CHARLES  B.  McCALL:  I saw  this 
patient  in  consultation  and  remember  him 
well.  I shall  make  only  a few  comments 
as  little  can  be  added  to  the  thorough  dis- 
cussion by  Dr.  Butterick.  Clinically,  I felt 
that  this  man  showed  several  things  that  fit 
Dr.  Butterick’s  diagnosis.  One  was  his  rela- 
tive lack  of  physical  findings.  His  lungs 
were  relatively  clear.  Physical  findings 
were  limited  to  rales  on  occasion  and  these 
varied.  Even  with  forced  expiration  there 
was  an  absence  of  wheezing  which  would 
indicate  significant  expiratory  obstruction. 
There  were  no  function  studies  done  other 
than  the  vital  capacity.  On  one  occasion 
the  protocol  tells  us  he  had  a slow  and  fast 
vital  capacity  and  we  note  that  the  fast  was 
slightly  less  than  the  slow  vital  capacity. 
This  would  tend  to  indicate  some  trapping 
and  possible  expiratory  obstruction,  but 
this  is  only  one  determination  and  it  is  not 
marked.  When  I first  saw  the  patient  this 
was  not  present  on  physical  examination. 
This  leaves  the  lung  fields  virtually  free  of 
signs  other  than  a few  rales.  He  was  tachy- 
pneic  at  rest  and  had  tachycardia.  As  I 
recall,  he  was  not  cyanotic  at  rest  initially, 
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but  terminally  did  become  cyanotic.  It  is 
of  some  importance  that  with  the  adminis- 
tration of  oxygen  his  tachypnea  and  tachy- 
cardia diminished  markedly  and  his  cyano- 
sis cleared.  At  one  point  he  was  quite  com- 
fortable at  rest  but  very  little  exercise 
caused  a marked  increase  in  all  these  find- 
ings as  well  as  his  dyspnea.  It  was  because 
then  of  the  rather  characteristic  picture  of 
symptoms  and  x-ray  findings  out  of  propor- 
tion to  physical  findings,  tachypnea,  rather 
marked  worsening  with  exertion,  and  good 
response  to  oxygen  that  we  felt  there  was 
an  interstitial  pulmonary  process  resulting 
in  the  alveolar-capillary  block  syndrome. 
With  this  in  mind  we  reviewed  the  tissue 
sections.  I might  add  that  if  pulmonary 
function  studies  had  been  available  we 
would  have  anticipated  that  they  would 
have  shown  a decreased  lung  volume.  As 
we  have  seen  the  vital  capacity  decreased 
from  3400  to  2600  cc.  Characteristically,  the 
maximum  breathing  capacity  would  be  ex- 
pected to  be  normal,  or  if  reduced,  not  re- 
duced to  the  same  degree  as  the  vital  ca- 
pacity. These  patients  characteristically 
hyperventilate  at  rest.  Various  partial  ex- 
planations have  been  proposed.  I have  al- 
ways interpreted  the  hyperventilation  as  an 
attempt  to  raise  the  alveolar  partial  pres- 
sure oxygen  by  lowering  the  alveolar  par- 
tial pressure  of  carbon  dioxide.  Classically 
there  is  then  a low  blood  carbon  dioxide 
and  an  elevated  pH.  Recent  studies  have 
shown  that  hyperventilation  is  in  many 
cases  enlarged  partly  due  to  an  increase  in 
physiologic  dead  space  making  alveolar  ven- 
tilation either  normal  or  increased.  If  the 
physiologic  dead  space  is  increased  carbon 
dioxide  may  be  normal.  If  the  dead  space 
is  near  normal,  the  C02  may  be  decreased 
at  rest.  The  maximum  diffusing  capacity 
is  reduced  in  such  patients  because  not  only 
is  there  an  increased  barrier  to  the  diffusion 
of  oxygen  from  the  alveoli  to  the  red  cell, 
but  there  may  also  be  a decrease  in  the  pul- 
monary vascular  bed.  There  is  little  ques- 
tion of  the  patho-physiologic  diagnosis  of 
alveolar-capillary  block  syndrome.  Mem- 
brane difficulty  (that  is,  alveolar-capillary 
block)  can  be  discussed  at  length,  but  we 
need  not  pursue  this  further  except  as  it 
applies  to  idiopathic  pulmonary  fibrosis.  I 
think  in  this  case  it  can  well  be  called 


Hamman-Rich  syndrome.  This  can  even  be 
applied  if  we  use  the  original  definition  of 
Hamman  and  Rich  describing  a disorder 
characterized  by  the  rather  acute  onset  of 
a pneumonic  episode  with  a rapid  progres- 
sive deterioration  resulting  in  death  in  a 
relatively  short  period  of  time.  It  has  been 
further  enlarged  subsequently  to  include 
more  chronic  processes  though  this  man  fits 
the  original  description  of  the  Hamman- 
Rich  syndrome. 

DR.  PRIETO:  I should  like  to  ask  Dr.  Mc- 
Call if  he  has  any  detailed  information  on 
the  manner  of  death  in  this  case. 

DR.  McCALL:  No,  I was  not  present  at 
the  time  of  death,  although  as  I recall  he 
did  die  rather  suddenly.  He  had  complained 
of  chest  pain,  which  may  have  been  due  to 
pulmonary  hypertension.  Terminally,  these 
patients  do  have  pulmonary  hypertension. 
There  was  nothing  to  suggest  coronary  ar- 
tery disease.  Of  course  an  arrythmia  is 
possible  in  the  presence  of  severe  anoxia. 

DR.  PRIETO:  I asked  this  question  re- 
membering the  patient  discussed  last  year; 
his  course  terminated  in  a respiratory 
death,  although  he  suddenly  stopped  breath- 
ing, the  heart  beat  persisted  for  some  time. 
In  the  case  under  discussion  tonight,  the 
clinical  impression  recorded  on  the  chart 
was  “ventricular  fibrillation.”  As  Dr.  Mc- 
Call has  pointed  out,  this  may  have  been  a 
complication  of  anoxia. 

Is  there  any  further  discussion?  If  not, 
I should  like  to  present  the  anatomic  find- 
ings. The  diagnosis  of  diffuse  interstitial 
fibrosis  of  the  lungs  was  actually  made  ante- 
mortem, but  only  after  the  surgical  speci- 
men was  reviewed  with  all  other  pertinent 
data  on  hand. 

Post  mortem  examination  was  limited  to 
thorax.  The  left  lung  weighed  900  Gm.; 
the  remaining  middle  and  lower  lobes  of 
the  right  lung  weighed  490  Gm.  Both 
showed  the  changes  previously  described  in 
the  surgically  resected  specimen,  suggestive 
of  a diffuse  fibrotic  process  with  obliteration 
of  normal  alveolar  markings  and  with  some 
bronchiectasis  in  all  segments.  (Fig.  2.) 
In  neither  lung,  however,  was  the  fibrotic 
change  as  marked  as  in  the  surgical  speci- 
men. The  heart  weighed  550  Gm.  with  an 
enormously  thickened  right  ventricle.  There 
was  a nondeforming  but  moderately  calci- 
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Fig.  2.  Autopsy  specimen  (A60-33).  Suppurative 
bronchopneumonia  superimposed  upon  interstitial 
fibrosis.  Some  alveoli  are  obliterated;  the  remain- 
ing ones  contain  purulent  exudate. 

fied  endocardial  sclerosis  of  the  aortic  valve 
which  might  account  for  the  systolic  mur- 
mur described  several  times  during  his 
course.  It  is  not  likely  that  the  terminal 
episode  of  ventricular  fibrillation  was  on 
any  basis  other  than  a physiologic  one; 
there  was  virtually  no  coronary  arterioscle- 
rosis and  the  myocardium  was  entirely  nor- 
mal. There  was,  however,  a tiny  thrombus 
in  one  arteriole  of  the  myocardium. 

This  is  the  third  case  of  diffuse  inter- 
stitial fibrosis  of  the  lungs  seen  in  this  hos- 
pital in  the  past  fourteen  months.  Our  ana- 
tomic diagnosis  refers  to  the  structural 
change  in  the  Hamman-Rich  syndrome. 
Peabody  and  others  believe  that  “diffuse 
interstitial  fibrosis  and  pneumonitis”  is  a 
more  appropriate  term. 

Only  a few  years  ago  this  was  thought  to 
be  a very  rare  entity.  As  more  cases  are 
reported,  it  appears  that  it  is  not  so  uncom- 
mon as  supposed.  I believe  that  when  it  is 
possible  to  review  postmortem  material  in 
this  hospital,  it  will  become  apparent  that 
some  of  the  cases  called  “marked  pulmo- 
nary fibrosis”  or  “multifocal  fibrosis”  have 
actually  been  involved  in  the  Hamman- 
Rich  syndrome.  If  clinical  and  roentgeno- 
logic data  are  available  in  such  cases,  we 
may  very  well  find  that  we  have  been  see- 
ing several  each  year. 

The  history  of  this  entity  is  worth  men- 
tioning. There  is  not  yet  evidence  that  the 
Russians  first  discovered  it  in  1812.  It  is 
usually  said  that  Hamman  and  Rich  pre- 
sented the  first  cases  in  1944.  This  is  not 


quite  true;  their  original  article,  including 
a summary  of  3 cases,  first  appeared  in 
1935.  Nine  years  later,  in  1944,  they  pre- 
sented a more  complete  and  really  classical 
description  of  clinical,  roentgenologic,  and 
anatomic  findings.  By  this  time  a fourth 
case  had  been  added  to  the  original  three. 
By  1953,  a total  of  21  cases  could  be  found 
in  the  literature.  In  1958  a total  of  5 had 
been  recognized  on  lung  biopsy,  but  again 
the  diagnoses  were  augmented  by  clinical 
information.  In  1958  the  Czechoslovakians 
reported  7 cases  identified  over  eight  years. 
Not  being  able  to  read  Czechoslovakian,  I 
do  not  know  how  thoroughly  substantiated 
these  are.  The  others  certainly  appear  to 
have  been  placed  in  the  proper  category 
diagnostically.  At  present,  so  far  as  I can 
determine,  the  total  number  of  positively 
proved  cases  to  be  found  in  the  literature 
is  well  under  two  hundred.  The  cases  seen 
in  this  hospital  recently  certainly  seem  to 
have  been  accurately  called.  If  this  is  so, 
the  general  incidence  should  be  higher. 
Whether  the  syndrome  is  not  being  recog- 
nized or  simply  not  being  reported,  I do  not 
know. 

The  cause  of  this  disease  has  not  been  de- 
termined. Viruses  have  been  implicated 
and  while  it  is  true  that  some  cases  have 
appeared  to  follow  “viral  pneumonia”  or 
“influenza,”  no  substantial  evidence  has  ap- 
peared. Inclusion  bodies  have  not  been 
identified.  As  Dr.  Butterick  mentioned, 
some  investigators  have  felt  that  the  alve- 
olar proliferation  is  suggestive  of  viral  ori- 
gin, but  the  same  change  can  be  induced 
with  many  types  of  irritant.  Dr.  Steffee 
could  probably  tell  you  at  some  length 
about  the  various  agents  which  will  produce 
much  the  same  picture  in  mice.  Sensitivity 
reaction  has  been  suspected,  but  again  there 
is  no  definite  evidence;  some  such  cases 
have  finally  been  found  to  be  dermatomyo- 
sitis,  scleroderma,  and  polyarteritis  nodosa. 
This  cannot  be  called  Hamman-Rich  syn- 
drome. The  possible  role  of  chemical  irri- 
tants has  not  been  thoroughly  explored,  but 
data  at  present  are  disappointing.  One  case 
has  been  described  in  association  with  pred- 
nisolone therapy  for  hypertension,  but  a 
true  cause-effect  relationship  is  not  appar- 
ent. 

At  one  time  it  was  thought  that  this  was 
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a very  acute  and  fulminating  type  of  dis- 
ease. More  lately,  it  is  thought  that  there 
are  probably  in  addition  chronic  and  inter- 
mediary forms. 

The  pathologic  anatomy  is  aptly  sum- 
marized in  the  diagnostic  term.  Assuming 
that  the  essential  lesion  is  interstitial  fibrous 
proliferation  with  ultimate  alveolar  oblit- 
eration, the  anatomic  appearance  of  the 
lung  will  be  in  proportion  to  the  stage  of 
the  process.  In  advanced  diffuse  fibrosis, 
it  is  quite  easy  to  predict  the  gross  appear- 
ance of  the  lung.  Weight  is  increased  and 
so  is  opacity.  Moisture  of  the  tissue  is  usu- 
ally uniformly  decreased,  although  in  some 
cases  some  degrees  of  edema  and/or  exuda- 
tion have  been  conspicuous.  In  either  case, 
reduction  of  crepitation  necessarily  follows 
the  compromise  of  alveoli.  Such  lungs  have 
been  described  by  a wide  variety  of  terms, 
ranging  from  “cirrhotic”  to  “livery.”  The 
former  term  suggests  nodularity  in  addition 
to  fibrosis  and  actually  means  of  course 
“tawny.”  To  most  of  us,  of  course,  the  term 
“livery”  implies  hepatization  as  originally 
described  in  lobar  pneumonia.  I personally 
don’t  like  either  word. 

Microscopically — and  this  is  an  important 
point  which  has  become  evident  only  fairly 
recently — one  may  see  different  stages  of 
fibrosis  in  contiguous  and  adjacent  fields. 
In  other  words,  proliferating  young  fibrous 
tissue  may  be  found  next  to  old  and  well 
established  scars.  Alveolar  proliferation  has 
already  been  mentioned  in  the  course  of 
discussion;  whether  these  cells  are  phago- 
cytes or  metaplastic  alveolar  lining  cells, 
I do  not  think  is  entirely  clear.  Whatever 
their  origin,  they  can  appear  as  very  atypi- 
cal elements  in  bronchial  washings  sub- 
mitted for  cytologic  examination.  All  of 
our  cases  have  had  such  examinations  and 
in  two  the  findings  have  been  suggestive, 
but  not  diagnostic  of  malignancy.  Squa- 
mous metaplasia  of  the  terminal  bronchioles, 
which  are  the  structures  involved  if  there 
is  bronchiectasis  at  all,  may  also  give  atypi- 
cal cytologic  findings.  Exudate  is  not  usu- 
ally conspicuous,  but  superimposed  inflam- 
matory reaction  can  occur.  In  the  case 
shown  tonight,  there  was  a definite  bron- 
chopneumonia, which  was  probably  a ter- 
minal development.  As  in  the  late  stage  of 
any  fibrous  obliterating  type  of  lesion,  vas- 


cular changes  will  eventually  occur,  and 
patients  not  dying  an  early  respiratory 
death  develop  cor  pulmonale. 

As  mentioned  before,  it  was  once  thought 
that  the  clinical  course  was  invariably 
acute.  At  present,  courses  have  ranged 
from  two  weeks  to  nine  years,  and  I might 
add  that  in  the  cases  of  longer  duration,  all 
diagnostic  criteria  of  the  Hamman-Rich 
syndrome  appear  to  be  adequately  fulfilled. 

Symptoms  include  severe  cough,  worse  at 
night  and  producing  insomnia  which  is  ex- 
tremely difficult  to  manage;  it  has  been  ob- 
served in  some  cases  that  patients  often 
fall  unconscious  after  an  episode  of  severe 
coughing.  Productivity  varies  with  the  de- 
gree of  superimposed  or  concommitant  in- 
flammatory reaction  in  the  lung.  Progres- 
sive dyspnea  is  the  rule,  with  increasing 
despondency.  Depression  was  a prominent 
feature  in  tonight’s  case,  and  has  been  in 
every  other  case  seen  in  this  hospital.  Chest 
pain  and  cyanosis  are  usually  present  sooner 
or  later.  Death  is  usually  in  respiratory 
failure  or  due  to  cor  pulmonale.  The  roent- 
genologic findings  are  variable.  Again,  di- 
agnosis cannot  be  made  on  clinical  and 
x-ray  findings  alone.  Anatomic  evidence  is 
essential,  then  all  findings  must  be  consid- 
ered together.  By  the  same  token,  a posi- 
tive diagnosis  cannot  be  made  on  lung  bi- 
opsy alone;  the  clinical  and  x-ray  evidence 
is  needed  to  supplement. 

This  disease  can  mimic,  to  mention  a few, 
sarcoidosis,  histoplasmosis,  the  other  specific 
granulomas,  pneumoconiosis,  and  carcino- 
matosis. 

I should  like  to  briefly  compare  the  3 
cases  seen  here  between  December  of  1959 
and  February  of  1961. 

1)  J.  F.,  a 63  year  old  white  man,  com- 
plained of  increasing  dyspnea  and  dry 
cough  for  one  year.  There  had  been  marked 
dyspnea  and  irregular  low  grade  fever  for 
a week  prior  to  admission.  Films  of  the 
lungs  showed  “a  fine  linear  fibrotic  pattern 
in  the  lower  two-thirds  of  each  lung  . . . 
suspicious  fullness  at  the  right  hilus.”  The 
course  was  rapidly  progressive,  with  res- 
piratory death  three  weeks  after  the  ex- 
acerbation of  chronic  symptoms.  Diagnosis 
was  made  postmortem. 

2)  E.  W.,  the  56  year  old  man  discussed 
tonight,  had  variable  symptoms  for  more 
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than  seven  years,  but  entered  a phase  of 
severe  dyspnea  about  three  months  before 
death.  Chest  films  showed  “pulmonary  con- 
gestion (with)  heavy  reticular  markings  in 
both  lung  fields.”  Diagnosis  was  made  on 
a surgically  resected  lobe. 

3)  T.  D.,  a 61  year  old  white  woman,  com- 
plained of  dry  cough,  chest  pain,  and  in- 
creasing dyspnea  with  depression  and  anx- 
iety of  about  three  months  duration.  Chest 
films  showed  bilateral  diffuse  infiltrative 
lung  changes,  suggestive  but  not  diagnostic, 
of  diffusely  metastatic  carcinoma.  Lung  bi- 
opsy was  performed  and  diagnosis  was  con- 
firmed on  this  basis.  This  patient  was  given 
long  term  corticosteroid  therapy  with  objec- 
tive and  subjective  improvement.  She  is 
now  still  improved  7 months  after  the  onset 
of  symptoms  and  about  3V2  months  after 
beginning  of  treatment. 

Reviewing  the  literature,  I find  that  from 
1953  through  1958,  some  experiments  were 
carried  out  with  desperately  ill  patients  who 
were  going  to  die  in  respiratory  distress  un- 
less something  was  done  for  them.  ACTH 
and  cortisone  were  tried  and  it  was  learned 
that  even  slight  decrease  in  dosage,  once 
therapy  was  begun,  could  prove  rapidly  fa- 
tal. Three  such  patients  died  very  sud- 
denly, in  spite  of  prompt  re-establishment 
of  the  original  dosage  as  soon  as  the  un- 
toward effect  was  apparent.  Results  of 
steroid  therapy  have  been  usually  reported 
guardedly  and  with  the  reservation  that 
antibiotic  coverage  is  essential.  If  steroid 
therapy  is  discontinued  or  even  reduced  in 
very  ill  patients,  the  result  may  be  rapid 
death.  But  if  the  diagnosis  is  made  early, 
treatment  may  have  some  use  in  preventing 
further  damage  due  to  fibrosis.  It  will  not, 
of  course,  remove  pre-existing  fibrous  tis- 
sue. 

Are  there  any  comments  on  these  cases? 


DR.  MITCHUM:  You  might  recall  a case 
we  had  seven  or  eight  years  ago  with 
Hamman-Rich  disease  proved  by  biopsy. 
He  was  given  steroid  therapy  and  improved 
clinically,  with  some  resolution  of  x-ray 
changes.  One  year  later  he  developed  mo- 
nocytic leukemia,  and  evidently  died  of  this. 

DR.  McCALL:  I’d  like  to  make  several 
comments.  We  should  all  try  to  learn  from 
cases.  The  x-ray  appearance  of  this  diffuse 
reticular  process  we  can  see  beginning  and 
then  progressing.  There  is  no  question  that 
this  man  did  have  bronchial  disease,  had  an 
exacerbation  of  this,  responded,  and  did 
well  until  the  diffuse  process  started.  This 
kind  of  x-ray  picture  and  the  lack  of  phys- 
ical findings,  tell  you  that  this  has  to  be  an 
interstitial  process.  This  is  not  a localized 
problem,  but  a diffuse  interstitial  process. 
This  much  is  clear,  although  we  are  not 
sure  what  it  is.  Dr.  Prieto  has  said  that  you 
cannot  make  this  diagnosis  from  the  clini- 
cal findings  and  x-ray,  but  I would  have  to 
point  out  that  the  pathologist  had  a fairly 
adequate  biopsy,  namely  a whole  lobe,  and 
the  diagnosis  was  not  made.  The  point  I 
want  to  make  is  not  to  pick  on  either  the 
pathologist  or  the  clinician,  but  to  plead 
that  we  get  them  together.  We  should  go 
look  at  our  own  slides,  sit  down  with  the 
pathologist,  and  put  all  facts  together.  This 
is  extremely  important. 

DR.  PRIETO:  Dr.  McCall,  you  had  antici- 
pated what  I wanted  to  say.  I had  a lobe 
of  a lung  and  a requisition  with  the  diag- 
nosis of  “bronchiectasis.”  This  man  did 
have  bronchiectasis  and  he  had  fibrosis,  but 
not  vastly  different  from  the  fibrosis  I have 
seen  in  many  cases  of  bronchiectasis  of  long 
standing.  I had  only  the  lobe  and  the  slides. 
The  clinical  history  and  the  films  made  the 
difference.  You  have  made  your  point. 
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President  s Page 

With  the  many  news  reports  that  you  have  read  pertaining  to 
the  Regional  White  House  Conference  for  ten  southern  states,  con- 
ducted in  Nashville  on  November  9th  and  10th,  I should  like  to 
report  some  observations. 

Through  efforts  of  your  Association  and  due  to  the  determina- 
tion of  Dr.  Thomas  F.  Frist,  Nashville,  and  the  good  relations  with 
Governor  Buford  Ellington,  we  were  able  to  get  physician  repre- 
sentation on  the  panels  where  medicine's  viewpoint  could  be  made 
known. 

The  physician  panelists  were  Dr.  Joseph  W.  Johnson,  Jr.  Chat- 
tanooga, Speaker  of  TSMA’s  House  of  Delegates,  and  Dr.  Harmon 
L.  Monroe,  Erwin,  a past-president  and  a member  of  the  Board  of  Trustees.  Mr.  Tom 
Hitch,  President  of  the  Tennessee  Farm  Bureau  Federation  was  moderator  on  one  of  the 
panels. 

Federal  representatives,  primarily  those  from  the  Health,  Education  and  Welfare  De- 
partment, presented  their  case  for  “federalized  medicine,”  the  principal  speaker  being 
the  Under-Secretary  of  the  U.S.  Department  of  Health,  Education  and  Welfare. 

Under  the  heading  “Opportunities  for  Senior  Citizens”  there  were  two  panels  pre- 
sented, one  dealing  with  “Health  and  Welfare’’  and  another  with  “Living  in  the  Later 
Years.”  On  the  first  panel  such  topics  as  medical  care  for  senior  citizens  under  social 
security,  community  health  services,  chronic  illnesses,  hospital  construction,  and  nursing 
home  construction  were  discussed.  On  the  second  panel  entitled  “Living  in  the  Later 
Years”  were  such  topics  as  income  and  employment,  housing,  rehabilitation,  and  pro- 
grams for  veterans. 

The  conference  discussion  centered  almost  entirely  around  the  “need”  for  such  a pro- 
gram and  particularly  its  cost.  It  was  emphatically  brought  out  that  to  give  service  to 
all  older  people  regardless  of  need,  does  not  make  any  sense  whatsoever.  The  Kerr- 
Mills  Program,  presently  the  law  of  the  land  and  in  effect  in  Tennessee,  is  adequate  to 
provide  extended  services  to  the  needy  and  the  near  needy  and  by  giving  this  program 
a fair  chance,  it  can  do  the  job  required. 

It  was  shown  that  the  social  security  approach  could  only  mean  the  progressive  add- 
ing of  services,  and,  inevitably,  the  extension  of  health  services  to  other  age  groups  un- 
til it  supplants  entirely  the  vigorous  and  successful  system  of  voluntary  and  private 
mechanism  for  prepayment  of  health  care. 

Drs.  Johnson  and  Monroe  strongly  stated  that  the  direction  of  social  security  approach 
is  wrong.  To  make  a start  in  this  direction — no  matter  how  modest  such  initial  steps 
may  be  claimed  to  be — is  inevitably  to  start  the  nation  going  down  the  wrong  road.  It 
will  first  segregate  our  older  citizens  as  a special  class  of  state  wards.  It  will,  secondly, 
wastefully  require  tax  increases  to  provide  benefits  to  all  other  citizens  regardless  of  any 
real  needs.  Finally,  it  will  inevitably  lead  to  the  elimination  of  the  vigorous  and  grow- 
ing voluntary  institutions  in  every  community  of  our  nation,  institutions  that  are  alike  our 
successful  insurance  plans,  providing  evermore  adequate  protection  geared  to  the  indi- 
vidual needs  of  older  citizens. 

Certainly,  the  federal  representatives  could  not  return  to  Washington  with  much 
comfort  from  the  results  of  the  Nashville  Conference. 


President 


December,  1961 


EDITORIAL 


441 


THE  JOURNAL 

OF  THE 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 
Published  Monthly 

Devoted  to  the  Interests  of  the  Medical  Profession  of 
Tennessee 

Office  of  Publication,  I 12  Louise  Avenue,  Nashville  5, 
Tenn. 


Acceptance  for  mailing  at  special  rate  of  postage  provided 
for  in  Section  1103,  Act  of  October  3,  19 1 7, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire  mere- 
ly giving  credit  to  this  publication. 

Address  papers,  discussions  and  scientific  matter  to  R.  H. 
Kampmeier,  M.D.,  Editor  and  Secretary,  8210  Vanderbilt 
University  Hospital,  Nashville  12,  Tennessee 
Address  organizational  matters  to  Jack  E.  Ballentine, 
Executive  Director,  112  Louise  Avenue,  Nashville  5,  Tenn. 

R.  H.  KAMPMEIER,  M.D.,  Editor  and  Secretary 
Vanderbilt  University  Hospital,  Nashville 

EDITORIAL  BOARD 

Addison  B.  Scoville,  Jf.,  M.D.  Albert  Weinstein,  M.D. 
2104  West  End  Ave.  Medical  Arts  Building 

Nashville  5,  Tennessee Nashville  12.  Tennessee 

COMMITTEE  ON  SCIENTIFIC  WORK 

Fred  B.  Ballard,  Jr.,  M.D.  C.  Harold  Steffee,  M.D. 

Boyer  M.  Brady,  Jr.,  M.D.  Henry  B.  Turner,  M.D. 

John  H.  Burkhart,  M.D.  Bruce  E.  Walls,  M.D. 

W.  David  Dunavbnt,  M.D.  Wendell  W.  Wilson,  M.D. 
Robert  P.  McBurney,  M.D.  R.  H.  Kampmeier,  M.D. 


DECEMBER,  1961 


IDITORIAL 


BEWARE  OF  GAS 

Recently  two  patients  have  been  seen  who 
demonstrate  the  fallacy  of  necessarily  re- 
lating the  source  of  gaseous  indigestion  to 
the  gastrointestinal  tract.  One,  a 60  year 
old  man  had  been  diagnosed  as  having  a 
duodenal  ulcer  to  explain  his  indigestion. 
Examination  did  not  confirm  this  diagnosis 
but  did  demonstrate  a constant  urinary  re- 
tention of  300  cc.  Another  man  of  65,  had 
been  plagued  with  gas  for  a year.  He  had 
been  on  many  types  of  antacids  even  though 
two  gastrointestinal  x-ray  studies,  a gall- 
bladder series  and  colon  films  were  all  nor- 
mal. It  was  evident  after  examination  that 
he  was  in  chronic  congestive  heart  failure 
and  appropriate  therapy  resulted  in  a 35 
pound  weight  loss.  During  this  time  uri- 
nary retention  developed  and  a transure- 
thral prostatectomy  was  done  without  inci- 
dent. His  gas  has  vanished  to  his  surprise 
and  delight. 


With  the  above  experiences  of  the  past 
two  months  in  mind,  two  articles  have  been 
studied  with  considerable  interest.  Brown- 
ing and  Olsen'  reported  on  the  functional 
gastrointestinal  disorders  of  pulmonary  em- 
physema. Although  peptic  ulcer  is  seen  in 
patients  with  pulmonary  emphysema  with 
undue  frequency,  the  patient  with  emphy- 
sema is  more  apt  to  have  digestive  com- 
plaints on  a functional  basis.  Among  the 
400  patients  with  emphysema  studied,  15 
had  digestive  symptoms  of  major  impor- 
tance. These  digestive  complaints  were 
usually  referred  in  the  upper  abdomen  and 
consisted  of  distress  especially  after  meals. 
Bloating  and  belching  were  especially  trou- 
blesome. Raw  vegetables,  salads,  greasy 
foods,  nuts  and  meats  were  particularly  lia- 
ble to  cause  indigestion.  Consequently,  pa- 
tients so  troubled  usually  curtail  their  food 
intake  sharply  and  undernutrition  often  fol- 
lows. A second  group  complained  not  so 
much  with  indigestion,  but  rather  with  epi- 
gastric pain.  In  a third  group  the  main 
complaint  was  poor  appetite  and  loss  of 
weight.  As  a rule  there  was  anxiety  rela- 
tive to  the  possible  presence  of  malignant 
disease.  In  all  of  the  15  patients  complete 
and  detailed  gastrointestinal  investigative 
studies  were  normal.  Most  of  these  patients 
realized  that  they  had  emphysema  but  had 
only  mild  respiratory  symptoms  even  though 
the  emphysema  was  pronounced.  Their 
chief  complaint,  however,  and  interest  cen- 
tered in  the  gastrointestinal  tract.  There 
are  some  mechanical  factors  which  may 
help  to  explain  some  of  these  symptoms. 
The  depression  of  the  diaphragm  leaves  a 
reduced  abdonimal  space  and  consequently 
distension  can  occur  more  readily.  As  a 
consequence  of  the  dyspnea  and  resultant 
dysphagia,  air  swallowing  is  common  and 
symptoms  can  follow  this  artifact.  Another 
factor  is  the  nervousness  and  tension  which 
frequently  exists  in  patients  with  emphy- 
sema and,  therefore,  functional  gastroin- 
testinal symptoms  may  follow.  Thus,  main- 
taining the  nutrition  in  a patient  with 
emphysema  may  be  a problem.  They  must 
be  trained  to  eat  slowly,  to  avoid  talking 
while  eating  and  to  guard  against  air-swal- 
lowing. Even  more  important  is  the  fact  that 
gastrointestinal  symptoms  may  be  the  first 
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complaint  of  a patient  who  has  early  or 
even  moderately  severe  emphysema. 

In  another  field  of  medicine  gastrointesti- 
nal symptoms  may  again  be  paramount  and 
misleading.  Dowd  and  Ewert  2 found  gas- 
troenterologic  complaints  as  the  main  prob- 
lem in  25%  of  their  64  patients  with  silent 
prostatism.  In  this  group  there  was  no  real- 
ization on  the  part  of  the  patients  that  they 
were  not  emptying  the  bladder  properly. 
Actually  only  20%  of  the  64  patients  had 
any  urologic  difficulties,  and  these  were  not 
calculated  to  be  the  primary  disorder.  The 
physical  examination  does  not  usually  re- 
veal a palpable  urinary  bladder  and  the 
prostate  is  small.  The  patients  are  alert  and 
usually  not  senile  or  out  of  touch  with  real- 
ity. The  original  clue  is  often  the  finding  of 
nitrogen  retention.  This  possibility  of  silent 
prostatism  is  quite  apt  to  occur  after  surgi- 
cal procedures,  especially  abdominal-peri- 
neal resections.  The  cause  of  the  bladder 
neck  obstruction  may  be  benign  hyperplasia, 
carcinoma,  or  fibrous  constricture.  The 
average  gland  removed  weighed  36  grams. 
Accordingly  the  gland  is  so  small  that  rectal 
examination  may  be  misleading.  The  sig- 
nificant fact  is  that  25%  of  the  64  patients 
with  undiagnosed  urinary  retention  were 
originally  investigated  for  a gastrointestinal 
explanation  for  the  chief  complaint  of  in- 
digestion. 

It  goes  without  saying  that  there  are  other 
major  disorders  which  may  cause  gaseous 
indigestion,  but  cardiac  disease,  emphysema, 
and  urinary  retention  as  a background,  as 
described  above,  are  worth  remembering. 

A.  W. 
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AMA-ERF 

It  is  now  ten  years  since  the  American 
Medical  Education  Foundation  (AMEF) 
was  established.  Its  organization  by  the 
American  Medical  Association  was  in  direct 


response  to  the  financial  straits  in  which 
medical  schools  found  themselves.  The 
costs  attending  the  education  of  undergrad- 
uate medical  students  had  gone  into  an 
ascending  spiral  which  could  not  be  passed 
on  to  the  students  as  tuition,  nor  be  met  en- 
tirely by  tax  funds  in  the  case  of  state  med- 
ical schools.  Philanthropy  which  had  so 
magnanimously  underwritten  medical  edu- 
cation and  research  for  decades  had  con- 
tracted proportionately  to  a trickle  as  fed- 
eral income  tax  and  other  taxes  had  milked 
large  personal  or  family  fortunes  to  rela- 
tively small  wealth.  Some  of  this  money 
has  come  back  to  medical  schools  in  re- 
search funds,  but  has  actually  contributed 
little  to  undergraduate  education.  There- 
fore the  A.M.A.  took  it  upon  itself  to  collect 
monies  for  the  purpose  of  offering  financial 
aid  to  the  schools,  in  the  main  from  physi- 
cians themselves  and  through  activities  of 
varying  degree  on  the  part  of  Women’s 
Auxiliaries.  However,  both  doctors  and 
Auxiliaries  have  raised  some  money  by  ap- 
peal to  laymen. 

Since  its  beginning  the  AMEF  has  raised 
$11,320,063  and  disbursed  to  the  Nation’s 
Medical  Schools  $10,682,388.  From  1956-60 
the  three  Tennessee  medical  schools  have 
received  $197,381.  From  1956-61  Tennessee 
has  contributed  $98,688. 

In  1957,  the  A.M.A.  established  the  Amer- 
ican Medical  Research  Foundation  (AMRF) 
for  broad  purposes,  but  which  included  pro- 
visions for  financial  aid  to  medical  schools. 

These  two  active  agencies  will  be  consoli- 
dated as  of  January  1,  1962  as  the  Ameri- 
can Medical  Association  Education  and  Re- 
search Foundation.  Thereby  it  is  hoped  to 
expand  the  program  with  the  intent  of  in- 
creasing the  financial  assistance  to  medical 
schools  and  other  projects  of  interest  to  it. 
The  AMA-ERF  is  searching  for  funds  to 
support  the  following:  (1)  unrestricted  fi- 
nancial assistance  to  medical  schools;  (2) 
a medical  journalism  fellowship  program; 
(3)  a research  grants  program  for  medical 
research  workers;  (4)  a study  of  perinatal 
mortality  and  morbidity;  and  (5)  a study 
of  continuing  medical  education.  In  addi- 
tion it  hopes  for  money  to  help  in  financing 
medical  scholarships  and  for  loans  to  medi- 
cal students,  internes  and  residents.  The 
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Foundation  is  incorporated  as  an  educa- 
tional and  scientific  organization,  its  Of- 
ficers and  Board  of  Directors  are  elected 
from  among  the  Board  of  Trustees  of  the 
A.M.A. 

The  AMA-ERF  in  its  recent  memorandum 
requests  the  continued  support  of  the  medi- 
cal societies,  the  Woman’s  Auxiliary,  as 
well  as  individual  physicians  as  in  the  past. 
It  is  hoped  that  those  in  medicine  may  in- 
terest lay  and  philanthropic  organizations 
and  business  in  the  objectives  of  the  Foun- 
dation. 

As  in  the  past  any  contributor  may  desig- 
nate a specific  school  to  receive  his  contri- 
bution; this  choice  may  now  be  extended  to 
any  other  project  sponsored  by  the  Foun- 
dation. 

December  is  the  month  this  Editorial 
Page  has  publicized  the  AMEF  in  previous 
years.  It  chooses  this  month  again  since 
any  contribution  to  this  cause  is  deductible 
for  income  tax  purposes.  Contributions  to 
the  A.M.A.  Education  and  Research  Foun- 
dation are  tax  deductible  under  Section 
501(c)  (3)  of  the  U.  S.  Internal  Revenue 
Service  Code. 

We  hope  every  doctor  will  remember  his 
Alma  Mater  which  started  him  off  on  a good 
living,  or  any  other  medical  school,  or  other 
specific  project  planned  by  the  Foundation. 

R.  H.  K. 


Memphis-Shelby  County  Medical  Society 

The  monthly  meeting  of  the  Society  was 
held  on  September  5th  in  the  Auditorium 
of  the  Institute  of  Pathology  Building  of 
the  University  of  Tennessee  College  of 
Medicine.  The  scientific  program  was  as 
follows:  The  Disaster  Planning  Commission 
presented — Colonel  Arthur  Green,  M.D. — 
“Army  Reserve  Participation  and  Civil  De- 
fense Emergency  Hospitals”;  and  Mr.  Ro- 
land Gruenewald — “The  Effects  and  De- 
contamination of  Atomic  and  Chemical 
Warfare  Agents.”  Following  the  scientific 
program,  a filmstrip  entitled  “Nine  Out  of 
Ten”  was  presented  by  Dr.  Alvin  J.  Ingram, 
President-Elect,  on  behalf  of  the  S.U.N. 
Campaign. 


Knoxville  Academy  of  Medicine 

The  Society  conducted  its  regular 
monthly  meeting  on  November  14th  in  the 
Academy  of  Medicine  Building.  The  sci- 
entific program  consisted  of  a panel  on  dia- 
betes mellitus  which  Dr.  James  Warden 
moderated.  The  panel  members  were  Drs. 
Bruce  Powers,  Elton  Shouse,  Bruce  Bellomy 
and  Robert  Meadows.  The  Eye,  Ear,  Nose 
and  Throat  Society  of  Knoxville  presented 
a few  facts  to  use  in  screening  patients  for 
glaucoma.  These  were  presented  by  Dr. 
Reese  Patterson. 

Greene  County  Medical  Society 

The  monthly  meeting  of  the  Greene 
County  Medical  Society  was  held  at  the 
Elks  Club  on  November  7th.  The  meeting 
was  preceded  by  a dinner. 

Dr.  John  Wilson  introduced  the  speaker, 
Dr.  John  A.  Wolaver,  Director  of  the  Men- 
tal Health  Clinic  in  Knoxville.  Dr.  Wola- 
ver presented  the  psychiatric  report  which 
was  published  after  interrogation  of  the 
surviving  Prisoners  of  War  of  the  Korean 
conflict,  the  subject  dealing  with  the  meth- 
ods of  brainwashing  by  the  Communist 
Chinese.  Prior  to  the  scientific  session,  rou- 
tine business  of  the  society  was  conducted. 

Chattanooga-Hamilton  County 
Medical  Society 

The  Society  held  its  regular  meeting  in 
the  Interstate  Building  on  November  7th. 
The  scientific  program  was  presented  by 
Drs.  Jesse  J.  Williams,  Jr.  and  John  M. 
Crowell,  their  subject  was  “Occult — Carci- 
noma of  Kidney.” 

Nashville  Academy  of  Medicine 
Davidson  County  Medical  Society 

The  Society’s  regular  monthly  meeting 
was  held  in  the  Vanderbilt  University  Hos- 
pital where  the  meeting  was  preceded  by 
dinner. 

What’s  ahead  for  medicine,  insofar  as  fed- 
eral legislation  and  third  party  controls  are 
concerned,  and  what  can  you  and  your  col- 
leagues do  about  it,  were  questions  an- 
swered in  the  address  of  Dr.  Jere  Annis, 
guest  speaker  from  Lakeland,  Florida.  Dr. 
Annis’  subject  was  “Socialism  and  Medi- 
cine— Today  and  Tomorrow.” 

In  the  business  session,  the  Society  nom- 
inated 1962  officers  and  delegates. 
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* Information  program " 


Joseph  W.  Johnson,  M.D. 
“Shoddy  social  science  — shoddy 
medical  care  . . 


Panel  “B”  discusses  the  health  problems  of  senior  citizens. 
Its  composition:  4 laymen — 2 M.D.s.  (1)  Dr.  Claire  Ryder, 
U.S.P.H.S. — the  other  a practicing  Tennessee  physician,  Dr. 
Joseph  W.  Johnson,  Jr. 


“They  said  they  came  to  listen,  but  they  stayed  to 
talk,”  so  the  Journal  of  the  St.  Louis  County  Medical 
Society  summed  up  the  St.  Louis  White  House  Re- 
gional Conference. 

At  the  same  time,  a similar  conference  was  being 
held  in  Nashville  for  ten  southeastern  states.  Partici- 
pants of  Panel  “A”,  taking  up  financing  health  care 
for  senior  citizens,  were  Ivan  Nestigen,  U.  S.  Under- 
secretary of  H.E.W.;  Arthur  E.  Hess,  M.D.,  assistant 
director,  H.E.W.;  and  Claire  Ryder,  M.D.,  U.  S.  Public 
Health  Service.  Each  espoused  the  virtues  of  a medi- 
care program  for  the  elderly  financed  by  social  security. 


Zach  Metz,  Kennedy  administration  official  and  task 
force  leader  for  the  Nashville  conference,  “coaches” 
Ivan  Nestigen  from  behind  large  box.  (Note  arrow 
in  photo  2).  Metz  was  quoted  in  newspaper  as  say- 
ing, “We’re  not  trying  to  sell  anyone  anything.”  Mr. 
Metz  told  two  TSMA  staff  members,  at  a meeting  in 
his  office  prior  to  the  conference,  “This  is  our  show 
and  we’re  going  to  run  it.” 


Ivan  Nestigen,  U.  S.  Under- 
secretary, Dept,  of  Health, 
Education  and  Welfare: 

“It’s  (individual  need)  not 
in  the  King  Bill.  There’s  no 
reason  for  this  kind  of  test — 
it’s  not  socialized  medicine  or 
anything  like  it.” 
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WHITE  HOUSE  CONFERENCE 

or  'Medicine  Show?' 


An  employee  of  the  U.  S.  Social 
Security  Office  in  Nashville  dis- 
tributes “information  material"  in 
the  lobby  of  the  Peabody  College 
Social-Religious  Building.  Other 
U.  S.  Government  employees  dis- 
tributed such  material  at  other 
panels  being  held  simultaneously, 
in  Nashville.  (See  photo,  right) 


Posters  such  as  this,  (Photo,  left), 
and  self-addressed  postal  cards 
were  on  hand  at  each  panel  dis- 
cussion. 

J.  L.  Perry,  Jr.,  Nashville,  vice- 
chairman  of  the  G.O.P.  in  Ten- 
nessee, charged  that  the  Kennedy 
administration  was  staging  a 
“medicine  show”  and  that  the 
whole  affair  was  strictly  “a  lobby- 
ing effort — at  the  taxpayer’s  ex- 
pense.” Perry  was  joined  in  his 
description  of  the  conference  by 
others,  including  members  of  the 
Congress,  and  newspapers  in  Ten- 
nessee and  in  other  parts  of  the 
nation. 


Panel  “B”  at  the  Peabody  Demon- 
stration School,  included  H.  L. 
Monroe,  M.D.,  Erwin,  Tenn.,  (far, 
right). 

“ — All  persons  over  65  are  not 
sick,  broke,  or  crazy,”  Dr.  Monroe 
told  the  fewer  than  100  persons 
attending.  (Note  empty  chairs). 
This  panel,  originally  scheduled 
to  include  income  maintenance  as 
a topic,  was  switched  to  cover 
only  topics  relating  to  housing. 
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The  Month  in  Washington 
(From  the  Washington  Office  of  AMA) 

The  Public  Health  Service  said  that  radio- 
active fallout  levels  resulting  in  the  United 
States  up  until  early  November  from  the 
new  series  of  Soviet  nuclear  explosions  “do 
not  warrant  undue  public  concern”  nor  ini- 
tiation of  any  special  public  health  action. 

The  federal  agency  said  that  the  prevail- 
ing levels  were  not  high  enough  for  the 
public  to  be  concerned  about  the  safety  of 
milk  and  other  foodstuffs. 

But  PHS  added  that  “continuous,  inten- 
sive surveillance”  by  federal,  state  and  local 
governments  was  justified. 

In  a special  statement  issued  after  a two- 
day  conference  of  government  and  private 
radiation  experts,  the  PHS  pointed  out  that 
“very  little  is  known  about  the  effects  on 
animals  or  humans  of  very  low  but  pro- 
longed exposures”  from  either  natural  back- 
ground radiation  or  fallout  from  nuclear 
tests. 

“The  concensus  of  scientific  opinion  is 
that  the  most  prudent  course  is  to  assume 
there  is  no  level  of  radiation  exposure  be- 
low which  one  can  be  absolutely  certain 
that  harmful  effects  may  not  occur  to  at 
least  a few  individuals  when  sufficiently 
large  numbers  of  people  are  involved,”  the 
PHS  said.  “This  is  known  as  the  ‘non- 
threshold’  concept.” 

This  concept  is  the  basis  for  U.  S.  policies 
and  programs  for  assessment  of  radiation 
hazards  and  for  control  measures  designed 
to  limit  exposures  of  the  population,  the 
PHS  said  and  added: 

“When  this  non-threshold  concept  is  ap- 
plied to  present  radiation  exposure  levels 
being  experienced  in  the  U.  S.  from  all 
sources,  including  fallout,  the  following  as- 
sessment can  be  made: 

“The  extra  radiation  caused  by  the  Soviet 
tests  will  add  to  the  risk  of  genetic  ef- 
fects in  succeeding  generations,  and  pos- 
sibly to  the  risk  of  health  damage  to  some 
people  in  the  United  States.  It  is  not  pos- 
sible to  determine  how  extensive  these  ill 
effects  will  be — nor  how  many  people  will 


be  affected.  At  present  radiation  levels, 
and  even  at  somewhat  higher  levels,  the 
additional  risk  is  slight  and  very  few  peo- 
ple will  be  affected.  Nevertheless,  if  fall- 
out increased  substantially,  or  remained 
high  for  a long  time,  it  would  become  far 
more  important  as  a potential  health  haz- 
ard in  this  country  and  throughout  the 
world. 

“It  is  the  obligation  of  our  Federal  and 
State  governments  to  undertake  all  possible 
measures  to  assess  accurately  the  public 
health  significance  of  the  present  fallout 
situation,  and  to  prepare  for  actions  to  safe- 
guard the  public  health  if  these  become 
necessary.” 

Federal  officials  said  radioactive  fallout 
on  the  United  States  will  increase  next 
February,  March,  April  and  May  when  the 
late  winter  and  spring  rains  wash  to  earth 
the  remainder  of  the  fallout  from  the  Soviet 
nuclear  tests  but  it  isn’t  expected  to  reach 
a danger  level.  President  Kennedy  said  any 
U.  S.  nuclear  tests  in  the  atmosphere  would 
be  designed  to  hold  radioactive  fallout  to 
an  absolute  minimum. 

The  PHS  said  that  the  nation’s  health 
authorities  are  giving  careful  consideration 
to  the  possible  situations  that  might  require 
various  corrective  actions. 

“It  is  evident  that  an  important  element 
of  health  protection  is  continuous  surveil- 
lance and  analysis,”  the  PHS  said. 

“To  achieve  this,  a number  of  Federal- 
State  systems  for  public  health  surveillance, 
detailed  investigation,  and  radiation  con- 
trol measures  have  been  developed.  ...  In 
cooperation  with  State  and  local  health  de- 
partments, the  PHS  operates  a nationwide 
early  warning  atmospheric  radiation  sur- 
veillance network  currently  comprised  of 
58  stations,  and  a 60-station  milk  radiation 
monitoring  system.  In  addition,  the  PHS 
has  well-established  networks  for  general 
air  and  water  pollution  monitoring  with  a 
total  of  343  stations.  All  of  these  include 
radiation  monitoring  among  their  capabili- 
ties and  all  are  being  expanded.  For  ex- 
ample, daily  samples  of  drinking  water  are 
being  collected  in  12  major  cities  and  ana- 
lyzed for  specific  radioactive  content  on  a 
weekly  basis,  and  plans  are  ready  for  more 
extensive  monitoring  if  necessary.  Round- 
ing out  the  PHS  resources  is  a system  of 
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highly  specialized  regional  radiological 
health  laboratories. 

“The  Food  and  Drug  Administration  has 
expanded  its  program  of  monitoring  the 
levels  of  radioactive  contamination  in  foods. 
Working  through  18  District  offices  and  39 
Resident  Inspection  Stations,  its  inspectors 
are  sampling  foods  from  all  parts  of  the  na- 
tion: particularly  those  areas  where  the 
Public  Health  Service’s  air  monitoring  net- 
work has  indicated  the  highest  concentra- 
tion of  atmospheric  contamination.  Addi- 
tionally, FDA  collects  samples  from  selected 
lots  of  food  being  imported  into  the  United 
States. 

“These  samples  are  being  analyzed  for 
total  beta  activity  and  selected  samples  are 
further  tested  to  determine  what  specific 
radioisotopes  are  present  and  in  what 
amount. 

“In  addition  there  are  the  extensive 
special-purpose  radiation  surveillance  and 
research  facilities  of  the  Atomic  Energy 
Commission  and  the  Departments  of  De- 
fense, Commerce,  and  Agriculture. 

“All  Federal  programs  and  resources 
work  in  close  concert,  and  follow  the  same 
radiation  protection  standards,  through  the 
coordinating  influence  of  the  Federal  Radia- 
tion Council.  . . . 

Supplementing  these  Federal  programs 
and  resources  is  a steadily  increasing  radi- 
ological health  capability  among  State  and 
large  city  governments.  Their  programs 
are  usually  centered  in  the  departments  of 
public  health,  with  certain  special  respon- 
sibilities often  located  in  other  agencies 
such  as  State  or  city  departments  of  public 
safety.  At  every  level  of  government,  re- 
sources and  programs  are  being  expanded 
to  cope  with  the  potentially  hazardous  situ- 
ation the  nation  now  faces. 


MEDICAL  NEWS 
IN  TENNESSEE 


Average  Charges  in  Hospitals  Vary 
by  Area,  Services  and  Size 

Hospital  patients  in  a number  of  states 
pay  a widely  varying  bed-and-board  charge. 
Average  charges  in  hospitals  of  the  South- 
South  Atlantic  states  are  35%  lower  than 
those  in  New  England. 


The  great  variability  of  going  rates  for 
hospital  services  was  measured  by  the 
American  Hospital  Association  in  a survey 
conducted  last  year  and  reported  recently. 

In  over  4,400  hospitals  the  A.H.A.  found 
the  following  average  daily  charges  for  pri- 
vate and  semi-private  accommodations,  in- 
cluding food  services,  routine  nursing  care 
and  minor  medical  and  surgical  supplies  for 
the  East  South  Central  states  which  include 
Tennessee,  the  charges  averaged  $15.70  for 
private  rooms  and  $12.50  for  a two-bed  room. 

Number  of  Health  Insuring  Organizations 
in  Tennessee 

The  Health  Insurance  Institute  recently 
announced  that  in  Tennessee,  there  are  240 
insurance  companies  licensed  to  sell  health 
insurance.  The  report  also  showed  that 
there  were  two  licensed  Blue  Cross-Blue 
Shield  medical  plans  and  two  other  plans. 

John  Sevier  Chapter — TAGP 

Dr.  Tom  O’Brien,  Bowman-Gray  School 
of  Medicine,  Winston-Salem,  North  Caro- 
lina, was  a recent  speaker  at  the  meeting  of 
the  John  Sevier  Chapter  of  the  Tennessee 
Academy  of  General  Practice.  The  meeting 
was  conducted  at  Erwin.  Dr.  O’Brien’s  sub- 
ject was  “The  Newer  Concepts  in  the  Origin 
of  Peptic  Ulcers.” 

Tennessee  Academy  of  General  Practice 

More  than  250  physicians  attended  the 
annual  meeting  of  the  Academy  which  was 
conducted  in  Nashville,  October  25-27.  The 
Society  presented  its  general  scientific  as- 
sembly and  business  meeting. 

Interesting  scientific  papers  were  pre- 
sented, and  Dr.  Robert  H.  Elder  of  Cedar 
Hill  was  named  Tennessee’s  General  Prac- 
titioner of  the  Year. 

One  of  the  highlights  of  the  meeting  was 
the  discussion  on  “Current  Legislative  Prob- 
lems,” by  Dr.  Alvin  J.  Ingram  of  Memphis. 

Dr.  John  L.  Armstrong,  Somerville,  pre- 
sided as  President  and  Dr.  Harmon  L.  Mon- 
roe, Erwin,  presided  as  Speaker  of  the 
Congress  of  Delegates. 

Dr.  William  A.  Hensley  of  Cookeville  was 
installed  as  President-Elect. 

The  program  consisted  of  the  following: 
“Present  Status  of  Vaccine  for  Polio, 
Measles  and  Influenza,”  by  Dr.  Randolph 
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Batson,  Nashville;  “Differential  Diagnosis  of 
Paralysis  in  Children,”  by  Dr.  Robert  E. 
Merrill,  Nashville;  “Non-Tuberculous  Chest 
Diseases  in  Children,”  Dr.  Amos  Christie, 
Nashville;  “Diarrhea  in  Children,”  Dr.  A.  A. 
Mintz,  Department  of  Pediatrics,  Baylor 
University,  Houston;  “Current  Legislative 
Problems,”  Dr.  Milford  O.  Rouse,  Vice 
Speaker  of  the  House  of  Delegates,  A.M.A.; 
“Vertigo,”  Dr.  Bertram  E.  Sprofkin,  Nash- 
ville; “Recent  Considerations  of  Luetic  In- 
fections,’’ Dr.  R.  H.  Kampmeier,  Nashville; 
“Intermittent  Claudication,”  Dr.  Fred  D. 
Ownby,  Nashville;  “Endocrine  Control  of 
Renal  Function,”  Dr.  James  A.  Pittman, 
Medical  College  of  Alabama,  Birmingham; 
“Current  Therapy  for  the  Management  of 
Atherosclerosis,”  Dr.  Philip  Lisan,  Hahne- 
mann Medical  College,  Philadelphia;  “Fun- 
damentals of  E.K.G.  Interpretation,”  Dr. 
Crawford  W.  Adams;  “Emergency  Airway 
(film),”  moderated  by  Dr.  Julian  K.  Welch, 
Jr.,  Brownsville;  “Diagnosis  and  Treatment 
of  Varicose  Veins,”  Dr.  Walter  L.  Diveley, 
Nashville;  “The  Ingrown  Toenail,”  Dr.  Her- 
schel  A.  Graves,  Jr.,  Nashville;  “Manage- 
ment of  Lesions  of  the  Gall  Bladder  and 
Common  Duct,”  Dr.  James  A.  Kirtley,  Jr., 
Nashville;  ‘‘External  Cardiac  Massage 
(film),”  moderated  by  Dr.  William  A.  Hens- 
ley, Jr.,  Cookeville;  “Bleeding  in  the  Last 
Trimester  of  Pregnancy,”  Dr.  Frank  E. 
Whitacre,  Nashville;  “Resuscitation  of  the 
Newborn  and  Apgar  Rating,”  Dr.  Edwin  L. 
Williams,  Nashville;  “Emergencies  in  the 
Newborn  Period,”  Dr.  Harry  C.  Shirkey, 
Medical  College  of  Alabama,  Birmingham; 
and  “Surgical  Anatomy  in  Relation  to  Hys- 
terectomy, Use  and  Abuse  of  Hysterec- 
tomy,” Dr.  John  C.  Burch,  Nashville. 

The  Society  elected  Dr.  Eugene  M.  Ryan, 
South  Pittsburg,  as  President-Elect,  Dr. 
John  H.  Burkhart,  Knoxville,  vice  president, 
and  Dr.  Wendell  W.  Wilson  of  Old  Hickory 
will  serve  another  term  as  secretary-treas- 
urer. 

The  Society  voted  to  hold  its  1962  annual 
convention  in  Nashville  on  October  24-26. 

Tennessee  Diabetes  Association 

A postgraduate  course  in  diabetes  melli- 
tus,  its  diagnosis  and  management  was  held 
on  October  28th  at  the  Maxwell  House  in 


Nashville,  sponsored  by  the  Tennessee  Dia- 
betes Association. 

Instructors  included  Dr.  Fred  Goldner, 
President  of  TDA  and  of  Nashville;  Dr.  Ir- 
win B.  Eskind,  Nashville;  Dr.  Jean  M. 
Hawkes,  Memphis;  Dr.  Addison  B.  Scoville, 
Nashville;  Jean  McGaw,  Nashville;  Dr.  Al- 
bert Weinstein,  Nashville;  Dr.  Charles  Sien- 
knecht,  Knoxville,  and  Vice  President  of 
TDA;  Dr.  Erie  E.  Wilkinson,  Nashville;  and 
Dr.  Salomon  Papper,  Professor  of  Medicine, 
Medical  College  of  Virginia,  Richmond. 

TSMA's  New  Vice  President 

Dr.  Sam  H.  Hay,  Murfreesboro,  has  been 
appointed  Vice  President  for  Middle  Ten- 
nessee of  the  Tennessee  State  Medical  As- 
sociation. He  will  complete  the  unexpired 
term  of  Dr.  Harvill  Hite,  Jr.,  formerly  of 
Pulaski,  who  has  moved  out  of  the  state. 

Cytology  Council  Holds  Annual 
Session  at  Memphis 

The  Inter-Society  Cytology  Council  held 
its  ninth  annual  meeting  on  November  9-11 
at  the  Peabody  Hotel  in  Memphis.  Some 
400  attended. 

Dr.  Howard  Jones,  Jr.,  chief  of  the  De- 
partment of  Gynecology  at  Johns  Hopkins 
Medical  School,  was  chairman  of  a sympo- 
sium on  a branch  of  genetics  concerning 
chromosome  and  gene  behavior. 

Dr.  Cyrus  C.  Erickson,  professor  of  pa- 
thology at  UT,  is  president  of  the  Council. 
Symposium  subjects  during  the  sessions  in- 
cluded vaginal  cytology  of  pregnancy,  chest 
cytology  and  various  problems  in  diagnosis. 
In  addition  to  Dr.  Erickson,  Dr.  Ben  E.  Eve- 
rett, Jr.,  Department  of  Obstetrics  and 
Gynecology  served  on  the  program  commit- 
tee. Dr.  Sidney  Coleman,  assistant  profes- 
sor of  pathology  and  microbiology  was  in 
charge  of  local  arrangements. 

Memphis-Shelby  County  Society 
Participates  in  Civil  Defense  Program 

A civil  defense  emergency  hospital  was 
set  up  at  the  Mid-South  Fairgrounds  for 
public  demonstration  recently,  the  showing 
sponsored  by  the  Memphis  and  Shelby 
County  Society  in  cooperation  with  the 
Memphis  and  Shelby  County  Civil  Defense 
Commission.  The  exhibition  included  a 
200-bed  emergency  hospital  and  it  was 
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shown  for  a week  at  the  fairgrounds.  This 
was  a program  of  public  service  and  public 
education. 

Career  Talks  Offered  by 
Memphis  Physicians 

A “Medical  Careers  Conference”  was  held 
on  October  30th  for  physicians,  future  physi- 
cians, guidance  counselors  and  parents  of 
future  physicians  at  the  Institute  of  Pathol- 
ogy Auditorium  in  Memphis. 

Speakers  on  the  program  included  Dr. 
Bland  W.  Cannon,  Medical  Society  Presi- 
dent, and  his  subject  was  “The  Challenges 
and  Rewards  of  Medicine.”  Others  partici- 
pating on  the  program  were  Dr.  M.  K.  Calli- 
son,  Dean,  Dr.  Alys  H.  Lipscomb,  and  Dr. 
Harwell  Wilson,  of  the  Medical  College;  and 
Dr.  Alvin  J.  Ingram,  president-elect  of  the 
Medical  Society. 

Meharry  Medical  College  Lists 
Additions  to  Faculty 

Seven  additions  to  the  faculty  of  Meharry 
Medical  College  were  announced  recently. 
They  are:  Dr.  Lloyd  C.  Elam,  Little  Rock, 
professor  and  head  of  the  new  Department 
of  Psychiatry;  Dr.  Nihat  Atav,  Turkey,  as- 
sociate professor  of  pediatrics;  Dr.  John  B. 
Hyde,  South  Dakota,  associate  professor  of 
anatomy;  Dr.  Vera  McBryde,  Dillon,  S.  C., 
associate  professor,  Department  of  Internal 
Medicine;  Dr.  John  D.  Reese,  Berkeley, 
Calif.,  associate  professor,  Department  of 
Pathology;  Dr.  Thomas  E.  Shockley,  Nash- 
ville, associate  professor,  Department  of 
Microbiology;  and  Dr.  Fred  C.  Fielder,  Hat- 
tiesburg, Miss.,  instructor  in  operative  den- 
tistry. 

University  of  Tennessee 
College  of  Medicine 

The  University  of  Tennessee  College  of 
Medicine  is  one  of  20  southern  universities 
and  medical  schools  which  is  specifically 
mentioned  in  the  Southern  Regional  Educa- 
tion Board  for  its  activities  in  fields  of  re- 
search. 

☆ 

Dr.  M.  K.  Callison,  Dean,  reported  re- 
cently on  new  developments  in  the  College 
at  an  alumni  dinner  in  Dallas,  Texas. 

☆ 

Funds  made  available  for  research  to  staff 


members  of  the  University’s  School  of  Bio- 
logical Sciences  and  College  of  Medicine  are 
increasing  at  the  rate  of  about  $500,000  a 
year,  Dean  M.  K.  Callison  announced.  From 
July  1960,  to  June  1961,  a total  of  $971,504 
was  used  for  research  in  the  college. 

☆ 

Ten  members  of  the  staff  of  the  College  of 
Medicine  have  been  advanced  in  rank. 

In  the  Division  of  Pediatrics,  Dr.  Sheldon 
B.  Korones  was  promoted  from  instructor  to 
assistant  professor,  and  Dr.  David  H.  James, 
Jr.,  from  assistant  to  instructor. 

Dr.  John  Kier  was  advanced  from  instruc- 
tor to  assistant  professor  and  Dr.  Murray 
Fields  from  assistant  to  instructor  in  the 
Department  of  Medicine. 

Dr.  W.  F.  Mackey  was  advanced  from  in- 
structor to  assistant  professor  in  obstetrics 
and  gynecology.  Promoted  from  instructors 
to  assistant  professors  in  the  department  of 
psychiatry  were  Drs.  Justin  Adler  and  Allen 
O.  Battle. 

Dr.  Orin  D.  Butterick,  Jr.  and  Dr.  Robert 
G.  Allen  were  promoted  from  assistants  to 
instructors  in  the  department  of  surgery. 
Dr.  Benjamin  Greenberg  was  promoted 
from  instructor  to  assistant  professor  in  the 
department  of  radiology. 

☆ 

A postgraduate  seminar  on  psychophar- 
macologic  agents  was  held  on  Nov.  17  in  the 
auditorium  of  the  Pharmacy-Pharmacology 
Building.  Visiting  faculty  were  Dr.  Douglas 
Goldman,  clinical  director  at  the  Longview 
State  Hospital  and  assistant  clinical  profes- 
sor of  psychiatry  at  the  University  of  Cin- 
cinnati, and  Dr.  Harold  E.  Himwich,  direc- 
tor of  research  at  the  Galesburg  State 
Research  Hospital,  Illinois. 

☆ 

Central  State  Hospital 

On  October  31,  Dr.  O.  S.  Hauk  retired  as 
Superintendent  of  Central  State  Hospital, 
a position  he  held  since  1939,  having  been 
an  assistant  at  that  hospital  since  1933.  He 
received  his  medical  degree  from  the  Uni- 
versity of  Tennessee  School  of  Medicine  in 
1910.  During  his  years  of  the  superintend- 
ency the  size  of  the  hospital  and  the  num- 
ber of  patients  given  care  have  more  than 
doubled.  Dr.  Hauk  has  been  recognized  as 
one  of  the  outstanding  administrators  of 
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state  mental  hospitals  and  has  been  publicly 
recognized  in  such  a role. 

Dr.  Hauk  will  continue  to  serve  the  peo- 
ple of  the  State  of  Tennessee  as  a consultant 
in  the  Department  of  Corrections  in  the 
management  of  the  mentally  ill  in  the  prison 
hospitals  of  the  State. 

The  position  vacated  by  Dr.  Hauk’s  retire- 
ment has  been  filled  by  Dr.  E.  Calvin  Moore, 
who  took  up  these  duties  on  November  1. 
He  had  held  the  position  of  Assistant  Super- 
intendent of  the  New  Jersey  Neuropsychi- 
atric Institute  at  Princeton.  Dr.  Moore  is  a 
native  of  Texas,  a graduate  of  the  Univer- 
sity of  Texas  Medical  Branch  at  Galveston, 
and  received  his  postgraduate  training  in 
psychiatry  in  Philadelphia. 

Southern  Medical  Association 

The  Association  held  its  Fifty-fifth  Annual 
Meeting  in  Dallas,  November  6-9.  Among 
the  more  than  4,000  registrants  were  94  Ten- 
nessee physicians.  Dr.  A.  H.  Lancaster, 
of  Knoxville,  continues  as  one  of  the  Coun- 
cilors of  the  Association.  Dr.  Robert  N. 
Buchanan,  Jr.,  of  Nashville,  is  a member  of 
the  Editorial  Board,  and  Dr.  R.  H.  Kamp- 
meier,  of  Nashville,  continues  as  Editor  of 
the  Journal.  Among  the  officers  of  the 
twenty-one  Sections  for  the  coming  year 
are  Dr.  I.  Frank  Tullis,  of  Memphis,  as 
Chairman  of  the  Section  on  Medicine;  Dr. 
William  Maury  of  Memphis,  as  Vice-Chair- 
man of  the  Section  on  Obstetrics,  and  Dr. 
Benjamin  F.  Byrd,  Jr.,  of  Nashville,  as 
Secretary  of  the  Section  on  Surgery.  Ten- 
nessee physicians  appearing  on  the  program 
of  the  Dallas  meeting  were:  Dr.  Harrison  J. 
Shull,  Knoxville;  Drs.  Eugene  Spiotta,  J.  D. 
Pigott,  and  R.  R.  Braund,  of  Memphis;  Drs. 
Samuel  Lambeth  and  T.  L.  Flickinger,  of 
Maryville;  Drs.  Julius  L.  Goldenberg,  Syd- 
ney L.  Coleman,  Jr.,  Alvin  J.  Cummins,  Na- 
than Salky,  Daniel  A.  Brody,  John  W.  Ev- 
ans, Philip  M.  Lewis,  Fred  P.  Sage,  and 
Joseph  E.  Salvatore,  of  Memphis;  Drs. 
Thomas  F.  Parrish,  Sam  E.  Stephenson,  Jr., 
C.  R.  Johnson,  Robert  A.  G.  Ricketson,  Bev- 
erly Douglas,  of  Nashville;  Drs.  William  E. 
Long,  Edward  H.  Mabry,  David  S.  Carroll, 
Memphis;  Dr.  Walter  L.  Diveley  of  Nash- 
ville. 

Officers  elected  for  the  Year  1962  were: 
Dr.  A.  Clayton  McCarty  of  Louisville — 


President;  Dr.  Fount  Richardson,  Fayette- 
ville, Arkansas,  President-elect  (died  on 
November  23);  Dr.  Robert  D.  Moreton,  Fort 
Worth,  Texas,  First  Vice  President;  and  Dr. 
Charles  Max  Cole,  Dallas,  Second  Vice 
President. 

The  Fifty-sixth  Annual  Meeting  will  be 
held  in  Miami  Beach,  Florida,  on  November 
12-15,  1962. 

Middle  Tennessee  Medical  Association 

The  One  Hundred  Thirty-fourth  Semi- 
annual Meeting  was  held  at  the  Rutherford 
County  Hospital,  Murfreesboro,  on  Novem- 
ber 16,  under  the  presidency  of  Dr.  John  T. 
Mason,  McMinnville.  The  program  consisted 
of  the  following:  “Torsion  of  the  Scrotal 
Contents”  by  Dr.  Tom  E.  Nesbitt,  Nashville; 
“Recent  Advances  in  the  Treatment  of 
Breast  Cancer,”  by  Dr.  Malcolm  Lewis, 
Nashville;  Symposium  on  “Burns,”  Dr.  Her- 
schel  Graves,  Jr.,  Nashville,  Moderator,  and 
Doctors  Greer  Ricketson  and  Thomas  G. 
Pennington,  Nashville  and  Dr.  Joe  M.  Miller, 
Donelson,  with  discussion  from  the  floor 
opened  by  Dr.  Richard  E.  Green,  Murfrees- 
boro. The  Presidential  Address  opened  the 
afternoon  session  which  was  followed  by: 
“Are  We  Fighting  a Battle  We  Can  Win?” 
by  Mr.  Jack  Ballentine,  Executive  Director, 
Tennessee  State  Medical  Association;  “The 
Convulsive  Disorder,”  Dr.  John  P.  Kinnard, 
Nashville;  “Clinical  Electroencephalogra- 
phy,” Dr.  James  W.  Ward,  Nashville;  “Pedi- 
atric Office  Procedures,”  Dr.  Thomas  Zer- 
foss,  Jr.,  Nashville;  “Recent  Advances  in 
Cardiovascular  Surgery,”  David  Dodd,  Mur- 
freesboro; “Stabilization  of  Cervical  Spine 
Following  Acute  Trauma,”  Lt.  Col.  Ernest 
Lineberger,  M.C.,  Fort  Campbell,  Kentucky; 
and  “Proper  Early  Management  of  Extrem- 
ity Wounds”  by  Dr.  Richard  E.  Green,  Mur- 
freesboro. 
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Dr.  Edwin  W.  Cocke,  Jr.,  Memphis;  Dr.  John  M. 
Higgason,  Chattanooga;  Dr.  Victor  H.  Klein,  Jr., 
Knoxville;  and  Dr.  B.  F.  Byrd,  Jr.,  Nashville,  have 
been  elected  members  at  large  of  the  District 
Board  to  the  Tennessee  Division  of  the  American 
Cancer  Society. 

Dr.  Philip  Lewis,  Memphis,  has  been  elected  to 
the  Executive  Committee  of  the  Section  on  Oph- 
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thalmology  and  Otolaryngology  of  the  Southern 
Medical  Association. 

Dr.  William  Hillman,  Dr.  Robert  E.  Merrill  and 
Dr.  William  Meacham,  all  of  Nashville,  recently 
participated  in  a meeting  of  the  National  Founda- 
tion Chapters  throughout  Tennessee. 

Dr.  W.  K.  Swann,  Knoxville,  recently  showed  a 
movie  of  a heart  operation  to  the  Knoxville  Civi- 
tan  Club. 

Dr.  Philip  H.  Livingston,  Chattanooga,  discussed 
“Heart  Disease  and  the  Woman”  on  a Chattanooga 
TV  program. 

Dr.  Joseph  B.  McMillon,  Ashland  City  has  been 
elected  Medical  Examiner  for  Cheatham  County. 

Dr.  J.  S.  Lambert,  Fairburn,  Georgia,  has  opened 
his  offices  for  general  practice  in  Waynesboro. 

Dr.  Julian  M.  Yood,  formerly  of  New  York  City, 
announces  his  association  for  the  medical  and 
surgical  treatment  of  diseases  of  the  eye,  ear,  nose 
and  throat  with  Dr.  Harold  Alper  in  Chattanooga. 

Dr.  John  H.  Burkhart,  Knoxville,  has  been  re- 
elected to  another  term  on  the  Knoxville  School 
Board. 

Dr.  Burt  Friedman,  Memphis,  has  been  elected 
President  of  the  Memphis  Thoracic  Society  for 
1962.  Elected  to  serve  with  Dr.  Friedman  were 
Dr.  Wilfong  Gragg,  Jr.  vice  president,  and  Dr. 
William  G.  White,  secretary-treasurer. 

Dr.  Sidney  L.  Wallace,  Knoxville,  has  been 
named  chairman  of  the  board  of  the  Knoxville 
Palsy  Center. 

Dr.  George  K.  Henshall,  Chattanooga,  spoke  on 
the  subject  “Current  Legislation  and  What  It 
Means  to  Us”  at  the  monthly  meeting  of  the  Wom- 
an’s Auxiliary  to  the  Hamilton  County  Medical 
Society. 

Dr.  Robert  T.  Elder,  Cedar  Hill,  has  been  named 
“Tennessee  General  Practitioner  of  the  Year.” 
He  was  elected  by  the  Tennessee  Academy  of 
General  Practice  at  their  annual  meeting  in  Nash- 
ville. 

Dr.  Alvin  J.  Ingram,  Memphis,  addressed  the 
recent  convention  of  the  Tennessee  Academy  of 
General  Practice  in  Nashville. 

Dr.  William  A.  Hensley,  Cookeville,  was  in- 
stalled as  president  of  the  Tennessee  Academy  of 
General  Practice. 

Dr.  R.  H.  Kampmeier,  Nashville,  served  on  the 
student  representatives  committee  for  the  South- 
ern Medical  Association’s  recent  annual  meeting. 

Three  Nashville  physicians,  Drs.  Bruce  Sinclair- 
Smith,  John  Foster  and  Andrew  Dale  appeared  on 
the  program  at  the  37th  annual  meeting  of  the 
American  Heart  Association  at  Miami  Beach, 
Florida.  Dr.  Elliot  V.  Newman,  Nashvile,  pre- 
sided over  one  of  the  sessions  in  clinical  cardiol- 
ogy. 

Dr.  James  M.  Hays,  Chattanooga,  has  opened  an 
office  at  104  Interstate  Building. 

Dr.  W.  G.  Rhea,  Paris,  received  an  award  at 
Vanderbilt  University  recently  for  his  outstanding 
service  in  this  area  to  Vanderbilt. 

Dr.  Henry  Packer,  Memphis,  has  been  appointed 
a special  consultant  to  the  Sight  and  Hearing 


Branch  of  the  Division  of  Chronic  Diseases,  U.S. 
Public  Health  Service. 

Dr.  Richard  O.  Cannon,  Nashville,  has  been  ap- 
pointed to  serve  a three-year  term  on  the  Ameri- 
can Hospital  Association’s  Council  on  Blue  Cross, 
Financing  and  Prepayment. 

Dr.  Addison  B.  Scoville,  Nashville,  is  the  Chair- 
man of  a special  study  committee  for  a children’s 
hospital. 

Dr.  J.  J.  Ashby,  Nashville,  was  presented  a 
tribute  for  his  years  of  service  to  the  Nashville 
Junior  League  Crippled  Children’s  Home. 

Dr.  G.  T.  Proctor,  Maryville,  recently  addressed 
the  Athens  Kiwanis  Club. 

Dr.  George  B.  Wyatt,  Jackson,  recently  ad- 
dressed the  Exchange  Club  members. 

Dr.  Travis  Morgan,  Knoxville,  was  guest  speaker 
for  the  Medical  Assistants’  Society  of  Tennessee. 

Dr.  Kenneth  L.  Roark,  Johnson  City,  has  been 
elected  a Fellow  of  the  American  Academy  of 
Pediatrics. 

Dr.  E.  L.  Caudill,  Jr.,  Elizabethton,  has  been 
elected  county  medical  examiner  for  Carter 
County. 

Dr.  Reece  B.  DeBerry,  Savannah,  recently  ad- 
dressed the  Savannah  North  Elementary  PTA  on 
the  subject  of  “contagious  diseases.” 

Dr.  Frank  Genella,  Jr.,  Oak  Ridge,  is  Chairman 
of  the  professional  group  for  the  Anderson  County 
Community  Chest  Red  Cross  Unit  Fund  Drive. 

Memphis  physicians  recently  elected  Fellows  of 
the  American  Academy  of  Pediatrics  are:  Drs. 
James  S.  Brown,  John  A.  Harbinson,  Robert  G. 
Allen  and  Earle  L.  Wrenn,  Jr. 

Dr.  Mary  Johnson  Ward,  Humboldt,  has  been 
elected  a Fellow  of  the  American  Academy  of 
Pediatrics. 

Dr.  Wm.  G.  Crook,  Jackson,  was  a speaker  be- 
fore the  15th  annual  assembly  of  the  Louisiana 
Academy  of  General  Practice. 

Dr.  John  Outland,  Somerville,  announces  that 
construction  will  begin  shortly  on  a new  20-room 
hospital  and  clinic  in  Collierville. 

The  following  physicians  were  recently  elected 
Fellows  of  the  American  College  of  Surgeons. 
They  are:  Dr.  Ambrose  M.  Langa,  Columbia;  Drs. 
George  N.  Austin,  George  W.  Bounds,  Jr.,  John 
H.  Foster,  Thomas  F.  Parrish,  Robert  N.  Sadler 
and  John  L.  Sawyers,  all  of  Nashville. 

Chattanooga  physicians  recently  appearing  on 
television  programs  in  that  city  were  Dr.  Cecil 
Newell  who  discussed  “Recent  Advances  in  Sur- 
gery”; Dr.  H.  D.  Hickey  who  spoke  on  “The  Role 
of  a General  Practitioner  in  Modern  Medicine”; 
and  Drs.  F.  J.  Smiley,  J.  H.  Stickley  and  Gordon 
Hixson  who  discussed  “Early  Cervical  Cancer 
Diagnosis  and  Management.” 

Dr.  Lynch  D.  Bennett,  Nashville,  announces  the 
removal  of  his  office  to  the  Mid-State  Medical 
Center. 

Dr.  R.  H.  Kampmeier,  Nashville,  gave  a lecture 
as  guest  of  the  Welborn  Clinic,  Evansville,  Ind., 
on  November  21. 

Dr.  Wallace  H.  Hall,  Jr.,  Nashville,  announced 
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his  association  with  the  Miller  Clinic  for  the  prac- 
tice of  internal  medicine. 

Dr.  William  J.  Darby,  Nashville,  head  of  the 
Department  of  Biochemistry,  Vanderbilt,  has  been 
appointed  as  one  of  sixteen  members  to  a National 
Committee  to  Advise  the  Food  and  Drug  Admin- 
istration regarding  the  necessity  of  protecting  the 
public  from  harmful  foods,  drugs,  cosmetics,  and 
therapeutic  devices. 


Pathology.  By  W.  A.  D.  Anderson,  M.D.,  Profes- 
sor of  Pathology  and  Chairman  of  the  Depart- 
ment of  Pathology,  University  of  Miami  School 
of  Medicine.  Fourth  edition,  1367  pages,  1385 
illustrations.  St.  Louis:  The  C.  V.  Mosby  Co., 
1961.  Price  $18.00. 

In  his  4th  edition,  Anderson  has  maintained  his 
tradition  of  bringing  together  under  one  cover 
more  than  the  usual  material  covered  by  other 
standard  textbooks  of  Pathology  and  at  the  same 
time  has  provided  a rather  thorough  coverage  of 
the  individual  subjects.  The  text,  as  in  the  past, 
is  a bit  lengthy  and  the  medical  student  intro- 
duced to  the  material  for  the  first  time  may  ex- 
perience some  difficulty  covering  the  subject  ma- 
terial. However,  he  will  less  frequently  need  to 
consult  other  texts  for  the  information  he  needs 
or  would  like  to  have.  If  he  needs  additional  in- 
formation, this  text  has  a profuse  bibliography 
which  is  up  to  date  and  listed  in  a readily  useable 
fashion. 

Almost  all  parts  of  Anderson’s  text  have  re- 
ceived extensive  revision.  The  chapter  on  “Rick- 
ettsial and  Viral  Diseases”  particularly,  has  been 
improved  upon  and  the  bibliography  is  now  up 
to  date.  The  chapter  on  the  liver  has  been  re- 
written with  the  help  of  a co-author.  In  this 
chapter,  the  embryologic  development  and  func- 
tional anatomy  have  been  emphasized.  The  en- 
tire chapter  has  been  revised  and  in  general  is 
much  improved.  Two  new  chapters  “Hypersensi- 
tivity Diseases”  and  “Mesenchymal  Tumors”  have 
been  added.  In  the  chapter  on  “Hypersensitivity 
Diseases,”  the  basic  concepts  of  antigen-antibody 
“hyper-”  responses  have  been  presented.  From 
this  beginning  the  author  points  out  the  relation- 
ship between  “hypersensitive”  responses  and  the 
collagen  diseases — all  in  all  a very  interesting 
chapter.  The  chapter  on  “Mesenchymal  Tumors,” 
though  relatively  short,  covers  well  the  various 
tumors  for  a text  this  size.  If  the  chapter  serves 
no  other  purpose  it  at  least  affords  an  outline  to 
follow  whereby  the  heretofore  “difficult”  soft  tis- 
sue tumors  can  be  classified.  This  edition  includes 
the  more  recently  described  clinical  syndromes, 
i.e.,  aldosteronism  (Conn’s  Syndrome),  familial 
chronic  idiopathic  jaundice  (Dubin-Sprinz  dis- 
ease), carcinoid  syndrome  and  others.  Two  chap- 
ters have  been  omitted.  They  are  “General  Prin- 
ciples of  Infection  and  Resistance”  and  “Heredity 


and  Constitution  in  Disease.”  This  is  not  to  imply 
these  topics  are  not  discussed  in  the  new  edition. 
Both  are  covered  briefly  but  adequately  in  the 
chapter  “Bacterial  Diseases.” 

All  in  all,  Anderson’s  4th  edition  is  an  excellent 
textbook  of  Pathology  and  is  to  be  highly  recom- 
mended. 
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The  Mid-South  Postgraduate  Medical 
Assembly 

Peabody  Hotel — Memphis,  Tennessee 
February  13,  14,  15,  16,  1962 

The  73rd  annual  meeting  of  the  Mid-South 
Postgraduate  Medical  Assembly  will  be  held  in 
Memphis,  Tennessee  at  the  Peabody  Hotel  on 
February  13-16,  1962.  Guest  speakers  and  their 
topics  will  be: 

Robert  H.  Kennedy,  M.D.,  New  York,  Director  of 
the  Field  Program,  Committee  on  Trauma  of 
the  American  College  of  Surgeons — “Improving 
the  Care  in  Emergency  Rooms” 

Robert  B.  Greenblatt,  M.D.,  Augusta,  Georgia, 
Professor  of  Endocrinology,  Medical  College  of 
Georgia — (1)  “The  Hormonal  Management  of 
Endometriosis”  and  (2)  “Anti-Ovulatory  Agents 
in  the  Treatment  of  Dysmenorrhea,  Mittle- 
schmerz,  and  as  a Contraceptive” 

Benjamin  R.  Gendel,  M.D.,  Atlanta,  Professor  of 
Medicine,  Emory  University  School  of  Medi- 
cine— (1)  “Medical  Genetics”  and  (2)  “Aplastic 
Anemia” 

L.  E.  January,  M.D.,  Iowa  City,  Professor  of  Med- 
icine, College  of  Medicine,  State  University  of 
Iowa — (1)  “The  Treatment  of  Severe  Myocar- 
dial Infarction”  and  (2)  “A  Review  of  the 
Therapy  for  Cardiac  Failure” 

Edward  H.  Reinhard,  M.D.,  St.  Louis,  Professor 
of  Medicine,  Washington  University,  School  of 
Medicine — (1)  “Active  Histoplasmosis  in 
Adults”  and  (2)  “Present  Status  of  Chemo- 
therapy of  Cancer” 

Ralph  W.  Gause,  M.D.,  New  York,  Associate 
Professor,  Clinical  and  Gynecological — Cornell 
Medical  School — (1)  “Obstetrical  Emergencies” 
and  (2)  “Differential  Diagnosis  of  Abnormal 
Uterine  Bleeding” 

John  W.  Henderson,  M.D.,  Rochester,  Minnesota, 
Associate  Professor  of  Ophthalmology,  Mayo 
Foundation,  University  of  Minnesota  Graduate 
School — “Hemangiomas  of  Infancy:  Eyelids  and 
Orbit” 

Bruce  Proctor,  M.D.,  Detroit,  Associate  Clinical 
Professor  of  Otolaryngology,  Wayne  State  Uni- 
versity— “Deafness  in  General  Practice” 

E.  E.  Muirhead,  M.D.,  Detroit,  Director  of  Labora- 
tories at  Woman’s  Hospital  and  Professor  of 
Pathology,  Wayne  University  Medical  School — 
(1)  CPC  and  (2)  “Hemolytic  Anemias” 

Joseph  A.  Johnston,  M.D.,  Detroit,  Pediatrician- 


December,  1961 


ANNOUNCEMENTS 


453 


in-Chief,  Henry  Ford  Hospital — (1)  “The  Tonsil 
and  Adenoid  Problem”  and  (2)  “The  Adoles- 
cent” 

John  Cyril  Peterson,  M.D.,  Milwaukee,  Professor 
and  Chairman,  Department  of  Pediatrics,  Mar- 
quette University — (1)  “Streptococcieosis”  and 
(2)  “Immunizations  in  Infancy  and  Childhood” 
Mr.  Harley  J.  McNeal,  Cleveland,  Ohio,  Attorney- 
at-Law — “Patients,  Litigation  and  Patience” 
Benjamin  Felson,  M.D.,  Cincinnati,  Professor  and 
Director  of  Radiology,  University  of  Cincinnati 
— — ( 1 ) “Some  Fundamentals  of  Chest  Roentgen- 
ology” and  (2)  “Some  Fundamentals  of  Roent- 
gen Diagnosis  of  the  Acute  Abdomen” 

George  G.  Finney,  M.D.,  Baltimore,  Associate  Pro- 
fessor of  Surgery,  Johns  Hopkins  University — 
(1)  “CPC”  and  (2)  “Carcinoma  of  the  Gall 
Bladder”  and  (3)  “Surgical  Indications  for 
Splenectomy” 

John  T.  Reynolds,  M.D.,  Chicago,  Clinical  Pro- 
fessor of  Surgery,  Illinois  College  of  Medicine — 
(1)  “Inguinal  Hernias:  The  Need  for  Flexibility 
in  the  Technique  of  Repair,  Depending  Upon 
the  Anatomical  Findings  Encountered”  and  (2) 
“The  Cause  of  Persistent  Symptoms  Following 
Biliary  Tract  Surgery  and  the  Rationale  of  Their 
Treatment”  and  (3)  Special  Movie — “Resection 
of  the  Right  Lobe  of  the  Liver” 

Paul  C.  Bucy,  M.D.,  Chicago,  Professor  of  Sur- 
gery, Northwestern  University,  and  Past  Presi- 
dent of  the  Society  of  Neurological  Surgeons — 
(1)  “Tumors  of  the  Spinal  Cord”  and  (2)  “Tu- 
mors of  the  Brain” 

G.  W.  N.  Eggers,  M.D.,  Galveston,  Professor  of 
Orthopaedic  Surgery,  Orthopaedic  Surgeon-in- 
Chief  Medical  Branch  Hospital,  University  of 
Texas — (1)  “Fractures  of  the  Forearm”  and  (2) 
“Fractures  in  Children” 

Walter  W.  Fischer,  M.D.,  New  York,  Associate 
Professor  Clinical  Surgery,  New  York  Univer- 
sity— (1)  “Emergency  Thoracic  Surgery  in  In- 


fancy” and  (2)  “Indications  for  Treatment  of 
Diaphragmatic  Hernia” 

Reed  M.  Nesbit,  M.D.,  Ann  Arbor,  Professor  in 
charge  of  Urology,  University  Hospital — (1) 
“Renal  Hypertension — Diagnostic  Criteria  and 
Methods  of  Treatment”  and  (2)  “Surgical  As- 
pects of  Adrenal  Disease.” 

The  above  speakers  represent  the  specialties  of 
Endocrinology,  Internal  Medicine,  Obstetrics,  Oph- 
thalmology, Otolaryngology,  Pathology,  Pediatrics, 
Radiology,  Urology,  General  Surgery,  Neurosur- 
gery and  Orthopaedic  Surgery. 

Eighty-five  technical  exhibits  will  be  displayed 
and  there  is  planned  entertainment  for  visiting 
wives. 

For  additional  information,  contact  Mr.  Les 
Adams,  Executive  Secretary,  Memphis-Shelby 
County  Medical  Society,  774  Adams  Avenue, 
Memphis,  Tennessee. 

Postgraduate  Course  in  Orthopedics  at 
Vanderbilt  University  School  of  Medicine 

The  Orthopedic  Surgery  Division  is  offering  a 
Postgraduate  Day  on  Thursday,  January  18,  1962, 
to  be  held  at  Vanderbilt  University  Hospital,  be- 
ginning at  9 a.m.  The  subjects  to  be  discussed 
will  include  the  disorders  of  the  musculoskeletal 
system  which  are  suitable  for  office  type  treat- 
ment. The  approach  will  be  on  a regional  basis 
with  detailed  discussions  of  the  problems  of  back- 
ache, bursitis,  painful  feet,  cervical  and  arm  pain 
and  osteoarthritis  of  the  weight  bearing  joints. 
The  indications  and  contra-indications  for  the  use 
of  steroids  will  be  described.  The  rationale  for 
the  use  of  physical  therapy  modalities  will  be  in- 
cluded. 

The  Course  is  approved  for  Category  I credit 
by  the  American  Academy  of  General  Practice. 
Tuition  is  $15.00  which  includes  the  luncheon. 
For  further  information  address  the  Department 
of  Postgraduate  Instruction,  Vanderbilt  University 
School  of  Medicine. 
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The  list  of  members  of  the  Tennessee  State  Medi- 
cal Association  is  published  in  compliance  with  a pro- 
vision of  the  Constitution  and  By-Laws.  The  data  are 
accurate  as  of  December  10,  1961.  They  are  arranged 
in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 


Towns  in  each  county  arranged  alphabetically  and 
the  members  in  each  town  arranged  alphabetically. 

List  of  members  residing  outside  the  state  arranged 
alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1961. 


ANDERSON 
COUNTY 
Clinton 

A.  W.  Bishop 
(Mbr.  Roane  Co. 

I*.  M.  Dings 
(Mbr.  Roane  Co. 
Soc.) 

.1.  S.  Hall 
(Mbr.  Roane  Co. 
Soc.) 

Henry  Hedden,  Jr. 
(Mbr.  Roane  Co. 
Soc.) 

John  J.  Smith 

Lake  City 

J.  M.  Cox 

R.  B.  Scott 

Norris 

S.  G.  McNeeley 

Oliver  Springs 
!•'.  O.  Stone 
S.  J.  Van  Hook 

BEDFORD 

COUNTY 

Shelbyville 

W.  L.  Chambers 

A.  L.  Cooper 
John  S.  Derryberry 
Alfred  Farrar 
Taylor  Farrar 
Henry  Feldhaus,  Jr. 
Wallace  Frierson 
Grace  Moulder 
Carl  Rogers 
Sara  Womack 

BENTON 

COUNTY 

Camden 

Win.  H.  Blackburn 
Robert  I.  Bourne 
J.  S.  Butterworth 
A.  T.  Hicks 

R.  L.  Horton 

BLEDSOE 

COUNTY 

Piheville 

Thomas  G.  Cranwell 
(Mbr.  Hamilton  Co.) 

BLOUNT  COUNTY 
Alcoa 

Oliver  K.  Agee 
Joe  S.  Henderson 
J.  S.  l’helan 

Maryville 
George  Barker 
J.  H.  Bowen 
1C.  A.  Bryant 

H.  A.  Callaway,  Jr. 
Lea  Callaway 
J.  W.  Christofferson 
Mary  D.  Cragan 
W.  C.  Crowder 
Lynn  F.  Curtis 
W.  N.  Dawson 
Ted  L.  Flickinger 
R.  H.  Haralson,  Jr. 
J.  S.  Henry 
James  T.  Holder 
Cecil  B.  Howard 
H.  L.  Isbell 
Edward  M.  Kelman 

E.  P.  Kintner 
Beulah  Kittrell 
Samuel  S.  Lambeth 
Roy  W.  Laugh- 

miller,  Jr. 

Julian  C.  Lentz,  Jr. 

C.  B.  Lequire 
Robert  F.  Leyen 

F.  S.  Lovingood 


Norman  A.  Mc- 
Kinnon, Jr. 

J.  F.  Manning 
James  H.  Millard, 
Jr. 

L.  Q.  Myers 
Robert  D.  Mynatt 
Tom  Proctor 
James  N.  Proffitt 

B.  P.  Ramsey 

0.  L.  Simpson.  Jr. 
Trent  Vandergrilf 
Lowell  E.  Vinsant 
John  A.  Yarborough 

BRADLEY 

COUNTY 

Calhoun 

1.  M.  Weir 

Cleveland 

D.  N.  Arnold 
Marvin  R.  Batchelor 
Robert  H.  Bossert 
Chalmer  Chastain, 

Jr. 

Jack  R.  Free 
Wm.  A.  Garrott 

C.  S.  Heron 

Ivan  C.  Humphries, 

Jr. 

Frank  K.  Jones,  Jr. 
C.  H.  Kimball 

J.  C.  Lowe 
Joseph  McCoin 
Hays  Mitchell 
Allan  W.  Perepelitza 

E.  Harris  Pierce 
Wm.  I.  Proffitt 
John  A.  Rogness 
Wm.  R.  Smith 
C.  T.  Speck,  Jr. 

W.  C.  Stanbery 

S.  J.  Sullivan 
Claud  H.  Taylor 
Madison  S.  Trewhitt 
Gilbert  A.  Varnell 

CAMPBELL 
COUNTY 
Caryville 
Chas.  Rogers 
Jellico 

Don  I..  Gaines 
Charles  A.  Prater 
Ned  C.  Watts 

La  Folletle 
John  S.  Burrell 

M.  L.  Davis 
Robert  F.  Flemming 
P.  T.  Howard 

P.  J.  O’Brien 
J.  W.  Presley 
John  C.  Prysc 
R.  C.  Pryse 
James  W.  Riggs 
L.  J.  Seargeant 
Burgin  H.  Wood 

CANNON  COUNTY 
IP oodbury 
William  A.  Bryant 
(Mbr.  Rutherford 
Co.) 

Russell  E.  Meyers 
(Mbr.  Rutherford 
Co.) 

CARROLL 
COUNTY 
Bruceton 
R.  T.  Keeton 
Huntingdon 
R.  A.  Douglass 
R.  B.  Wilson 

McKenzie 
E.  E.  Edwards,  Jr. 

J.  T.  Holmes 
Frank  E.  Reeder 


Trezevant 

James  H.  Robertson 

CARTER  COUNTY 
Elizabethton 
Robert  J.  Allen 
Hoyle  E.  Bowman 
Richard  Bucher 
E.  L.  Caudill,  Sr. 

E.  L.  Caudill,  Jr. 
W.  G.  Frost 
Clarence  E.  Collid- 
ing, Jr. 

Royce  Holsey 
E.  T.  Pearson 
Dillard  Sholes,  Jr. 

D.  J.  Slagle 
James  M.  Willett 

CHESTER 

COUNTY 

Henderson 
Darrell  King 
O.  M.  McCallum 
R.  L.  Wilson 


CLAIBORNE 

COUNTY 

New  Tazewell 
Wm.  N.  Smith 
(Mbr.  Knox  Co.) 
Jean  C.  Tarwater 
(Mbr.  Knox  Co.) 

COCKE  COUNTY 
Newport 
W.  E.  McGaha 
Drew  A.  Mims 
Wm.  B.  RoDinson 
Glen  C.  Shults 
Fred  M.  Valentine 
Fred  M.  Valentine, 
Jr. 

COFFEE  COUNTY 
Manchester 
Clarence  H.  Farrar 
Howard  A.  Farrar 
Lawrence  G. 

Gardner 

Bryant  S.  Swindoll 
H.  H.  Winters 
Coulter  S.  Young 

Tullahoma 
Harry  Baer 
R.  L.  Brickell 
Jack  T.  Farrar 

B.  E.  Galbraith 
Edwin  E.  Gray,  Jr. 
Charles  B.  Harvey 
J.  M.  King 

C.  C.  Snoddy 
Chas.  Harry  Webb 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 


Bells 

E.  Farrow 
Charles  N.  Hickman 
R.  W.  Mayfield 
Wm.  R.  Sullivan 
Maury  City 
Joseph  E.  Crupie 


CUMBERLAND 
COUNTY 
Crossvillc 
James  T.  Callis 
R.  Gene  Cravens 
Paul  A.  Erwin,  Jr. 
Win.  E.  Evans 


Donathan  Ivey 
H.  F.  Lawson 
Robert  M.  Metcalfe 
Stuart  P.  Seaton 

M.  M.  Young 

Pleasant  Hill 

Larry  A.  Chrouch 
Margaret  K.  Stewart 

DAVIDSON 

COUNTY 

Donelson 

E.  E.  Anderson 
Luther  A.  Beazley 
Robert  B.  Gaston 

C.  N.  Gessler 
Chas.  H.  Huddleston 
Joseph  E.  Hurt 
Joe  M.  Miller 
James  B.  Millis 
Luther  E.  Smith 
Wm.  B.  Wadlington 

Goodlettsville 

Roy  R . Bowes 

Madison 

William  J.  Card 
Sam  W.  Carney,  Jr. 
Frederec  B.  Cothren 
George  B.  Hagan 
Jefferson  C. 

Pennington,  Jr. 
Robt.  L.  Pettus,  Jr. 

D.  R.  W.  Shupe 
Joe  E.  Sutherland 
Harry  Witztum 

Madison  College 
Hillis  F.  Evans 
Julian  C.  Gant 
Gilbert  H.  Johnson 
Cyrus  E.  Kendall 
Jean  M.  Slate 

Nashville 

Crawford  W.  Adams 
R.  W.  Adams,  Jr. 
j.  W.  Alford,  Jr. 
Joseph  H.  Allen 
Wm.  E.  Allison 
J.  Clyde  Alley,  Jr. 
Ben  J.  Alper 
W.  L.  Alsobrook 
Arthur  R.  Anderson 
Edwin  B.  Anderson 
H.  R.  Anderson 
J.  Sumpter  Ander- 
son, Jr. 

Joe  D.  Anderson 
Robt.  S.  Anderson 
J.  J.  Ashby 

N.  F.  Atria 
George  N.  Austin 

J.  Mansfield  Bailey 
(Mbr.  Wilson  Co.) 
Joseph  J.  Baker 
Sidney  W.  Ballard 
Preston  H.  Bandy 
Edwin  H.  Barksdale 
Randolph  Batson 
David  S.  Bayer 
Eric  Bell,  Jr. 

Lynch  D.  Bennett 
Edmund  W.  Benz 
Stanley  Bernard 
John  H.  Beveridge 
Otto  Billig 

F.  T.  Billings,  Jr. 
Geo.  T.  Binkley,  Jr. 
Russell  T.  Birming- 
ham 

Eugene  L.  Bishop, 
Jr. 

Lindsay  K.  Bishop 
Frank  M.  Blackwell 
James  B.  Boddie,  Jr. 
Geo.  W.  Bounds,  Jr. 


John  M.  Boylin 
H.  B.  Brackin 
H.  B.  Brackin,  Jr. 
Cloyce  F.  Bradley 

G.  Hearn  Bradley 
David  V.  Bradley 
James  M.  Brakefield 

T.  F.  Bridges 
Dorothy  L.  Brown 
M.  F.  Brown 
(Mbr.  Lincoln  Co.) 
J.  Thomas  Bryan 
John  C.  Burch 
Joseph  G.  Burd 

R.  N.  Buchanan,  Jr. 
George  Burrus 
Swan  Burris 
B.  F.  Byrd,  Jr. 
James  J.  Callaway 
Richard  O.  Cannon 
Joe  M.  Capps 
George  K.  Carpenter 
Oscar  W.  Carter 
Norman  M.  Cassell 
W.  R.  Cate 
John  S.  Cayce 
Lee  F.  Cayce 
Robert  L.  Chalfant 
Eric  M.  Chazen 
Abraham  P.  Cheij 
Amos  Christie 
Jeannine  A.  Classen 
Everett  M.  Clayton, 

Jr. 

Cully  A.  Cobb,  Jr. 
Henry  A.  Cohen 
John  H.  Coles,  III 
Harold  A.  Collins 
W.  J.  Core 
Orrie  A.  Couch,  Jr. 
Sam  C.  Cowan,  Jr. 
Frederic  E.  Cowden 
Geo.  Boyd  Crafton 

H.  James  Crecraft 
R.  R.  Crowe 

E.  Perry  Crump 
W.  Andrew  Dale 
Rollin  A.  Daniel,  Jr. 
Wm.  J.  Darby 
Philip  V.  Daughertv 
T.  W.  Davis 
Thomas  C.  Delvaux, 
Jr. 

Wm.  A.  Demonbreun 
Walter  L.  Divelev 
Wm.  M.  Doak 
Wm.  D.  Donald 
Earl  D.  Dorris 
Robert  T.  Doster 
Beverly  Douglas 
H.  L.  Douglass 
L.  Rowe  Driver 
Ray  L.  Dubuisson 
Price  H.  Duff 
George  E.  Duncan 
Herbert  Duncan 
Wm.  H.  Edwards 
Paul  Elcan,  D.D.S. 
Phillip  C.  Elliott 
James  W.  Ellis 
Irwin  B.  Eskind 
Harry  M.  Estes 
E.  Wm.  Elvers 
Don  L.  Eyler 
John  L.  Farringer, 

Jr. 

W.  B.  Farris 

R.  O.  Fessey 
Jacob  N.  Fidelholtz 
John  P.  Fields 
Robert  M.  Finks 
John  M.  Flexner 
Robert  M.  Foote 
Howard  R.  Foreman 
Garth  E.  Fort 
John  H.  Foster 

S.  Benjamin  Fowler 
Richard  France 
Horace  M.  Frazier 
John  W.  Frazier,  Jr. 
Thomas  F.  Frist 
James  L.  Fuqua 


Robert  K.  Galloway 
Chas.  K.  Gardner 
James  C.  Gardner 
Sam  Y.  Garrett 
R.  S.  Gass 
Hamilton  V.  Gayden 
Horace  C.  Gayden 
Charles  M.  Gill 
J.  P.  Glover,  Jr. 
John  R.  Glover 
Fred  Goldner,  Jr. 
James  E.  Goldsberiy 
David  K.  Gotwald 
Burton  P.  Grant 
Geo.  T.  Graves,  Jr. 
Herschel  A.  Graves, 
Jr. 

Paul  A.  Green,  Jr. 
Clifton  E.  Greer,  Jr. 
John  W.  Griffith,  Jr. 
John  H.  Griscom 
Thos.  W.  Grizzard 
Laurence  A.  Gross- 
man 

Milton  Grossman 
Wm.  E.  Gupton,  Jr 
Arnold  Haber,  Jr. 
David  W.  Hailey 
Chas.  E.  Haines,  Jr. 
Wallace  H.  Hall,  Jr. 
Thos.  B.  Haltom 
Chas.  M.  Hamilton 
J.  R.  Hamilton 
W.  M.  Hamilton 
Roy  G.  Hammonds 
Axel  C.  Hansen 
Anderson  P.  Harris 
Jackson  Harris 
Robt.  C.  Hartmann 

A.  B.  Harwell 
James  T.  Hayes 
John  H.  L.  Heintzel- 

man 

James  B.  Helme 
J.  L.  Herrington,  Jr. 
john  G.  Herzfeld 

B.  K.  Hibbett,  III 
J.  B.  Hibbitts,  Jr. 
William  Higginson 
Elmore  Hill,  D.M.D 

I.  R.  Hillard 
John  W.  Hillman 
R.  H.  Hirsch 
(Mbr.  Robertson 

Co.) 

J.  Harvill  Hite 
Charlie  Joe  Hobdy 
Geo.  W.  Holcomb 

Jr. 

A.  N.  Hollabaugh, 

Jr. 

Chas.  F.  Hollabaugh 
J.  E.  Howard 
(Mbr.  Hamblen  Co.) 
W.  W.  Hubbard 
James  M.  Hudgins 
Granville  W.  Hudson 
Vernon  Hutton,  Jr. 
Maurice  Hyman 
M.  D.  Ingram,  |r. 
Albert  P. 

Tsenhour,  Jr. 

J.  McK.  Ivie 
W.  F.  B.  James 
John  A.  Jarrell,  Jr. 
1).  J.  Johns 
Alfonso  P.  Johnson 
Hollis  E.  Johnson 
Ira  T.  Johnson,  Jr. 
Edmund  P.  Jones 

T.  M.  Jordan 
Orrin  L.  Jones,  Jr. 
R.  H.  Kampmeier 
Herman  J.  Kaplan 
A.  E.  Keller 
J.  Allen  Kennedy 
Win.  G.  Kennon,  Jr. 
Joe  B.  Killebiew 
(Mbr.  Hamilton  Co.) 
John  I‘.  Kinnard 
Lowry  D.  Kirby 
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Carl  T.  Kirchmaier 

I.  A.  Kirtley,  Jr. 

0.  Morse  Kochtitzky 
Leonard  I.  Koenig 

C.  J.  Ladd,  D.D.S. 
Roland  1).  Lamb 
Ralph  M.  Larsen 
Horace  T.  Lavely, 

Jr. 

A.  R.  Lawson 

G.  Allen  Lawrence 
Jas.  I).  Lester 
Malcolm  R.  Lewis 
Milton  S.  Lewis 
(.rant  W.  Fiddle 
Richard  C.  Light 
loanne  Linn 
Robert  J.  Linn 

A.  B.  Lipscomb 
Jackson  1’.  Lowe 
S.  L.  Lowenstein 
Frank  H.  Luton 
Philip  L.  Lvle 
Robt  H.  Magrudet 
Guy  Milford  Maness 
W.  R.  Manlove,  Jr. 

F. dw.  H.  Martin, 

D.D.S. 

Travis  H.  Martin 

Ralph  W.  Massie 
Jas.  Andrew  Mayer 
Ben  R.  Maves 
George  R.  Mayfield 
Curtis  P.  McCam- 
mon 

Frank  G.  McCamp- 
bell 

(Mbr.  Benton- 
Humphreys) 

G.  S.  McClellan 
Robt.  E.  McClellan 

C.  C.  McClure,  Jr. 
Robt.  L.  McCracken 
Charles  W. 

MacMillan 

M.  Chas.  McMurray 
Barton  McSwain 
VVm.  F.  Meacham 
George  R.  Meneeley 
Arnold  M. 

Meirowskv 
Andrew  H.  Miller 
Cleo  M.  Miller 
lames  B.  Miller 
Llovd  C.  Miller 
James  B.  Millis 
Edwin  H.  Mitchell 

R.  W.  Money 
Harry  T.  Moore,  Jr 
Theodore  Morford 

N.  B.  Morris 

P.  G.  Morrissey,  Jr 

M.  K.  Moulder 

1.  Armistead  Nelson 
Dewey  Nemec 
Tom  E.  Nesbitt 

E.  V.  Newman 
Oscar  F.  Noel 
Margaret  S.  Norris 
John  R.  Olson 
Wm.  F.  Orr,  Jr. 
lames  C.  Overall 
Fred  W.  T.  Overton 
Fred  D.  Ownby 
Richard  P.  Ownbev 
Homer  M.  Pare.  Ir. 
Thomas  F.  Paine, 

Jr. 

Roy  Wm.  Parker 
Thomas  F.  Parrish 
Rernard  J.  Pass 
lohn  W.  Patterson 

R.  C.  Patterson,  Jr. 

C.  Gordon 

Peerman,  Jr. 

Edna  S.  Pennington 
Thos.  Guv  Pen- 
nington 

George  L.  Perler 
Frank  A.  Perry 

M.  A.  Petrone 
lames  M.  Phythyon 
David  R.  Pickens. 
Jr. 

Phillip  P.  Porch 
Robert  W.  Quinn 
Tames  Seay  Read 

F. .  M.  Regen 
Roy  J Renfro 
lohn  R.  Rice 

S.  C.  Reirhman 
Greer  Ricketson 
Douglas  FI.  Riddell 
Elkin  L.  Rippy 

S.  S.  Riven 
Joseph  D.  Robert- 
son 


E.  Miller  Robinson 
David  E.  Rogers 

D.  T.  Rolfe 
Martin  J.  Rosen- 
blum 

Sol  A.  Rosenblum 
Louis  Rosenfeld 
P.  M.  Ross 
lied  A.  Rowe,  Jr. 
Robert  M.  Roy 
Robert  N.  Sadler 
Louis  Sampson 
Dan  S.  Sanders,  Jr. 
Houston  Sarratt 
Thomas  R . Sawyer 
John  L.  Sawyers 

I.  II.  Sayers,  Jr. 

C.  David  Scheibert 
lack  C.  Schmitt, 

D.D.S. 

Lawrence  G.  Schull 
Herbert  J.  Schul- 
man 

H.  Wm.  Scott,  Jr. 

A.  B.  Scoville,  Jr. 

C.  Gordon  Sell 

IF.  C.  Seward 
Robert  S.  Shackleit 
lohn  L.  Shapiro 
Harry  S.  Shelley 
Ben  A.  Shelton 
Wm.  F.  Sheridan, 

Jr. 

Abram  C.  Shmerling 

N.  S.  Shofner 

Brian  T.  Shorney 
Harrison  H.  Shoul- 
ders, Jr. 

Flarrison  L Shull 
Ammie  T.  Sikes 
T.  E.  Simpkins 
Wm.  T.  Slonecker 
Chas.  B.  Smith 
Daugh  W.  Smith 
Henry  C.  Smith 
Marion  I..  Smith 
Bertram  E.  Sprofkin 
Daphine  Sprouse 
Sam  E.  Stephenson, 
Jr. 

Lee  Wm.  Stewart 
Frank  W.  Stevens 
Hugh  L.  C.  Stevens 
Joe  M.  Strayhorn 
W.  D.  Strayhorn 
Wm.  D.  Sumpter,  Jr. 
Arthur  J.  Suther- 
land 

Richard  P.  Taber 

G.  J.  Tarleton,  Jr. 
John  M.  Tanner 
Ed  L.  Tarpley 
Pauline  Tenzel 
Robert  T.  Terry 
Andrew  B.  Thach, 
Jr. 

C.  S.  Thomas 

J.  N.  Thomasson 
John  B.  Thomison 
Chas.  B.  Thorne 
W.  O.  Tirrill,  Jr. 
Kirkland  W.  Todd, 

Jr. 

Robt.  H.  Tosh 
C.  C.  Trabue,  IV 

Leslie  E.  Traughber, 

Jr. 

Carr  A.  Treherne 
C.  B.  Tucker 
John  M.  Tudor 
Wm.  O.  Vaughan 
Ethel  Walker 
Matthew  Walker 
John  M.  Wampler 
James  W.  Ward 
Russell  D.  Ward 
Thomas  F.  Warder 
Paul  L.  Warner 
Thomas  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
Bernard  Weinstein 
A.  Lawrence  White 
Frank  E.  Whitacre 
Joe  T.  Whitfield 
Earl  E.  Wilkinson 
Edwin  L.  Williams 
W.  Carter  Williams 
(Mbr.  Smith  Co.) 
Frank  G.  Wither- 
spoon 

Norman  E. 

Witthauer 
Frank  C.  Womack, 
Jr. 

C.  C.  Woodcock 
M.  C.  Woodfin 


T.  Volney  Woodring 
John  R.  Woods 
John  L.  Wyatt 
Kate  Savage  Zerfoss 
Thomas  B.  Zerfoss 
Thos.  B.  Zerfoss,  Jr 

Ohl  Hickory 

T.  D.  Dailey 

E.  1’.  Johnson 
lames  K.  Lawrence 

R.  P.  Miller 
Henry  D.  Murray 

E.  B.  Rhea 
W.  W.  Wilson 

DECATUR 

COUNTY 

Parsons 

H.  L.  Conger 
Edward  G.  Cutshaw 

DEKALB  COUNTY 
Alexandria 
II.  Odell  Mason 
(Mbr.  Smith  Co.) 

DICKSON  COUNTY 
Charlotte 
James  C.  Elliott 
Dickson 
J.  T.  Allen 
W.  A.  Bell.  Jr. 

Mary  Baxter  Cook 
W.  A.  Crosby 
Halden  W.  Hooper 
J.  T.  Jackson 
Lawrence  C. 
Jackson 

W.  M.  Jackson 

F-.  YV.  McPherson 


DYER  COUNTY 
Dyersburg 
W.  E.  Anderson 

I.  Paul  Baird 
Keim  Baird 
Thos.  V.  Banks 
I’.  A.  Conyers 
James  W.  Bonds 
Huey  T.  Holt 
Thomas  W.  Johnson 
Robert  T.  Kerr 

O.  B.  Landrum 
Fred  Moore 

J.  C.  Moore 
J.  G.  Price 

R.  David  Taylor 
W.  I.  Thornton,  Jr. 
Lydia  V.  Watson 

Newbern 

Wm.  L.  Phillips 

P.  B.  YViddis 

T rimble 

Dillard  McCown 
V.  Art  Murphy 

FAYETTE 

COUNTY 

Somerville 
John  L.  Armstrong 
John  M.  Bishop 
Frank  S.  McKnight 
J.  E.  Outlan 
Wm.  F.  Outlan 
Karl  B.  Rhea 
Lee  Rush,  Jr. 


FENTRESS 

COUNTY 

Jamestown 

B.  Fred  Allred 
Guy  C.  Pinckley 
Shelby  O.  Turner 

FRANKLIN 

COUNTY 

Cowan 

Charles  D.  Couser 
Decherd 
P.  J.  Flippin 
Dewey  W.  Hood 

Huntland 
I,  J.  Stubblefield 
(Mbr.  Lincoln  Co.) 


Sewanee 

Ruth  A.  Cameron 
Charles  B.  Keppler 
E.  W.  Kirby-Smith 

H.  T.  Kirby-Smith 

Winchester 
Jo  C.  Anderton 
Reynolds  Fite 
Gerald  E.  Johnson 
George  L.  Smith 
James  Van 
Blaricum 


GIBSON  COUNTY 

Dyer 

John  W.  Ellis 

Humboldt 

H.  G.  Barker 
Chas.  W.  Davis 
A.  H.  Fick 
J.  W.  Oursler 
Jas.  D.  Rozzell 
George  E.  Spangler 


HAMBLEN 

COUNTY 

Morristown 

W.  K.  Alexander 
Lee  R.  Barclay 
Howard  T.  Brock 
Robert  L.  Brown 
John  IF.  Caldwell 
Kemp  Davis 

C.  J.  Duby 
Y.  Alvin  Jackson 
lohn  Kinser 

F.  J.  Little,  Jr. 

E.  Gene  Lynch 
Cecil  F.  Mynatt,  Jr. 
L.  W.  Nabers 
John  L.  Pearce 

I.  W.  Richardson 
Charles  S.  Scott 
Powell  M.  Trusler 


HAMILTON 

COUNTY 

Chattanooga 


J.  Marsh  Frere 
Augustus  H.  Frye, 
Jr. 

0.  C.  Gass 
(,.  C.  Gibson 
Robt.  H.  Giles,  Jr. 

E.  Wayne  Gilley 
Paul  Si.  Golley 
Kenneth  N.  Gould 
Frank  B.  Graham 
Joseph  W.  Graves 
Wm.  R . G reen 

T.  A.  Grubbs,  Jr. 

F.  Russell  Hackney 
Robert  B.  Hagood 
Foster  Hampton,  Jr. 
John  C.  Hampton 

H.  Barlow  Harris 
E.  F.  Harrison 

Carl  A.  Hartung 
Chas.  W.  Hawkins 
James  M.  Hays 
James  R.  Headrick 
Robt.  S.  Heilman 

H.  B.  Henning 
Warren  B.  Henry 
George  K Henshall. 

Jr- 

Homer  D.  Hickey 
John  M.  Higgason 

1.  M.  Higginbotham 

I.  F.  Hobbs 
Richard  G. 

Hofmeister 
Pope  B.  Holliday 
Jr- 

Benton  B.  Holt,  Jr. 

C.  M . Hooper 
Rudolph  Hoppe 
Don  R.  Hornsby 
John  O.  House 
W.  P.  Hutcherson 
IF.  Isbell 
DeWitt  B.  James 
Harry  E.  Jones 
Edward  G.  Johnson 
Joseph  W.  Johnson, 

Jr. 

I.  E.  Johnson 

I.  Paul  Johnson 

J.  Paul  Johnson,  Jr. 

D.  B.  Karr 
lohn  J.  Killeffer 
lohn  E.  Kimball,  Jr 
C.  Windom  Kimsey 
Warren  H.  Kimsey 
Clyde  R.  Kirk 
IFurwood  L.  Kirk 
Gene  H.  Kistler 
Rudolph  M Landry 
Fred  IF.  Lansford, 

Jr. 

Chester  L.  Lassiter 

Lawrence  H.  Las- 
siter 

Joseph  V.  Lavecchia, 

Jr. 

Hiram  A.  Laws,  Jr 
Stewart  Lawwill 
Stewart  Lawwill.  Jr. 
Willis  E.  Lemon 
Philip  H.  Livingston 

H.  D.  Long 
Ira  M.  Long 
Robt.  E.  Mabe 
Wm.  B.  MacGuire, 

Jr. 

T.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
Harold  J.  McAlister 
Cooper  H.  McCall 
David  P.  McCallie 
Augustus  McCravey 
Preston  C.  McDow 
George  R.  McElroy 

I.  Edward  McKinney 
H.  C.  Miles. 

Robert  T.  Miller 
George  A Mitchell 
Thomas  C.  Monroe 
Lewis  W.  Moore 
Fay  B.  Murphy,  Jr. 
Oscar  B.  Murray 
Robt.  W.  Myers 
Marvin  M.  Nathan 
Merrill  F.  Nelson 
Cecil  E.  Newell 

E.  T.  Newell 

E.  T.  Newell.  Jr. 
Lawrence  R.  Nickell 
Paul  V.  Nolan 
Wm.  C.  Pallas 
A.  M.  Patterson 
R.  L.  Patterson 


Medina 
Robert  Morris 
Milan 

H.  P.  Clemmer 
James  O.  Fields 
R.  F.  Hughes 

F.  L.  Keil 
Philip  G.  Williams 

Rutherford 
W.  F.  Bell 

Trenton 

Edw.  C.  Barker 
E.  C.  Crafton 

James  W.  Hall 

Yorkville 
Bill  Murray 


GILES  COUNTY 
Ardmore 

C.  B.  Marshall 
(Mbr.  Lincoln  Co.) 

Pulaski 

Robert  B.  Agee 

K.  M.  Kressenberg 
W.  K.  Owen 

J.  U.  Speer 

D.  M.  Spotwood 


GRAINGER 

COUNTY 

Rutledge 

L.  C.  Bryan 

(Mbr.  Hamblen  Co.) 

T.  J.  Hill 

(Mbr.  Hamblen  Co.) 

Washburn 

Robt.  J.  Phlegar 
(Mbr.  Knox  Co.) 


GREENE  COUNTY 
Greeneville 

V.  R.  Bottomley 
Robert  G.  Brown 
Robt.  S.  Cowles,  Jr. 
Luke  L.  Ellenburg 
Haskell  W.  Fox 

R.  B.  Gibson 
Hal  Henard 

N.  P.  Horner 
C.  D.  Huffman 
Ben  J.  Keebler 
C.  B.  Laughlin 
Marie  Frankel 
Lipsett 

Haskell  B.  McCol- 
lum 

W.  Lewis  McGuffin 

James  R.  McKinney 
Kenneth  Susong 
John  Wilson 

Mosheim 

I.  Dale  Brown 

G.  R.  Evans 


Chester  G.  Adams 
Jesse  E.  Adams 
John  W.  Adams,  Jr. 
Julian  Adams 
Wm.  P.  Aiken 
C.  H.  Alper 

E.  R.  Anderson 
Harry  S.  Anderson 

J.  J.  Armstrong 
I.  L.  Arnold 
Stewart  H.  Auerbach 
Merton  Baker 
Robert  E.  Baldwin 
Fred  B.  Ballard,  Jr. 

H.  B.  Barnwell 
George  E.  Beckman, 

Jr. 

Samuel  S.  Binder 
W.  R.  Bishop 
Robt.  W.  Boatwright 
Robert  J.  Boehm 
Walter  E.  Boehm 
VVm.  IF.  Brackett 
Frank  S.  Brannen 
Roger  Breytspraak 

I.  C.  Brooks,  Jr. 
Reid  I..  Brown 
Edward  F.  Buchner, 

III 

Arch  H.  Bullard 
Thomas  L.  Buttram 
W.  R.  Buttram 
W.  R.  Buttram,  Jr. 
James  L.  Caldwell 
Earl  R.  Campbell 
Earl  R.  Campbell. 
Jr- 

Maurice  A.  Canon 
E.  E.  Carrier 
John  I’.  Carter 
Bennett  W.  C-augh- 
ran 

Douglas 

Chamberlain 
Edwin  F.  Chobot, 
Jr. 

Charles  R.  Clark 
Robert  B.  Clark,  III 

0.  FI.  Clements 

|.  Hicks  Corey,  Jr. 
Dennis  M.  Cornett 
George  E.  Cox 
Charles  S.  Crook 
(Mbr.  Sullivan 
Johnson) 

John  M.  Crowell 
Tolbert  C.  Crowell 
Doyle  E.  Currey 

1.  Tom  Currey 
Thos.  H.  Curtis 
James  W.  Davis 
O.  M.  Derryberry 
Robt.  G.  Demos 
Richard  B. 

Donaldson 
James  R.  Drake 
Albert  S.  Easley 
A.  F.  Ebert 
Bruce  Elrod 
John  T.  Evans 
Robt.  E.  Eyssen 

J.  R.  Fancher 
George  W.  Farris 
Richard  Van 
Fletcher 
A.  C.  Ford 
Wm.  R.  Fowler 
Daniel  H.  Framm 
Guy  M.  Francis 
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E.  White  Patton 
Millard  F.  Perrin, 
Walter  A.  Peterson 
Jr. 

W.  Houston  Price 
Jesse  O.  Quillian 
Joe  Anne  Quillian 
Maurice  Rawlings 
Chas.  J.  Ray 
Chas.  W.  Reavis 
W.  D.  L.  Record 
E.  E.  Reisman,  Jr. 
Edward  E.  Reisman, 
Sr. 

James  E.  Reynolds 

A.  D.  Roberts 
Gilbert  M.  Roberts, 
Jr- 

Robert  C.  Robertson 
Alfred  P.  Rogers 
James  R.  Royal 
Lewis  A.  Schmidt, 

111 

H.  A.  Schwartz 
Clarence  Shaw 
George  W.  Shelton 
W.  J.  Sheridan 
Edwin  H.  Shuck,  Jr. 
Leopold  Shumacker 
Harold  G.  Sibold 
George  L.  Sivils 
Francis  J.  Smiley 
Moore  J.  Smith,  Jr. 
Stewart  P.  Smith 
Ross  A.  Snider 
Philip  C.  Sottong 
Robert  T.  Spalding 
James  H.  Spaulding 
Richard  F.  Stappen 
beck 

Eleanor  Stafford 
Harold  J.  Starr 
Willard  Steele 
Willard  H.  Steele, 
Jr. 

William  A.  Stem 
Wm.  G.  Stephenson 
Joseph  H.  Stickley 

J.  E.  Strickland,  Jr. 
Harry  A.  Stone 
Wesley  Stoneburner 
Nat  H.  Swann,  Jr. 
Charles  L.  Suggs,  Jr 
Bernard  Tepper 
Jack  Tepper 
Marjorie  Tepper 
Guy  K.  Terrell 
Chas.  Roberts 
Thomas 

Paul  C.  Thompson 
Robt.  C.  Thompson 
David  H.  Turner 

A.  S.  Ulin 
Louis  Ulin 
Minnie  R.  Vance 
Wm.  E.  Van  Order 
Gns  J.  Vlasis 
O.  L.  Von  Canon 
Arthur  J.  Von 
Werssowetz 
Robert  A.  Waters 

L.  Spires  Whitaker 
Jesse  L.  Williams, 

Jr. 

Nat  T.  Winston,  ]r. 
S.  H.  Wood 
George  G.  Yonng 
Guy  Zimmerman, 

Jr. 

Joseph  I.  Zucker- 
man 

Hixson 

Nicholas  B.  Norris, 

Jr. 

Robert  J.  Pitncr 
Earl  H.  Smith 

LOOKOl'l 
MOUNTAIN 
Thos.  S.  Long 

SIGNAL 

MOUNTAIN 

M.  F.  Langston 
Arch  Y.  Smith 

Soddy 

Ann  Hallett 

HARDEMAN 
COUNTY 
Bolivar 
D.  L.  Brint 

H.  H.  Barham 
Chas.  L.  Frost 


Max  Gradwohl 
Edwin  M.  Levy 

B.  F.  McAnulty 
J.  Knox  Tate 

Asa  C.  Watson 

Grand  Junction 
Nicholas  H. 

Edwards 

L.  1).  Pope 

Whiteville 
Aubrey  Richards 

HARDIN  COUNTY 
Savannah 

11.  D.  Blankenship, 
Jr. 

J.  W.  Carroll 
R.  B.  Deberry 
Thos.  V.  Roe 
Howard  W. 

Whitaker,  Jr. 
Thomas  R.  Williams 

HAWKINS 

COUNTY 

Church  Hill 
Warner  L.  Clark 
(Mbr.  Sullivan- 
Johnson) 

Robt.  E.  Keith 
(Mbr.  Sullivan 
Johnson) 

T.  H.  Roberson,  Jr. 
(Mbr.  Sullivan- 
Johnson) 

Eidson 

John  M.  Pearson 
Rogersville 
William  E.  Gibbons 
W.  H.  Lyons 

HAYWOOD 

COUNTY 

Brownsville 

H.  L.  Gilliand 
Sue  W.  Johnson 
Roy  M.  Lanier 
David  E.  Stewart 
John  C.  Thornton, 

Jr- 

I.  K.  Welch,  Jr. 

HENDERSON 

COUNTY 


Dorris  A.  Sanders 
Joseph  W.  Stephens 

Arthur  W.  Walker 

JACKSON 
COUNTY 
Gainesboro 
W.  T.  Anderson 
E.  Morgan  Dudney 
L.  R.  Dudney 
Jack  S.  Johnson 

JEFFERSON 

COUNTY 

Dandridge 

O.  L.  Merritt 
(Mbr.  Hamblen  Co.) 

Jefferson  City 
T.  A.  Caldwell 
(Mbr.  Knox  Co.) 
John  W.  Ellis 
(Mbr.  Hamblen  Co.) 
Sam  C.  Fain 
(Mbr.  Hamblen  Co.) 
Frank  Milligan 
(Mbr.  Hamblen  Co.) 
Estle  P.  Muncy 
(Mbr.  Hamblen  Co.) 

Strawberry  Plains 
Robert  W.  Creech 
(Mbr.  Knox  Co.) 

R.  M.  Webster 
(Mbr.  Knox  Co.) 

White  Pine 
E.  Dale  Allen 
(Mbr.  Hamblen  Co.) 
E.  R.  Baker 
(Mbr.  Hamblen  Co.) 

JOHNSON 
COUNTY 
Mountain  City 
Paul  J.  Bundy 
R.  O.  Glenn 


KNOX  COUNTY 
Concord 
Malcolm  Cobb 
R.  H.  Duncan 

B.  D.  Goodge 

Corryton 

A.  D.  Simmons 


Frederick  W.  Carr 
L.  G.  Caylor 
J ack  Chesney 

L.  Warren  Chesney 

H.  S.  Christian 

H.  E.  Christenberry, 

Jr. 

K.  W.  Christenberry 
W.  F.  Christenberry 

C.  L.  Chumley 
William  E.  Clark 
Edward  S.  Clayton 

H.  G.  Coker 

I.  Reid  Collman 
Margherita  C.  Cook 
Dennis  Coughlin, 

Jr. 

M.  L.  Courtney 
James  B.  Cox 
Richard  C.  Crain 
John  J.  Craven 
William  R.  Cross 
Miles  S.  Crowder 
Joe  C.  Crumley 

J.  P-  Cullum 

H.  K.  Cunningham 

C.  Harwell  Dabbs 
John  H.  Dougherty 
Elvyn  V.  Davidson 
Daniel  Davis 
Lloyd  C.  Davis 
Martin  Davis 
Oliver  DeLozier 

R.  V.  DePue,  Jr. 

W.  A.  DeSau telle 

A.  W.  Diddle 
Sheldon  Domm 
Lucile  Dooley 
W.  F.  Dorsey 
James  E.  Downs 
R.  N.  Duffy,  Jr. 
James  B.  Dukes 
Chas.  R.  Earnest,  Jr. 
E.  M.  Edington 
Edward  W.  Ellis 

I.  B.  Ely 

Frank  A.  Faulkner 
Mark  P.  Fecher 
George  H.  Finer 

J.  Marsh  Frere,  Jr. 
Fred  M.  Furr 
Wm.  F.  Gallivan 
Jos.  C.  Gambill 
Frank  B.  Gaylon,  Jr. 
Joseph  I.  Garcia,  Jr. 
Wm.  H.  Gardner 
George  L.  Gee,  Jr. 
Robert  H.  Gentry 

J.  Vivian  Gibbs 
Carl  E.  Gibson 
Robt.  B.  Gilbertson 
Abner  M.  Glover 
McChesney  Goodall 
Edgar  L.  Grubb 
Glenn  D.  Grubb 
T.  F.  Haase,  Jr. 

J.  R.  Hamilton.  Jr. 
Walter  S.  E.  Hardy 
James  P.  Harmon 
David  N.  Hawkins 
Eugene  L.  Haun 
Louis  A.  Haun 
J.  T.  J.  Hayes,  Jr. 

M.  L.  Hefley 

N.  A.  Henderson 
George  G.  Henson 
Zelma  L.  Herndon 
Howard  K.  Hicks 
Hubert  C.  Hill 
John  R.  Hill 
Oliver  W.  Hill,  Jr. 
Victor  Hill 

R.  L.  Hobart,  Jr. 
David  F.  Hoey 
Leon  C.  Hoskins 
George  Turner 
Howard,  Jr. 

Moses  W.  Howard 
Fred  E.  Hufstedler 
Perry  M.  Huggin 
Charles  G.  Hutson 
E.  C.  Idol 
Geo.  I..  Inge 
C.  E.  Irwin 
Harry  H.  Jenkins 
Francis  S.  Jones 
Paul  L.  Jourdan 
Margaret  E.  Joyce 
William  M.  Keeling 
H.  M.  Kelso 
A.  Glenn  Kennedy 
John  O.  Kennedy 
John  E.  Kesterson 
Victor  H.  Klein,  Jr. 
Lamar  L.  Knight 
Willis  F.  Kraemer 
A.  Hobart  Lancaster 


Robert  F.  Lash 
William  M.  Law 

F.  K.  Lawson 
Robert  P.  Layman 
Robert  S.  Leach 
Walter  J.  Lee,  Jr. 

R.  J.  Leffler 
John  H.  Lesher 
Robert  A.  Lewis 
Felix  G.  Line 
Eugene  B.  Linton 
Thomas  L.  Lomas- 

ney 

Frank  London 
Henry  H.  Long 
Geo.  S.  Mahon 
Margaret  Maynard 
Bruce  R.  Me- 
Campbell 
Roy  C.  McCrary 

A.  R.  McCullough 

M.  D.  McCullough 
Robert  W.  Meadows 
Alfred  F.  Miller 
Edwin  E.  Miller 
Foy  B.  Mitchell 
John  F.  Mohr 
Ralph  H.  Monger 
J.  L.  Montgomery 
John  D.  Moore 
Owen  D Moore 
Travis  Morgan 

Joel  C.  Morris 
J.  F.  Morrow 
James  E.  Moseley 
Arthur  J.  Muller 

G.  E.  Murray 
William  S.  Muse 

I.  B.  Naive 

Carl  A.  Nelson,  Jr. 
William  A.  Nelson 

H.  L.  Neuensch- 
wander 

Robert  W.  Newman 
Eugene  P.  Niceley 
Hazel  M.  Nichols 
Ralph  G.  Nichols 

G.  T.  Novinger 
Elvin  B.  Noxon 
Kenneth  A. 

O’Connor 
Ben  C.  Ogle 
Homer  C.  Ogle 

B.  M.  Overholt 
Nicholas  D.  Pappas 
Reese  W.  Patterson, 

Jr. 

Robert  F.  Patterson, 

Jr. 

Wm.  L.  Patterson 
Charles  G.  Peagler 
E.  Converse  Peirce 
Herschel  Penn 
Jarrell  Penn 

H.  Dewey  Peters 

B.  F.  Peterson 
Ira  S.  Pierce 
Cecil  E.  Pitard 
W.  W.  Potter 
William  F.  Powell 
Bruce  R.  Powers 
Wilson  W.  Powers 

H.  Hammond 
Pride 

Thomas  C.  Prince, 

Jr. 

James  C.  Prose 
John  A.  Range 
Joe  L.  Raulston 
Freeman  L.  Rawson 
W.  Gilmer  Reed 
Wm.  H.  Reeder 
Paul  D.  Richards 

N.  G.  Riggins 
Frank  T.  Rogers 
Wm.  K.  Rogers 
Kenneth  B.  Rule 
Richard  C.  Sexton 

I.  H.  Saffold 
Wm.  A.  Shelton 
Alex  B.  Shipley 
Elton  E.  Shouse,  Jr. 
Kenneth  Shoemaker 
E.  Chas.  Sienknecht 
Frank  J.  Slemons 
Chas.  C.  Smeltzer 

E.  B.  Smith 
Joe  T.  Smith 
Vernon  I.  Smith 
W.  E.  Smith 
John  R.  Smoot 
James  L.  Southworth 

J.  Hooper  Stiles,  Jr. 

1.  M.  Stockman 
Thos.  F.  Stevens 
Wm.  K.  Swann,  Jr. 
E.  L.  Tauxe 


D.  R.  Thomas 
Philip  C.  Thomas 
Wm.  M.  Tipton 
Lucian  W.  Trent 
Geo.  M.  Trotter 
M.  Frank  Turney 
Norma  B.  Walker 
Sidney  L.  Wallace 

C.  L.  Walton 
R.  G.  Waterhouse 
David  H.  Waterman 
Alvin  J.  Weber,  Jr. 
Roy  A.  Wedekind, 
Jr. 

Arthur  W.  Welling 
Fred  West 
Herbert  F.  White 
Roger  E.  White 
Robert  B.  Whittle 
Richter  H.  Wiggall 
Richard  B. 

Willingham 
Lee  I..  Williams 
M.  L.  Williams 
G.  A.  Williamson, 
Jr. 

Perry  J.  Williamson 

I. eon  J.  Willien 

J.  D.  Winebrenner 
John  H.  Wolaver 
R.  B.  Wood 
James  P.  Worden 

O.  Horace  Yarberry, 

Jr. 

Vincent  T.  Young 
Eugene  G.  Zachary 
Charles  R.  Zirkle 
George  A.  Zirkle, 

Jr- 

Mascot 

John  C.  Adler 
Hubert  Howard 
Vesser,  Jr. 

Powell  Station 
I,.  F.  Cruze 


LAKE  COUNTY 
Hidgely 
W.  B.  Acree 

Tiptonville 

J.  R.  Holefield 
W.  T.  Rainey 

E.  B.  Smythe 

LAUDERDALE 

COUNTY 

Halls 

J.  T.  Elmore 
J.  G.  Olds 

(Mbr.  Northwest 
Tenn.  Academy) 

Ripley 

A.  J.  Butler,  Jr. 

|.  L.  Dunavant 
James  Howard 
Ragsdale 

Landrum  S.  Tucker 
P.  W.  Walker,  Jr. 
Claude  R.  Webb 


LAWRENCE 

COUNTY 

Lawrenceburg 

V.  H.  Crowder 

W.  O.  Crowder 
J.  W.  Danley 
Boyd  P.  Davidson 

L.  B.  Molloy 
V.  L.  Parrish 
Carson  E.  Taylor 

Loretto 

Ray  E.  Methvin 

M.  H.  Weathers 


LEWIS  COUNTY 
Hohenwald 
David  E.  Rutledge 

LINCOLN 

COUNTY 

Fayetteville 
Anne  U.  Bolner 
L.  M.  Donaldson 
Freeman  C.  Hays 
William  D.  Jones 
Ben  H.  Marshall 


Lexington 
R.  M.  Conger 

C.  J.  Huntsman 

Maurice  N.  Lowry 
W.  C.  Ramer 
J.  C.  Stripling 

HENRY  COUNTY 
Paris 

Arthur  C.  Dunlap 
Leslie  E.  Eason 
Ralph  L.  Eslick 
R.  Graham  Fish 
Charles  W.  Fitch 

1.  H.  lones 
E.  P.  Mobley,  Jr. 

Joe  D.  Mobley 
lohn  E.  Neumann 
W.  G.  Rhea 
Kenneth  G.  Ross 
I Ray  Smith 
Thomas  C.  Wood 

HICKMAN 

COUNTY 

Centerville 
Parker  D.  Elrod 
Ogle  Jones 
(Mbr.  Davidson  Co.) 

HOUSTON 

COUNTY 

Erin 

O.  S.  Luton 
(Mbr.  Montgomery 
Co.) 

HUMPHREYS 

COUNTY 

New  Johnsonville 
James  John  Lawson 

Waverly 
H.  C.  Capps 
Autry  C.  Emmert 


Fountain  City 
George  L.  Fillmore 
A.  L.  Jenkins 
James  D.  Myers 
Harry  K.  Ogden 
F.  H.  Payne 

J.  Gordon  Smith 

Knoxville 

Eugene  Abercrombie 
Alton  Absher 

N.  D.  Acree,  Jr. 

J.  E.  Acker,  Jr. 

T.  Edward  Acuff 
Robert  L.  Akin 
Charles  M. 

Armstrong 
John  W.  Avera 
Anne  B.  Avery 
Robert  M.  Baker 

O.  E.  Ballou 
Floyd  N.  Bankston 
Walter  C.  Beahm 
Daniel  F.  Beals 
Spencer  Y.  Bell 
Bruce  B.  Bellomy 
Walter  H.  Benedict 
Chas.  W.  Black 
Wade  H.  Boswell 
H.  O.  Bourkard 
Jacob  T.  Bradshcr 
Richard  F.  Brailey 
Aubra  D.  Branson 
Robert  G.  Brashear 
L.  A.  Brendle 
Robert  J.  Brimi 
Clayton  M.  Brodine 
Robert  T.  Brooks 
Fred  F.  Brown,  Jr. 
Horace  E.  Brown 
Raymond  C.  Bunn 
James  A.  Burdette 
John  H.  Burkhart 
J.  Ed  Campbell 
John  W.  Campbell 

P.  H.  Cardwell 
C.  S.  Carlson 
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R.  E.  McCown 
J.  V.  McRady 
T.  A.  Patrick,  Jr. 

C.  D.  Toone 
Paul  E.  Whittemore 


LOUDON 

COUNTY 

Lenoir  City 
Harold  D.  Freedman 
(Mbr.  Knox  Co.) 
Walter  C.  Shea,  Jr. 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

Loudon 
Corrie  Blair 
(Mbr.  Knox  Co.) 
Samuel  A.  Harrison 
(Mbr.  Knox  Co.) 

VV.  B.  Harrison 
(Mbr.  Knox  Co.) 
Wm.  T.  McPeake 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 
(Mbr.  Knox  Co.) 

MACON  COUNTY 
Lalayette 

C.  C.  Chitwood,  Jr. 
E.  M.  Froedge 
James  D.  Lane 
Max  E.  Painter 

MADISON 

COUNTY 

Bemis 
Kelly  Smythe 
Allen  N.  Williams, 
Jr. 

Jackson 

Harold  K.  Alsobrook 
J.  G.  Anderson 
Thomas  K.  Ballard 

R.  J.  Barnett 

G.  H.  Berryhill 
Jack  H.  Booth 
Wm.  H.  Brooks 
Swan  Burrus 
Swan  Burrus,  Jr. 
Hughes  Chandlder 
Wm.  G.  Crook 

G.  B.  Dodson,  Jr. 

J.  E.  Douglass 
Roy  A.  Douglass,  Jr 
Clarence  Driver 

E.  W.  Edwards 
Blanche  Somerville 

Emerson 
Blair  1).  Erb 
Fred  M.  Friedman 
W.  T.  Fitts 
Oliver  H.  Graves 
Wm.  O.  Green,  Jr. 
W.  W.  Harrison 
Geo.  Harvey,  Jr. 
Robert  S.  Hill 

C.  L.  Holmes 

G.  B.  Hubbard 
Chester  K lones 

G.  Frank  Jones 
Leland  M.  Johnston 
Duval  H.  Koonce 
James  A.  Langdon, 

Jr. 

Harold  T.  Mclver 
Frank  A.  Moore 

H.  N.  Moore 

A.  J.  Mueller 
Lamb  B.  Myhr 

R.  M.  Neudecker 
John  B.  Nuckolls 
George  Pakis,  Jr. 

I. .  G.  Pascal,  Jr. 

I.  C.  Pearce 
James  A.  Phillips 
W.  M.  Phillips 

J.  E.  Powers 
john  G.  Riddler 
Wm.  H.  Roberts 
Charles  C.  Stauffer 
James  L.  Thomas 

J.  R.  Thompson,  Jr. 

S.  Allen  Truex 
Charles  H.  Webb 
W.  Webb  Wilson 

F.  E.  Williamson, 
Jr. 

George  B.  Wyatt 
Paul  E.  Wylie 

H.  R.  Yarbro 
•In  Service 


MARION 

COUNTY 

Jasper 

J.  G.  McMillan 
(Mbr.  Hamilton  Co.) 

South  Pittsburg 
J.  B.  Havron 
(Mbr.  Hamilton  Co.) 
William  Headrick, 

Jr. 

(Mbr.  Hamilton  Co.) 
Eugene  Ryan 
(Mbr.  Hamilton 
Co.) 

Vision  Taylor,  Jr. 
(Mbr.  Hamilton  Co.) 

IVhitwell 
Cleo  Chastain 
(Mbr.  Hamilton 
Co.) 

Wm.  G.  Shull 
(Mbr.  Hamilton  Co.) 

MARSHALL 

COUNTY 

Lcwisburg 
Kenneth  Brown 
J.  T.  Gordon 
Hoyt  C.  Harris 
J.  C.  Leonard 
(Mbr.  Maury  Co.) 
James  W.  Lim- 
baugh,  Jr. 
Kenneth  J.  Phelps 
Wm.  S.  Poarch 
J.  F.  Rutledge 
Wm.  L.  Taylor 

MAURY  COUNTY 
Columbia 

D.  B.  Andrews 
Wendell  C.  Bennett 
Mildred  Casey 
William  N.  Cook 
J.  R.  Duley 
Edward  Ewton 
Wm.  G.  Fuqua 
C.  C.  Gardner,  Jr. 
Daniel  R.  Gray,  Jr. 
Valton  Harwell 
Harry  C.  Helm 
Wm.  N.  Jernigan 
Ralph  Kustoff 
Ambrose  M.  Langa 
Robin  Lyles 
George  Mayfield 
Clay  R.  Miller 
Edwin  K.  Provost 
Warren  Rucker 

B.  J.  Vinson 
Leon  S.  Ward 

|.  W.  Wilkes,  Jr. 
Eleanor  Williamson 
I'homas  K.  Young, 
Jr. 

Aft.  Pleasant 
Taylor  Rayburn,  Jr. 

McMINN  COUNTY 
Athens 

W.  R.  Arrants 
Karl  K.  Boyd 
Charles  T.  Carroll 

L.  D.  Curtner 

R.  W.  Epperson 

C.  O.  Foree 

W.  Edwin  Foree 
R Danny  Hays 
Robert  G.  Hewgley 
Milnor  Jones 

I.  A.  Powell,  Jr. 
Helen  M.  Richards 
L.  H.  Shields 
Robert  W.  Trotter 

Englewood 

J.  F.  Cleveland 

Etowah 
Wm.  K.  Frye 

S.  Boyd  McClary,  Jr. 
lohn  C.  Sharp 

II.  P.  Whittle 

McN  AIRY' 
COUNTY 
A damsville 
Harold  VV.  Y'inson 

Selmer 

T.  N.  Humphrey 
Harry  L.  Peeler 


James  H.  Smith 
Montie  E.  Smith,  Jr. 

MEIGS  COUNTY 
Decatur 

William  M.  Davis 
(Mbr.  McMinn  Co.) 

MONROE 

COUNTY 

Madisonville 
R.  C.  Kimbrough 
F.  Houston  Lowry 
Horace  M.  McGuire 
Sweetwater 
J.  H.  Barnes 
VV.  J.  Cameron 
Joe  H.  Henshaw 

D.  F.  Heuer,  Jr. 

T.  A.  Lowry 
Joe  K.  Wallace 
J.  E.  Young 

Vonore 
Troy  Bagwell 
(Mbr.  Knox  Co.) 

MONTGOMERY 

COUNTY 

Clarksville 

Edward  R.  Atkinson 
Carlos  B.  Brewer 

E.  P.  Cutter 

Sam  M.  Doane,  Jr. 

M.  M.  Green 
V.  H.  Griffin 
T.  K.  Hepler 
Bryan  T.  Iglehart 
Howard  R.  Kennedy 
J.  H.  Ledbetter,  Jr. 
William  G.  Lyle 
James  L.  McKnight 

F.  C.  Petty 
Jack  Ross 
Bryce  F.  Runyon 

A.  F.  Russell 
M.  L.  Shelby 

D.  R.  Shipley 
Marion  E.  Spurgeon 
Charles  A.  Trahern 
Harold  V.  Vann 
Troy  A.  Walker 
William  H Wall.  Jr. 
Paul  E.  Wilson 
R.  M.  Workman 


MOORE  COUNTY 
Lynchburg 
F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN 
COUNTY 
WaTtburg 
Edgar  D.  Akin 
(Mbr.  Roane  Co.) 

B.  J.  Smith 
(Mbr.  Roane  Co.) 

OBION  COUNTY 

Kenton 

Alden  H.  Gray 
(Mbr.  Consolidated 
Cos.) 

Troy 

Chesley  H.  Hill 

Union  City 
I Kelly  Avery 
M.  A.  Blanton,  Jr. 
Harold  1).  Butler 

H.  W.  Calhoun 
Joe  Campbell 
Wm.  N.  Carpenter 
B.  O.  Garner 
Dan  C.  Gary 
R.  L.  Gilliam,  II 
Lawrence  W.  Jones 

E.  P.  Kingsbury,  Jr. 
R.  G.  Latimer,  Jr. 

E.  McCall  Morris 
James  W.  Polk 
Malcolm  T.  Tipton 
O.  A.  Zeller,  Jr. 

OVERTON 

COUNTY 

Livingston 
M.  E.  Clark 


Wm.  C.  Dowell* 

H.  B.  Nevans 
Denton  D.  Norris 
W.  C>.  Quarles 

PERRY  COUNTY 
Linden 

11.  L.  Holladay 
Gordon  H.  Turner, 
Jr. 

POLK  COUNTY 
Benton 

lohn  H.  Lillard 
(Mbr.  McMinn  Co.) 

Copperhill 
II.  H.  Hyatt 
(Mbr.  Hamilton  Co.) 
J.  T.  Layne 
(Mbr.  Hamilton  Co.) 
W.  C.  Zachary,  Jr. 
(Mbr.  Knox  Co.) 

Ducktown 
Wm.  R.  Lee 
(Mbr.  Hamilton 
Co.) 

PUTNAM 

COUNTY 

Algood 

I.  T.  Moore,  Jr. 

Cookeville 
l ick  L.  Clark 

J.  T.  Deberry 
Kenneth  L.  Haile 
Wm.  A.  Hensley,  Jr. 
W.  R Jouett 
Robert  V.  Larrick 

I ere  W.  Lowe 
William  Mattson 
Thurman  Shipley 
Wm.  S.  Taylor 

I.  Fred  Terry 
Claud  M.  Williams 

Monterey 

C.  A.  Collins 
T.  M.  Crain 

RHEA  COUNTY 
Dayton 

Albert  C.  Broyles 
(Mbr.  Hamilton  Co.) 
Lester  F.  Littell 
(Mbr.  Hamilton  Co.) 

J.  J.  Rodgers 
(Mbr.  Hamilton  Co.) 
VV.  A.  Thomison 
(Mbr.  Hamilton  Co.) 

Spring  City 
Conrad  L.  Grabeel 
(Mbr.  Roane  Co.) 

ROANE  COUNTY 
Harriman 

A.  Julian  Abler 
Thomas  L.  Bowman 
Elbert  C.  Cunning 
ham 

(Mbr.  Smith  Co.) 

I led  J.  Hooper 
Lewis  T.  Howard 

H.  Stratton  Jones 
L.  A.  Killeffer 
John  R.  Sisk 

Kingston 
Carl  Henry 
James  A.  Hoff- 
meister 

Chas.  W.  Moore  - 
field 

Nat  Sugarman 

Oak  Ridge 
(See  Anderson  Co.) 
Gould  A.  Andrews 
Robt.  P.  Ball 
R.  R.  Bigelow 
Marshall  Brucer 
Louis  Bryan 
(Mbr.  Davidson  Co.) 
Chas.  Congdon 
Betty  Cooper 
John  P.  Crews 
kenneth  Crounse 
Dexter  Davis 
John  DePersio 
Robt.  E.  DePersio 


J.  L.  Diamond 
Earl  Eversole 
T.  Guy  Fortney 
C B Gurney 
William  P.  Hardy 

I.  M.  Hays 
William  B.  Holden 

R.  A.  Johnson 
Harvey  Keese,  Jr. 
Avery  P.  King 
Ralph  Kniseley 
Thomas  A.  Lincoln 
Lynn  F.  Lockett 
Joseph  S.  Lyon 
Paul  R.  Marsh 
Dana  W.  Nance 
Bill  M.  Nelson 
Etna  Little  Palmer 
Elmer  L.  Parrott 
Lewis  F.  Preston 
William  W.  Pugh 
Charles  J.  Ragan 
Thos.  L.  Rav 
Richard  Rucker 
Henry  B.  Ruley 
Beecher  W.  Sitterson 
Paul  E.  Spray 
Charles  R.  Sullivan 
Daniel  M.  Thomas 
David  A.  White 
Gino  F.  Zanolli 

Oliver  Springs 

S.  J.  Van  Hook 
Fred  O.  Stone 

Rochwood 
Thomas  A.  Fuller 
Robert  S.  Hicks 
Geo.  Shacklett 
John  Snodgrass 

ROBERTSON 

COUNTY 

Cedar  Hill 
R . H.  Elder 

Cross  Plains 
Ora  W.  Ramsey 

Ridge  top 
E.  E.  Botsford 

Springfield 

J.  W.  Atwood 
Sue  C.  Atwood 
Warren  G.  Hayes 
John  M.  Jackson 
C.  M.  Looney 

J.  R.  Quarles 

N.  11.  Raines 
W.  P.  Stone 
John  B.  Turner 
Raymond  H. 

Webster 
J.  E.  Wilkison 


RUTHERFORD 

COUNTY 

Murfreesboro 
Carl  E.  Adams 
W.  Stanley  Barham 
J.  B.  Black 
J.  T.  Boykin 
John  Cason 

B.  S.  Davison,  Jr. 
David  T.  Dodd 
Paul  C.  Estes 

R.  James  Garrison 

S.  C.  Garrison,  Jr. 
Dean  W.  Golley 
(Mbr.  Hamilton  Co.) 
James  E.  Hampton 

T.  Gilbert  Gordon 
Rirhard  E.  Green 
Sam  H.  Hay 

R.  D.  Hollowell 
J.  K.  Kaufman 
Lois  M.  Kennedy 
Chas.  W.  Lewis 
M.  B.  Murfree,  Jr. 
Eugene  P.  Odom 
James  A.  Payne 
Robert  G.  Ransom 
B.  W.  Rawlins 
Wm.  M.  Savage 
Wm.  W.  Shacklett 
Theodore  G.  Smith 
J.  Howard  Young, 
Jr. 

Smyrna 

George  Goodall 


SCOTT  COUNTY 
Norma 

D.  T.  Chambers 
Oneida 
M.  F.  Frazier 
H.  M.  Leeds 
Roy  L.  McDonald 
M.  E.  Thompson 
Milford  Thompson 

SEQUATCHIE 

COUNTY 

Dunlap 
Charles  Graves 
(Mbr.  Hamilton  Co.) 
D.  Clifford  Luding- 
ton,  Jr. 

(Mbr.  Hamilton  Co.) 
SEVIER  COUNTY 
G atlinburg 
Ralph  H.  Shilling 

Seymour 

Kyle  O.  Rutherford 

Sevierville 
Troy  J.  Beeler* 

R.  A.  Broady 
John  M.  Hickey,  Jr. 
R.  A.  McCall 
Chas.  L.  Roach 
Robert  F.  Thomas 

O.  H.  Yarberry 

SHELBY  COUNTY 
Arlington 
Malcolm  A.  Baker 

Collierville 
R.  F.  Kelsey 
Cordova 

C.  A.  Chaffee 

Forest  Hill 
J.  E.  Clark 

Get  mantown 
lohn  T.  Carter,  Jr. 

Memphis 
Sara  E.  Abbott 
Robert  F.  Ackerman 
John  Q.  Adams 
L.  H.  Adams 
Ralph  M.  Adding- 
ton 

Henry  L.  Adkins 
Justin  H.  Adler 
Lorin  E.  Ainger 
Garabed  H.  Aivazian 
Albert  M.  Alexander 
James  E.  Alexander 

C.  D.  Allen 
Chester  G.  Allen 

F.  Pearson  Allen 
Frank  S.  Allen 
Robert  G.  Allen 

F.  H.  Alley 
Jacob  Alperin 
James  L.  Alston 
Lawrence  D.  Amick 
J.  P.  Anderson 
Lewis  D.  Anderson 
Sam  B.  Anderson, 

Jr. 

William  F.  Andrews 
Donald  N. 
Anishanslin 

D.  H.  Anthony 
Robert  A.  Anthony 
Blake  Arnoult 

J.  M.  Aste 
H.  E.  Atherton 
Leland  L.  Atkins 
David  F.  Austin 
Edgar  L.  Austin 
Rirhard  L.  Austin 
W.  W.  Aycock 
J.  C.  Ayres.  Jr. 

John  W.  Baird 
J.  Earl  Baker 
George  F.  Bale 
A.  L.  Ball 
Aden  YV.  Barlow,  Jr. 
James  R.  Barr 
John  M.  Barron 
Jerome  N.  Barrasso 
Robert  Basist 
John  C.  Beard,  Jr. 

G.  H.  Bassett 
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Emmett  D.  Bell,  Jr. 
Steven  H.  Bell 
Arthur  L.  Bellott, 

Jr. 

Charles  A.  Bender 
Hal  E.  Bennett 

B.  F.  Benton 
Wm.  M.  Berton 

J.  M.  Bethea 
Richard  O.  Bicks 
Albert  W.  Biggs 
James  D.  Biles,  Jr. 

C.  R.  Bishop 
W.  A.  Bisson 

YV.  T.  Black,  Jr. 
Sam  Blackwell 
Basil  A.  Bland,  Jr. 
Breen  Bland 
Phil  Bleecker 
Robert  F.  Bonner 
Howard  A.  Boone 
James  L.  Booth 

C.  Whitman  Borg 

R.  L.  Bourland 

R.  L.  Bowlin 
Earl  P.  Bowerman 

H.  B.  Boyd 
Philip  A.  Boyer,  Jr. 
Boyer  M.  Brady,  Ji. 
E.  E.  Bramlitt 
Winston  Braun 

R.  R.  Braund 
James  T.  Bridges 
James  N.  Brien,  Jr. 
(Mbr.  Consolidated 
Soc.) 

Carey  Bringle 
Louis  P.  Britt,  Jr. 

D.  A.  Brody 
Joseph  H.  Brock 

J.  H.  Bronstein 
Maury  Bronstein 
James  S.  Brown 
Lawrence  E.  Brown 
Harry  G.  Bryan 
Malvern  T.  Bryan 
James  W.  Bryant 

K.  M.  Buck 

W.  D.  Burkhalter 
Wm.  B.  Burrow 
Orin  D.  Butterick, 
Jr. 

James  S.  Byas 
Shed  H.  Caffey 
R.  A.  Calandruccio 
Edward  P.  Caldwell 
M.  K.  Callison 

E.  Guv  Campbell 
Ernest  A.  Canada 
Dominic  J.  Cara,  Jr. 

B.  W.  Cannon 
George  M.  Cannon 
Robert  S.  Caradine, 

Jr. 

D.  M.  Carr 
David  S.  Carroll 
Dan  Carruthers,  Jr. 
Harvey  W.  Carter 

L.  L.  Carter 

A.  H.  Chamberlain, 
Jr. 

I.  M.  Chambers,  Jr. 
W.  C.  Chaney 
Ewin  S.  Chappell 
Fenwick  W.  Chap- 
pell 

R.  E.  Ching 
loseph  \1.  Chisolm 
Glenn  Clark 
James  A.  Clark,  Jr. 
Charles  L.  Clarke 

E.  W.  Cocke,  Sr. 

E.  W.  Cocke,  Jr. 
Lawrence  L.  Cohen 
Max  H.  Cohen 

YV.  C.  Colbert 

F.  H.  Cole 

B.  C.  Collins 
James  H.  Collins 
Frank  H.  Collins 
E.  D.  Connell 
lohn  P.  Conway 

George  A.  Coors 
Giles  A.  Coors 

G.  Daniel  Copeland 
Arthur  A.  Cox 
Erwin  M.  Cox 
lohn  E.  Cox 
Rufus  E.  Craven 

E.  A.  Crawford 

S.  E.  Crawford 
(Mbr.  Consolidated) 
Loyd  V.  Crawford 
P.  T.  Crawford 

A.  H.  Crenshaw 
Thomas  K.  Greson, 
Jr- 

•In  Service 


J.  A.  Crisler,  Jr. 
Robert  N.  Crockett, 
Jr. 

C.  V.  Croswell 
Terry  P.  Cruthirds 
James  W.  Culbert- 
son 

Alvin  J.  Cummins 
Orin  L.  Davidson 
Harry  Davis 
J.  M.  Davis 
R.  A.  Davison 
W.  J.  Deaton 
Charles  J.  Deere 
Hubert  L.  Dellinger, 
Jr- 

V.  J.  Demarco 
McCarthy  DeMere 
Richard  DeSaussure 
Alice  R.  Deutsch 

Melvin  YY'ayne  De- 
YVees 

J.  L.  Dies 

L.  W.  Diggs 
Phillip  H.  Dir- 

meyer 

D.  E.  Dismukes 
YVm.  T.  Dobbins 
John  B.  Dorian,  Jr. 
YVm.  H.  L.  Dornette 
Thomas  G.  Dorrity 
Chas.  V.  Dowling 
Paul  T.  Drenning 
Horton  DuBard 
Marion  Dugdale 

W.  D.  Dunavant 
James  T.  Duncan, 

Jr- 

Hamel  B.  Eason 
Elmer  S.  Eddins 
Allen  S.  Edmonson 
Joseph  A.  Elgart 

E.  U.  Epstein 
Cyrus  C.  Erickson 
James  N.  Etteldorf 

C.  Barton  Etter 

O.  A.  Eubanks,  Jr. 
J.  D.  Evans 

M.  L.  Evans 

H.  B.  Everett 

B.  E.  Everett,  Jr. 
Cornell  C.  Faquin, 

Jr. 

Harold  G.  Farley 
Turley  Farrar 
Harold  Feinstein 
Daniel  F.  Fisher 
James  B.  Flanagan 
Jerry  Thomas 
Francisco 

W.  Edward  French 
Burt  Friedman 
Eugene  W.  Gadberry 
James  T.  Galyon 
Joseph  C.  Garbarini 
Joseph  C.  Garbarini, 
Jr- 

Herbert  C.  Gardner 
Elsbeth  Gehorsam 
O.  S.  Gibbs 
W.  S.  Gilmer,  Jr. 

D.  Frederick  Gioia 

C.  E.  Gilliespie 
John  J.  Gilluly 

B.  H.  Ginn 
George  E.  Gish 
Thomas  C.  Gladding 
Willard  G.  Glass 

C.  H.  Glover 
Fred  A.  Goldberg 
Ralph  Goldman 
Lester  I.  Goldsmith 

D.  W.  Goltman 

I.  O.  Gordon 

H.  B.  Gotten 
Nicholas  Gotten 
Robert  D.  Gourley 
Thomas  E.  Goyer 
YV.  H.  Gragg 

W.  H.  Gragg,  Jr. 
Lester  R.  Graves,  Jr. 

H.  D.  Gray 
Arthur  W.  Green 

C.  R.  Green 
lark  Greenfield 

A.  1.  Grobmyer,  Jr. 
Pauline  Grodsky 
Fred  T.  Grogan.  Jr. 
Morton  L.  Gubin 
Nobel  Guthrie 
lames  S.  Haimsohm 
Hollis  H.  Halford, 
Jr. 

Jack  R.  Halford 

E.  R.  Hall 
Emmett  R.  Hall, 

Jr- 
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V.  A.  Hall 
Margaret  A.  Halle 
Ralph  S.  Hamilton 

J.  F.  Hamilton 
Wm.  T.  Hamilton 
John  B.  Hamsher 

B.  F.  Hardin 
Mallory  Harwell 
Howard  B.  Hasen 
Fred  Erdman  Hatch, 

Jr- 

Wm.  H.  Hatfield 

A.  Kenneth  Hawkes 

C.  D.  Hawkes 
Jean  M.  Hawkes 
C.  L.  Hay 

L.  IC.  Haynes 
Louie  C.  Henry 

A.  L.  Herring 
George  B.  Higley 
George  B.  Higley, 

Jr- 

Fontaine  S.  Hill 
James  M.  Hill 

E.  E.  Hines 

John  Lewis  Hobson 
YV.  K.  Hoffman,  Jr. 

M.  W.  Holehan 

I.  E.  Holmes 
Sherman  H.  Hoover 
Leo  G.  Horan 
Arthur  E.  Horne 
Glenn  E.  Horton 
Hubert  L.  Hotchkiss 
C.  H.  Householder 
John  L.  Houston 
William  T.  Howard 

M.  B.  Howorth,  Jr. 
lames  G Hughes 
John  D.  Hughes 
Max  O.  Hughes 
John  V.  Hummell 
Sam  E.  Hunter 
YV.  E.  Hurl 
Orren  W.  Hyman, 

Jr- 

L H.  I jams 
C.  W.  Ingle 

A.  J.  Ingram 

G.  W.  Stanley  Ish, 
Jr. 

Charles  E.  Jabbour 
Thos.  M.  Jackson 

H.  J.  Jacobson 
C.  E.  James 
Hal  P.  James 

J.  A.  James 
Oliver  C.  Jeffers 
YV.  D.  Jensen 
Anthony  P.  Jerome 
J Don  Johnson 
Halvern  H.  Johnson 

A.  M.  Jones 
George  P.  Jones.  Jr. 
Joe  Paul  Jones 

R.  Luby  Jones 
Sidney  D.  Jones,  Jr. 
Robert  G.  Iordan, 
Jr- 

A.  Wilson  Julich 
Stanley  B.  Kaplan 
Lyman  A.  Kasselberg 
Harvey  L.  Kay,  Jr. 
Robert  C.  Kec 
Marvin  M.  Keirns 
Ernest  G.  Kelly 
Henry  G.  Kessler 
W.  F.  Kimmell 
Robert  P.  Kline 
Charles  M.  King 
J.  C.  King 
W.  F.  Klotz 

F.  H.  Knox.  Jr. 
Robert  L.  Knox 
Sheldon  B.  Korones 
Alfred  P.  Kraus 
Bernard  M.  Kraus 
Melvin  M.  Kraus 
Cary  M.  Kuykendall 

N.  W.  Kuykendall, 

Jr. 

|.  Warren  Kyle 
H.  Z.  Landis 

C.  G.  Landsee 
Herbert  G.  Lanford 
Frank  A.  Latham 
M.  W.  Lathram 
A.  E.  Laughlin 
H.  G.  La  Velle,  Jr. 
Robert  E.  Lawson 
Thomas  F.  Leather- 
w'ood 

Wm.  Hall  Lee,  Jr. 
Gilbert  J.  Levy 
L.  C.  Lewis 
P.  M.  Lewis 


MEMBERS 


Alys  H.  Lipscomb 
Geo.  R.  Livermore, 
Jr. 

D.  G.  Lockwood 
Charles  E.  Long 
William  E.  Long 
J.  H.  Lou 
J.  C.  Lougheed 
Carruthers  Love 
Varna  P.  Love 
Martha  A.  Loving 
George  S.  Lovejoy 
YVilliam  M.  Lo\ejoy 
Edward  H.  Mabry 
W.  F.  Mackey 
Ray  W.  Mackey 
Holt  B.  Maddox 
James  K.  Maguire 
Battle  Malone  II 

T.  P.  Manigan 
lohn  C.  Mankin 
Philip  M.  Markle 
M.  M.  Marolla 
Carl  D.  Marsh 

C.  H.  Marshall 
George  YV.  Marten 
Tinnin  Martin,  Jr. 

A.  D.  Mason,  Jr. 
YVm.  W.  Mason 
Gordon  L.  Mathes 

0.  S.  Matthew.* 
William  P.  Maury, 

Jr- 

R.  F.  Mayer 
L.  H.  Mayfield 

Robert  P.  Me- 
Burney 

Chas.  B.  McCall 
lohn  W.  McCall 
John  G.  McCarter, 
Jr. 

J.  J.  McCaughan 

B.  F.  McCleave 
James  G.  McClure 

D.  C.  McCool 

R.  B.  McCormick 
YVm.  F.  McCormick 
L.  K.  McCown 

E.  F.  McDaniel,  Jr. 
lohn  L.  McGee,  Jr. 
J.  Wesley  McKinney 

A.  M.  McLarty 

B.  E.  McLarty 
Richard  P.  McNelis 
George  McPherson 
Elise  T.  McQuiston 
A.  H.  Meyer.  Jr. 
Robert  M.  Miles 
Lee  YV.  Milford, 

Jr. 

C.  W.  Miller,  Jr. 
Fox  Miller 

George  L.  Miller, 
Jr. 

Harold  R.  Miller 
Joseph  H.  Miller 
Richard  A.  Miller 
Richard  Braun 
Miller 

Richard  W.  Miller 
David  M.  Mills 
Geo.  T.  Mills 
J.  Purvis  Milnor,  Jr. 
W.  D.  Mims 

1.  C.  Minkin 
R G Mitchell 

E.  D.  Mitchell.  Ir. 

F.  T.  Mitchell 
YV . R . M i tell  u m 
E.  C.  Mobely 

J.  C.  Mobelv.  Jr. 
YVm.  L.  Moffatt 
E.  M.  Molinski 
Fontaine  B.  Moore. 
Jr. 

James  A.  Moore 
Moore  Moore,  Jr. 
Wm.  H.  Morse 
Ralph  F.  Morton 
Henry  Moskowitz 
J.  P.  Moss 
T.  C.  Moss 
R.  Lyle  Motley 
Francis  Murphey 
YValter  H.  Murphy 
W.  F.  Murrah,  Jr. 
Roland  H.  Myers 
John  P.  Nash 
Chas.  Lea  Neely,  Jr. 
John  C.  Newton 
Eugene  R.  Nobles. 
Jr. 

Wm.  L.  Northern, 

Jr. 

D.  W.  Oelker 

Evelyn  Bassi  Ogle 


L.  C.  Ogle 
YV.  S.  Ogle 
Claude  D.  Oglesby 
Charles  B.  Olim 

I.  C.  Orman 
Phil  E.  Orpet,  Jr. 
YVm.  J.  Oswald 
Alfred  H.  Page 
loseph  B.  Parker, 

Jr. 

Charles  W.  Parrott, 

Jr- 

Samuel  Paster 
James  W.  Pate 
Rushton  E.  Patter- 
son 

Russell  H.  Patterson, 
Jr. 

Sam  Polk  Patterson 
Morris  Pasternack 
Bernard  S.  Patrick 
Raphael  N.  Paul 

G.  E.  Paullus,  Jr. 
Iris  A.  Pearce 
Phillip  A.  Pedigo 

B.  L.  Pentecost 
Maurice  C.  Pian,  Jr. 
John  D.  Piggott 

W.  H.  Pistole 
Gerald  I.  Plitman 
Mary  Frances  Poe 

R.  M.  Pool 

A.  R.  Porter,  Jr. 

C.  H.  Porter 
Huey  H.  Porter 
Stephen  A.  Pridgen 
Edward  McCall 

Priest 

Helen  Prieto 

L.  C.  Prieto 

S.  L.  Raines 
Joseph  YV.  Rackley 
Darwin  YY'.  Rannels 

R.  B.  Ray 

lohn  J.  Redmon 
Robert  C.  Reeder 
Harvey  C.  Reese, 

Jr. 

H.  Eugene  Reese 

J.  R.  Reinberger 
John  M.  Reisser, 

Jr. 

W.  E.  Rentrop 
YValter  A.  Rentrop 
Hal  S.  Rhea 
Chas.  R.  Riggs 
George  A.  Riley 

M.  J.  Roach,  Jr. 

H.  C.  Roberts 

S.  Gwin  Robbins 

C.  G.  Robinson 
lames  A.  Robinson 
W.  W.  Robinson 
W.  P.  Rochelle 
Gordon  K.  Rogers 
Nathaniel  E.  Rossett 
Joseph  A.  Rothschild 
Robert  M Ruch 
•Walter  A.  Ruch. 

Jr. 

H.  G.  Rudner 
Henry  G.  Rudner, 

Jr. 

W.  A.  Runkle 
John  W.  Runyan, 
Jr. 

J.  M.  Russell,  Jr. 

I’.  B.  Russell,  Jr. 

R.  O.  Rychener 
Fred  P.  Sage 
Nathan  C.  Salky 

I, .  C.  Sanders 

R.  L.  Sanders 
S H.  Sanders 
YV.  T.  Satterfield 
Rov  D.  Schaefer 

S.  J.  Schaeffer,  Jr. 
David  E.  Scheinberg 
Betty  J.  Schettler 
Glen  P.  Schoettle 
Jerome  Schroff 

P.  C.  Schreier 
Elmer  C.  Schultz 
loseph  L.  Scianni 
Benjamin  F.  Scott 
C.  B.  Scott 
lames  L.  Seale 

L.  L.  Scbulsky 
lack  Segal 

M.  P.  Segal 

E.  C.  Segerson 
M.  B.  Seligstein 
R.  E.  Semmes 
Norman  D,  Shapiro 
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John  L.  Shaw 
j.  J.  Shea,  Jr. 

Wm.  E.  Sheffield 
lames  R.  Shelton 
Roger  T.  Sherman 
Saul  Siegel 
James  C.  H. 

Simmons 
W.  L.  Simpson 
Paul  R.  Sissman 
Edward  F.  Skinner 
Avron  A.  Slutsky 
Alvin  E.  Smith 
Harris  L.  Smith 
Hugh  Smith 

0.  E.  Smith 
Vernon  I.  Smith,  Jr. 
Frank  W.  Smythe, 

Jr. 

Edward  D.  Snyder 
John  J.  Sohm 
Phineas  J.  Sparer 
11.  A.  Sparr 
L S.  Speed 
Wm.  O.  Speight,  Sr. 
Wm.  O.  Speight,  Jr. 
Eugene  J.  Spiotta 
Douglass  H.  Sprunt 
C.  Cooper  Stanford 
Ray  G.  Stark 
C.  Harold  Steffee 
YVilliam  P.  Stepp 
I liomas  N.  Stern 
Cleo  W.  Stevenson 
E.  M.  Stevenson 
E.  N.  Stevenson 
M.  J.  Stewart 
Edward  H.  Storer 
S.  Fred  Strain 
S.  F.  Strain,  Jr. 

A.  N.  Streeter 
Charles  E. 

Strickland,  Jr. 
Robt.  J.  Stubble- 
field 

Robert  L.  Summitt 
Michael  J.  Sweeney 
E.  W.  Sydnor,  Jr. 
Hall  S.  Tacket 

B.  S.  Talley 
Finis  A.  Taylor 
James  A.  Taylor 
Robert  C.  Taylor 
YV.  W.  Taylor 
Morton  J.  Tendler 
YVm.  C.  Threkeld 
A.  B.  Tripp 
Merlin  L.  Trumbull 

1.  Frank  Tullis,  Jr. 

H.  K.  Turley.  Jr. 
John  C.  Turley 
P.  A.  Turman 

R.  B.  Turnbull 
Steve  H.  Turnbull. 

Jr. 

C.  C.  Turner 
Henry  B.  Turner 
Arliss  H.  Tuttle 
Austin  R.  Tyrer,  Jr. 
YVm.  T.  Tvson.  Jr. 
Jefferson  D.  Up- 

shaw,  Jr. 

Robert  A.  Utter- 
back 

Edmund  Utkov 
E.  A.  Vaccaro 
C.  F.  Varner 
YValter  E.  Y'erner 
Leonard  J.  Vernon 
Sidney  D.  Vick 
lohn  R.  Vincent 
James  W.  Walker 
Richard  H.  Walker 
Richard  P.  Walker 
YV.  Hamilton  Walker 
Fred  C.  Wallace 
lames  A.  Wallace 
Peter  B.  Wallace 
Bruce  A.  Walls 
Maurice  E.  Waller 
Cecil  E.  Warde 
Thomas  L.  Waring 

0.  S.  Warr.  Jr. 

W.  W.  Watkins 

I.  J.  Weems 

1.  D.  Weiner 
Alva  B.  Weir.  Jr. 

S.  I.  Wener 

I.  D.  West 

T.  H.  West 
YVilliam  G.  White 

J.  E.  Whiteleather 
Gene  L.  Whitington 
YV.  L.  Whitteinore 
YV.  YViggins  YVildei 
Walter  L.  Wilhelm 
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H.  G.  Williams 
Paul  H Williams 
Gordon  L.  Wills 
John  R Wills 
Harwell  Wilson 
James  E.  Wilson 
John  M.  Wilson 
Andrew  A.  Wind- 
ham 

J.  B.  Witherington 

Charles  Ray 
Womack 

C.  H.  Workman,  Jr. 
Richard  L.  Wooten 
C.  W.  Woolley 
Howell  D.  Woodson 
Earle  L.  Wrenn,  Jr. 
J.  Leo  Wright 
Warren  K.  Wright 
Henry  Wurzburg 
C.  F.  Yates 
Jack  G.  Young 
John  D.  Young,  Jr. 
Bernard  M.  Zussman 
Millington 

A.  J.  Cates 
Paul  J.  Batson,  Jr. 
Fletcher  Goode 
Billy  W.  King 

SMITH  COUNTY 
Carthage 
Hugh  E.  Green 

R.  E.  Key 
0.  Gordon  Petty 
Frank  T.  Ruther- 
ford, Jr. 

Thayer  S.  Wilson 

STEWART 

COUNTY 

Cumberland  City 

F.  A.  Martin 
(Mbr.  Montgomery 
Co.) 

Dover 
Albert  R.  Lee 
(Mbr.  Montgomery 
Co.) 

Indian  Mound 
C.  N.  Keatts 
(Mbr.  Montgomery 
Co.) 

SULLIVAN 
COUNTY 
Blountville 
J.  W.  Erwin 
Robert  G.  Patrick 
Bristol 
(Tenn.-Va.) 
Frank  S.  Blanton 
T.  R.  Bowers 
Talmadge  Buchanan 
W.  C.  Carreras 
N.  J.  Chew 
N.  H.  Copenhaver 
Bennett  Cowan 

A.  S.  Crawford 


Russell  L..  Fank- 
hauser 

Wm.  M.  Gammon 
Walter  R.  Gaylor 
Thomas  W.  Green 
Waverly  S.  Green 
Chas.  J.  Harkrader 
Ellis  U.  Harr 
Basil  T.  Harter 
Marshall  D.  Hogan, 

Jr- 

Wm.  H.  Johnson 
King  A.  Jamison 
Tom  H.  Kuhnert 
J.  O.  Marcy 
I red  C.  McCall 
George  W.  McCall 
James  G.  McFaddin 

E.  C.  McReynolds 
Joe  E.  Mitchell 

B.  W.  Mongle 
Floyd  E.  Nicley 
Norman  G.  Patterson 

I.  E.  Phillips 
Robert  A.  Repass 
W.  F.  Schmidt 
Philip  D.  Stout 

F.  W.  Sutterlin 

J.  F.  Thackston 
Thos.  C.  Todd 
1).  D.  Vance 
Frederick  Vance,  Jr. 
Wm.  K.  Vance 

S.  S.  Whitaker 
H.  P.  Williams 

Kingsport 

M.  J.  Adams 
Donald  W.  Bales 
Robert  L.  Banner 
James  H.  Boles 
H.  O.  Bolling 
Paul  F.  Brookshire 
H.  J.  Brown 
J.  Sam  Brown 
Robert  Hyatt  Brown 
H.  S.  Burem 
W.  B.  Camp 
Edwaid  K.  Carter 
I).  P.  Chance 
Robt.  C.  Christensen 

A.  M.  Clague 

L.  C.  Cox 
Paul  W.  Cox 
Floyd  Davis 
John  Dallas 
Robert  D.  Doty 
W.  C.  Eversole 
Wm.  Allen  Exum 
Frank  S.  Flanary 
J.  Frank  Fleming 
J.  Atlee  Flora 
Billy  N.  Golden 
Elmer  A.  Green 
William  Harrison, 

Jr. 

B.  Roy  Howard 

R.  J.  Jarvis 
Robert  M.  Jernigan 
Malcolm  M.  Jones, 

Jr. 

Robert  C.  Jones 


Kenneth  R.  Kiesau 
Evert  E.  Kuester 
Robert  E.  Maddox 
Joseph  K.  Maloy 

M.  D.  Massengill 
Eugene  M.  Maul 
Frederick  G.  Mc- 
Connell 

John  R.  McDonough 
H.  J.  Michals 
James  H.  Mooney 
John  H.  Moore 
John  E.  Munal 
Wade  Nowlin 
Frank  B.  O'Con- 
nell, Jr. 

J.  R.  Pierce 
Willis  H.  Ploof 
J.  S.  Powers,  Jr. 

|.  Shelton  Reed 
H.  W.  Rule 
W.  E.  Scribner 
J.  E.  Shull 
Merrit  B.  Shobe 
Lyle  R.  Smith 
Warren  Y.  Smith 
Raymond  A. 

Steadman 

R.  T.  Strang 
Wm.  P.  Templeton 
Rudolph  H. 

Turcotte 
W.  A.  Tyler 
James  S.  Vermillion 
John  B.  Warren 
J.  Dwight  Whitt 
W.  A.  Wiley 
J.  E.  Williams 

SUMNER 

COUNTY 

Gallatin 

Joseph  R.  Blackshear 
Charles  M.  Cowden 
W.  M.  Dedman 

C.  D.  Giles 
Robert  A.  Moore 
Walter  H.  Stephen- 
son 

James  R.  Troutt,  Jr. 
R.  C.  Webster 
John  B.  Wallace 

Hendersonville 

W.  Gordon  Doss 
Charles  M.  Gillitt 

j.  Wesley  Osborne 

Portland 
Albert  G.  Dittes 
James  T.  Ladd 
Ralph  W.  Simontoti, 
Jr. 

Westmoreland 
Kermit  E.  Jones 
Thomas  F.  Carter 

TIPTON 

COUNTY 

Covington 

A.  J.  Butler 


N.  L.  Hyatt 
J.  S.  Ruffin,  Jr. 

H.  S.  Rule 
John  C.  Withering- 
ton 

lames  D.  Withering 
ton 

Munford 
H.  W.  Vaughan 

A.  S.  Witherington, 
Jr. 

TROUSDALE 

COUNTY 

Hartsville 
Edgar  K.  Bratton 
(Mbr.  Smith  Co.) 

Ira  N.  Kelley 
(Mbr.  Sumner  Co.) 

UNION  COUNTY 
Maynardville 
John  A.  Marsee 

UNICOI  COUNTY 
Erwin 
Hoyt  Dees 
Robert  M.  Glasgow 
Larry  E.  Hale 
R.  H.  Harvey 

N.  E.  Hyder 
H.  L.  Monroe 
Earl  Peterson 

VAN  BUREN 
COUNTY 
Spencer 

Margaret  Wrenn 
R hinehart 

WARREN 

COUNTY 

McMinnville 
Wallace  Bigbee 

C.  M.  Clark 
Duane  J.  Davidson 
J.  P.  Dietrich 
j.  Franklin  Fisher 
J.  C.  Gaw 
John  T.  Mason 
C.  E.  Peery,  Jr. 

J.  E.  Phillips 
Jerry  Puckett 

B.  C.  Smoot 

WASHINGTON 
COUNTY 
Johnson  City 
Robt.  C.  Antle 
Justin  C.  Blevins 
J.  R.  Bowman 

E.  T.  Brading 

G.  J.  Budd 
E.  M.  Campbell 
Lewis  F.  Cosby,  Jr. 
Alfred  N.  Costner 


Douglass  H.  Crock- 
ett 

R.  G.  Dennis 
Burgin  Dossett,  Jr. 

T.  J.  Ellis 
Byron  W.  Frizzell 
Lyman  A.  I'ulton 
Newton  F.  Garland 
Lawrence  E.  Gordon, 
Jr. 

Charles  S.  Gresham 
lames  O.  Hale 
Ben  I).  Hall 
John  Hall 
Walter  1).  Hankins 
Charles  II. 

Hillman 

Sam  Huddleston 
J.  B.  Johnson 
John  F.  Lawson 
Carroll  H.  Long 
W.  T.  Mathes,  Jr. 

E.  A.  Meeks 
Ray  W.  Mettetal 
Walter  R.  Miller 
Richard  Morrison 

H.  Cowan  Moss 
T.  P.  McKee 

J.  B.  McKinnon 
Walter  A.  McLeod 
Harry  Myron,  Jr. 
Orland  S.  Olsen,  Jr. 

C.  O.  Parker 
J.  D.  Phillips 
Robert  E.  Piston 
John  P.  Platt 
Wallace  I..  Poolt 
Thomas  P.  Potter, 

Jr. 

W.  G.  Preas 
lames  J.  Range 
Gilbert  Rannick 
If.  A.  Richardson 
Kenneth  Roark 
Clarence  L.  Ruffin 

I.  M.  Sams 
George  K.  Scholl 
A.  D.  Shelton 
Howell  W.  Sherrod 
R.  S.  Slnirtleff 
Charles  K.  Slade 
Mel  D.  Smith 
Edward  B.  Steffner 
Earl  Sullivan 
Hugh  F.  Swingle,  Jr. 
C.  T.  R.  Underwood 

G.  1.  Vandiver 
Wm.  A.  Wiley,  Jr. 
lohn  M.  Wilson 
Charles  P.  Wofford 

Jonesboro 
Sells  Blevins 

H.  B.  Cupp 

Limestone 
G.  V.  Stanton 

Mountain  Home 
C.  M.  Creech 

F.  B.  Kelly 


Walter  Fleishman 
Martin  Kerlan 
Harry  N.  Waggoner 
Shelburne  D.  Wilson 

WAYNE  COUNTY 
Waynesboro 
Dexter  L.  Woods 
Dexter  L.  Woods, 

Jr. 

WEAKLEY 
COUNTY 
Dresden 
M . R . Beyer 
Ed.  H.  Welles,  Jr. 
Paul  W.  Wilson 

Gleason 

Robert  M.  Jeter 
Greenfield 
Ira  F.  Porter 
Nathan  F.  Porter 

Martin 

R.  W.  Brandon,  Jr. 

G.  S.  Plog 

WHITE  COUNTY 
Sparta 

W.  H.  Andrews 
Robert  F.  Baker 
Donald  Bradley 
Charles  A.  Mitchell 
C.  B.  Robeits 
Leighton  FI.  Smith, 
Jr. 

WILLIAMSON 

COUNTY 

Franklin 

A.  B.  Bray 
W.  F.  Encke 
Harry  J.  Guffee 
R.  H.  Hutcheson 
Herbert  T.  McCall 
Walter  W.  Pyle 
T.  C.  Rice 

J.  L.  Willoughby 
Louis  D.  Zeidberg 

WILSON  COUNTY 
Lebanon 

Morris  D.  Ferguson 

A.  T.  Hall 

B.  M.  Hightower 

0.  Reed  Hill 

R.  C.  Kash 
James  P.  Leathers 
Charles  T.  Lowe 

S.  B.  McFarland 

T.  R.  Puryear 

1.  H.  Tilley 
W.  K.  Tilley 
Phillips  Turner 


VETERAN  MEMBERS 

M.  L.  Connell,  Wartrace  Bedford 

B.  I,.  Burdette,  Shelbyville  Bedford 

T.  R.  Ray,  Shelbyville  Bedford 

J.  S.  Tipton,  Friendsville  Blount 

J.  M.  Ousley,  Maryville  Blount 

L.  E.  Trevathan,  Bruceton  Carroll 

J.  Horace  Farrar,  Manchester,  Coffee 

S.  E.  McDonald,  Bells  Crockett 

W.  B.  Anderson,  2723  Wortham  Drive,  Nashville  Davidson 
G.  F.  Aycock,  Mt.  Juliet  Davidson 

R.  W.  Billington,  RFD  No.  2,  Franklin  Davidson 

Anna  M.  Bowie,  1616  18th  Ave.,  So.,  Nashville  Davidson 

C.  E.  Brush,  2320  West  End  Avenue,  Nashville  Davidson 

O.  N.  Bryan,  2122  West  End  Avenue,  Nashville  Davidson 

B.  F.  Byrd,  Sr.,  301  7th  Ave.,  No.,  Nashville  . Davidson 

Lucien  Caldwell,  RFD  No.  4,  Holt  Road,  Nashville  Davidson 
Will  Camp,  Rock  Island  Davidson 

Sam  Cowan,  Sr.,  1916  Church  Street,  Nashville  Davidson 

W.  C.  Dixon,  Doctors  Building,  Nashville  Davidson 

L.  W.  Edwards,  2001  Hayes  St.,  Nashville  Davidson 

Duncan  Eve,  2001  Hayes  Street,  Nashville  Davidson 

Wm.  H.  Faulkner,  1601  Phillips  St.,  Nashville  Davidson 

W.  Frank  Fessey,  2413  West  End  Ave.,  Nashville  Davidson 
R.  B.  Gaston,  2760  Lebanon  Rd.,  Nashville  Davidson 

R.  W.  Grizzard,  1310  Church  Street,  Nashville  Davidson 

Wm.  Moore  Hardy,  1501  Stratton  Ave.,  Nashville  Davidson 

George  A.  Hatcher,  College  Grove  Davidson 

O.  S.  Hank,  State  Penitentiary,  Nashville  Davidson 

R.  N.  Herbert,  4124  Franklin  Road,  Nashville  Davidson 

Wm.  A.  Horan,  1104  Ordway  Place,  Nashville  Davidson 

Howard  King.  Doctors  Building,  Nashville  Davidson 

W.  P.  Law,  618  Murfreesboro  Road  . Davidson 


John  M.  Lee,  Doctors  Bldg.,  Nashville  Davidson 

John  J.  Lentz,  311  23rd  Ave.,  No.,  Nashville  Davidson 

C.  C.  McClure,  Sr.,  5650  Hillsboro  Rd.,  Nashville  Davidson 
Hugh  J.  Morgan,  15  White  Bridge  Rd.,  Nashville  Davidson 

D.  L.  Mumpower,  414  Gallatin  Road,  Nashville  Davidson 

Oscar  G.  Nelson,  1310  Church  St.,  Nashville  Davidson 

O.  A.  Oliver,  D.D.S.,  1915  Broad  St.,  Nashville  Davidson 

T.  G.  Pollard,  Doctors  Building,  Nashville  Davidson 

Bruce  P’Pool,  Doctors  Building,  Nashville  Davidson 

W.  E.  Reynolds,  1200  Plymouth  Ave.,  Nashville  Davidson 

Edwin  L.  Roberts,  1913  Hillsboro  Rd.,  Nashville  Davidson 

B.  T.  Rucks,  6228  Cellini  St.,  Coral  Gables,  Fla.  . Davidson 

H.  H.  Shoulders,  2315  Woodmont  Blvd.,  Nashville  Davidson 
H.  S.  Shoulders,  Doctors  Bldg.,  Nashville  Davidson 

Robert  E.  Sullivan,  203  Evelyn  Ave.,  Nashville  Davidson 

R.  B.  F.  Sweany,  907  FI  loin  a Street,  Manchester  Davidson 

S.  R.  Teachout,  2012  West  End  Avenue,  Nashville  Davidson 

Harold  Truebger,  820  Normal  Circle,  Memphis  Davidson 

Harlin  Tucker,  VA  Regional  Office,  Nashville  Davidson 

James  J.  Vaughan,  D.D.S.,  1921  Division  St.,  Nashville  Davidson 
Robert  J.  Warner,  204  Hillwood  Dr.,  Nashville  Davidson 

Jack  Witherspoon,  Doctors  Bldg.,  Nashville  Davidson 

R.  P.  Beasley,  Dickson  Dickson 

W.  J.  Sugg,  Dickson  Dickson 

W.  S.  Alexander,  Ridgeley  Dyer,  Lake  and  Crockett 

J.  A.  Ledbetter,  Dyersburg  Dyer,  Lake  and  Crockett 

P.  C.  Tipton,  Dyersburg  Dyer,  Lake  and  Crockett 

John  YV.  Morris,  Somerville  Fayette 

F.  K.  West,  Rossville  Fayette 

L.  D.  McAuley,  Oakland  Fayette 

R.  M.  Kirby-Smith,  Sevvanee  Franklin 

O.  N.  Torian,  Sevvanee  Franklin 

John  Jackson,  Dyer  Gibson 
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M.  D.  Ingram,  Trenton  Gibson 

W.  C McRee,  Trenton  . . Gibson 

L.  A.  Edmundson.  Prospect  Giles 

W.  J.  Johnson,  Pulaski  Giles 

Wm.  A.  Lewis,  Pulaski  Giles 

I.  E.  C.oolidge,  Greeneville  Greene 

J.  G.  Hawkins,  Greeneville  Greene 

W.  T.  Mathes,  Greeneville  Greene 

I.  E Painter,  Morristown  Hamblen 

Stanton  H.  Barrett,  1001  East  9th,  Chattanooga  Hamilton 

John  L.  Cooley,  Tarpon  Springs,  Florida  Hamilton 

Oscar  1).  Groshart,  Provident  Bldg.,  Chattanooga  Hamilton 
Alton  G.  Hair,  2416  No.  Chamberlain,  Ave., 

Chattanooga  Hamilton 

German  P.  Haymore,  Hogshead  Apts.,  Chattanooga  Hamilton 
C.  R.  Henry,  1513  Carroll  Lane,  Chattanooga  Hamilton 

E.  L.  Jenkins,  327  72nd  Ave.,  St.  Petersburg,  Fla.  Hamilton 

Herman  Renner,  1312  Shady  Circle,  Chattanooga  Hamilton 

J.  McClure  Richard,  Hixson,  Rt.  No.  3 Hamilton 

G.  Madison  Roberts,  Sr.,  413  James  Bldg.,  Chattanooga  Hamilton 
John  B.  Steele,  106  Morningside  Drive,  Chattanooga  Hamilton 
G.  Victor  Williams,  James  Building,  Chattanooga  Hamilton 

J.  S.  Lyons,  Rogersville  Hawkins 

O.  M.  Swanay,  Rogersville  Hawkins 

T.  C.  Chapman,  Brownsville  Haywood 

J.  H.  McSwain,  Paris...  Henry 

E.  B.  Paschall,  Paris Henry 

C.  E.  Reeves,  Gainesboro  Jackson 

Eben  Alexander,  Eastern  State  Hospital,  Knoxville  Knox 

M.  C.  Bowman,  Woodson  Drive,  Knoxville  Knox 

Ray  V.  DePue,  Doctors  Bldg.,  Knoxville  Knox 

E.  A.  Guynes,  114  Hotel  Avenue,  Fountain  City  Knox 

M.  L.  Jenkins,  Corryton Knox 

R.  L.  McReynolds,  Med.  Arts  Bldg.,  Knoxville  Knox 

Robert  F.  Patterson,  Medical  Art  Bldg.  Knoxville  Knox 

S.  Joe  Platt,  Blount  Prof.  Bldg.,  Knoxville  Knox 

W.  1).  Richards,  Hamilton  Bank  Bldg.,  Knoxville  Knox 

M.  S.  Roberts,  Medical  Arts  Bldg.,  Knoxville  Knox 

W.  S.  Alexander,  Ridgely  Lake 

J.  R.  Lewis,  Ripley  Lauderdale 

J.  W.  Danley,  Lawrenceburg Lawrence 

W.  E.  Boyce,  Hohenwald  Lewis 

A.  L.  Gritfith,  Elora  Lincoln 

T.  E.  Ashley,  Fayetteville  Lincoln 

C.  L.  Goodrich,  Fayetteville  Lincoln 

J.  E.  Sloan,  Fayetteville  . Lincoln 

Tate  Collins,  Jackson  Madison 

Claude  Y.  Clarke,  Mt.  Pleasant  Maury 

G.  C.  English,  Mt.  Pleasant  Maury 

James  H.  Jones,  Mt.  Pleasant  Maury 

C.  D.  Walton,  Mt.  Pleasant Maury 

B.  H.  Woodard,  Spring  Hill  Maury 

Watt  Yeiser,  207  West  8th  St.,  Columbia  Maury 

J.  A.  Jones,  Selmer  McNairy 

W.  A.  Rogers,  Tellico  Plains  Monroe 

J.  H.  Carr,  Oakdale  Morgan 

M.  M.  Green,  Montgomery  Co.  Health  Dept., 


B.  F.  Runyon,  408  Franklin  St.,  Clarksville  Montgomery 

M.  L.  Shelby,  112  8th  Street,  Clarksville  Montgomery 

W.  J.  Abel,  Decatur  McMinn 

A.  B.  Qualls,  Livingston  . Overton 

Lex  Dyer,  Cookeville  Putnam 

L.  M.  Freeman,  Granville  Putnam 

W.  A.  Howard,  Cookeville  . . Putnam 

R.  H.  Millis,  Cookeville  Putnam 

J T.  Moore,  Sr.,  Algood  Putnam 

John  S.  Freeman,  Springfield  Robertson 

J.  S.  Hawkins,  Springfield Robertson 

E.  M.  Dings,  Kingston  . ...  Roane 

George  P.  Zirkle,  Kingston  Roane 

A.  J.  Jamison,  Murfreesboro  Rutherford 

J.  M.  Shipp,  Benton,  Miss.  Rutherford 

Riley  J.  Ingle,  Sevierville  Sevier 

S.  B Anderson,  956  Hiawatha,  Memphis  Shelby 

J.  I..  Beauchamp,  538  Stonewall,  Memphis  Shelby 

L.  F.  Boyd.  2067  Hailwood  Drive,  Memphis  Shelby 

Wm.  Britt  Burns,  4123  Monticello  St.,  Abilene,  Texas  Shelby 
J.  P.  Carter,  649  White  Station  Road,  Memphis  . Shelby 

T.  N.  Coppedge,  1807  Harbert,  Memphis  Shelby 

R.  R.  Davenport,  664  No.  McLean,  Memphis  Shelby 

R.  B.  Flaniken,  1115  Madison  Ave.,  Memphis  Shelby 

W.  R.  Graves,  505  So.  Highland,  Memphis  Shelby 

E.  C.  Ham,  725  Jackson  Ave.,  Memphis  Shelby 

Joel  J.  Hobson,  321  So.  Bellevue,  Memphis  Shelby 

H.  B.  Jacobson,  114  No.  McLean  Ave.,  Apt.  2, 

Memphis  Shelby 

A.  G.  Hudson,  3474  Southern  Ave.,  Memphis  . Shelby 

D.  H.  James,  1125  Exchange  Bldg.  Shelby 

C.  C.  King,  1475  Linden,  Memphis  Shelby 

V.  D.  King,  1037  North  Parkway,  Memphis  Shelby 

Howard  H.  Kitchens,  1155  So.  Greet,  Memphis  Shelby 

O.  M.  Latcn,  1618  Exchange  Bldg.,  Memphis  Shelby 

Geo.  R.  Livermore,  Sr.,  1705  Massey  Road,  Germantown  Shelby 

W.  H.  Lovejoy,  511  South  Parkway,  East,  Memphis  Shelby 

J.  W.  Mason,  606  Chelsea  Ave.,  Memphis  Shelby 

C.  R.  Mason,  14  West  Mallory  Ave.,  Memphis  Shelby 

R.  F.  Mason,  188  So.  Bellevue,  Memphis  Shelby 

J.  E.  Meadors,  3383  Summer  Ave.,  Memphis  Shelby 

A.  H.  Meyer,  Sr.,  Stcrick  Bldg.,  Memphis  Shelby 

J.  A.  McIntosh,  Col.  Mut.  Tower,  Memphis  Shelby 

|.  A.  McQuiston,  542  No.  Highland,  Memphis  Shelby 

L.  C.  McVay,  Marion,  Arkansas  Shelby 

J.  I..  Morgan,  328  Angelus,  Memphis  Shelby 

Arthur  G.  Quinn,  Hot  Springs,  Ark Shelby 

L.  P.  Pearce,  Collierville  Shelby 

J.  W.  Ragsdale,  1001  Madison,  Memphis  . . Shelby 


Alma  B.  Richards,  1214  Central  Ave.,  Memphis  Shelby 

W.  L.  Rucks,  3314  Poplar  Ave.,  Memphis  Shelby 

Harry  C.  Schraeisser,  4225  Walnut  Grove,  Rd.,  Memphis  Shelby 
Neuton  S.  Stern,  899  Madison  Ave.,  Memphis  Shelby 

S.  B.  Williamson,  Milan,  Tenn.  Shelby 

W.  L.  Williamson  40  South  Evergreen,  Memphis  Shelby 

Percy  H.  Wood,  411  North  Highland,  Memphis  Shelby 

Isham  H.  Beasley,  Gallatin  Sumner 

R.  N.  Buchanan,  Sr.,  Hendersonville  Sumner 

A.  J.  Edwards,  808  Moore  St.,  Bristol,  Va.  Sullivan-Johnson 
A.  B.  English,  26  4th  St.,  Bristol  Sullivan-Johnson 

Arthur  Hooks,  26  4th  St.,  Bristol  Sullivan-Johnson 

S.  R.  McDowell,  Blountville  Sullivan-Johnson 

Alan  K.  Turner,  200  Solar  St.,  Bristol,  Va.  Sullivan-Johnson 

Aaron  Cole,  Piney  Flats  Washington,  Carter,  Unicoi 

John  L.  Hankins,  Johnson  City  Washington,  Carter,  Unicoi 

U.  G.  Jones,  Johnson  City  Washington,  Carter,  Unicoi 

A.  J.  Willis,  Jonesboro  Washington,  Carter,  Unicoi 

R.  W.  Brandon,  Sr.,  Martin  Weakley 

H.  G.  Edmondson,  Martin  Weakley 

J.  O.  Walker,  Franklin Williamson 

MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 

Beets,  Earl  R.,  310  No.  Columbia,  Millcdgevillc,  Georgia 
Bowen,  J.  H.,  Bangkok,  Thailand 
Brinkley,  Billy  B.,  633  State  St.,  Bristol,  Virginia 
Bruiks,  Velta,  Drawer  "A”,  Dillsboro,  North  Carolina 
Crouch,  Henry  L.,  37  Blackburn,  Apt.  #7,  Belleville,  Illinois 
Crawley,  William  D.,  Jr.,  783  Chitamauga  Ave.,  Rossville,  Ga. 
DiRienzo,  Vincent  I..,  230  East  Franklin  Street,  Rockingham, 
North  Carolina 

Graeme,  Jock  I...  556  Morris  Avenue,  Sumrnitt,  N.  J. 

Hite,  J.  H.,  Jr.,  310  Colorado  Avenue,  Pueblo,  Colorado 
Lane,  K.  S.,  5342  Keeport  Drive,  Apt.  #5,  Pittsburgh  36,  Pa. 
Lipsett,  Phillip,  2206  Glendon  Ave.,  West  Los  Angeles,  Calif. 
Magill,  Hugh  B.,  V.A.  Hospital,  Pensacola,  Florida 
McMurray,  Arthur,  2404  Bullington,  Wichita  Falls,  Texas 
Messier,  Robert  H.,  General  Hospital,  Washington,  D.  C. 

Peet,  Ruth  Harris,  Flat  Rock,  Alabama 

Pitman,  Naomi  K.t  90  White  Memorial  Hospital,  1720  Brooklyn, 
Los  Angeles,  Calif. 

Priestley,  J.  O.,  1425  So.  Main  St.,  Walnut  Creek,  Calif . 

Purkall,  J.  B.,  Jr.,  9207  Makeway  Road,  Richmond.  Virginia 
Ranck,  Edward  B.,  1319  West  Beach,  Biloxi,  Miss. 

Rossman,  Hyman  M.,  Boston  State  Hospital,  591  Manton  Street, 
Boston.  Mass. 

Simpson,  Howard  T.,  1326  Stemmons,  Dallas  8,  Texas 
Saunders,  John  M.,  Federal  Security  Agency,  Regional  Office, 
Washington,  D.  C. 

Shelamer,  Arthur  M.,  ICA-USOM,  Korea  (TC-HS)  APO  301, 
San  Francisco,  Calif. 

Shull,  V.  F.,  109  Washington  Street,  Summerville,  Georgia 
Solomon,  John  H.,  Bells  Mills  Road,  Bethesda,  Md. 

Steadman,  Hunter  M.,  V.A.  Hospital.  McKinney,  Texas 
Thomas,  Howard  W.,  Box  66.  Morenci,  Arizona 
Thorpe,  Emmet  J.,  Roswell,  N.  M. 

Ward,  Dennis  J.,  815  Childs  Street,  Corinth,  Miss. 

Ward,  Mary  J.,  815  Childs  Street,  Corinth,  Miss. 

Vassey,  George,  Stansbury  Building,  RossVille,  Georgia 
Walker,  Starnes  E.,  Park  Central  Hotel,  500  E.  Armour,  Kansas 
City  2,  Mo. 

Walker,  W.  A.,  V.A.  Hospital,  Tuskegee,  Alabama 
White,  Joel  J.,  Park  Lane  Apts.,  Jacksonville,  Florida 
Wolff,  Marvin  L.,  Harrick  Memorial  Hospital,  Berkeley,  Calif. 
Wright,  James  C.,  Pediatric  Clinic,  Rossville,  Georgia 
Youmans,  John  B.,  Scientific  Activities  Division.  American  Medi- 
cal Association,  535  North  Dearborn  Street,  Chicago  10,  111. 


DECEASED  MEMBERS 

Pinson,  Murrel,  Elizabethton  Carter 

Btirrus,  Roger  B.,  Nashville  Davidson 

Cate,  Randolph  B.,  Nashville  Davidson 

Francis,  Herbert  C.,  Nashville  Davidson 

Parker,  W.  P.,  Boston,  Mass.  Davidson 

Wilkerson,  Wesley  W.,  Jr.,  Nashville  Davidson 

Woodring,  T.  Volney,  Nashville  Davidson 

Brewer,  J.  D.,  Dyersburg  Dyer 

Hulme,  F.  B.,  Pulaski  Giles 

Buchner,  E.  F.,  Jr.,  Chattanooga  Hamilton 

Bogart,  Franklin  B.,  Chattanooga  Hamilton 

Gentry,  J.  A.,  Chattanooga  Hamilton 

Larimore,  H.  P.,  Chattanooga  Hamilton 

Shelton.  R.  D.,  Chattanooga  Hamilton 

Doty,  O.  C.,  Savannah  Hardin 

Hess,  F.  I*.,  Bells  Haywood 

Poston,  W.  I).,  Brownsville  Haywood 

Gambill,  I’.  J.,  Knoxville  Knox 

Hill,  Jesse  C.,  Knoxville  Knox 

Irwin,  W.  J.,  Knoxville  Knox 

Tharp,  George  W.,  Knoxville  Knox 

Robinson,  Halbert,  Loudon  London 

Williamson,  George  C.,  Columbia  Maury 

Carlton,  J.  D.,  Union  City  Obion 

Latimer,  R.  G.,  Union  City  Obion 

Culbertson,  N.  H.,  Chapel  Hill  . . . Marshall 

Wilson,  G.  E.,  Rockwood  Roane 

Wiles,  Sam  L.,  Murfreesboro  Rutherford 

Blassingamc.  Charles  D.,  Memphis  Shelby 

Francis,  J.  H.,  Memphis  Shelby 

Gartley,  George,  Orlando,  Florida  Shelby 

Leake,  N.  E.,  Memphis  Shelby 

Musgraves,  C.  W.,  Memphis  Shelby 

Roberts.  H.  I..  Memphis  Shelby 

Rucker,  S.  T.,  Memphis  Shelby 

Price,  W.  F„  Viola  Warren 

Harris,  H.  L.,  Bristol  Sullivan 
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The  Weeders,  Van  Gogh,  Bernard  Koehler  Collection,  Berlin 


Essential  in  moving  external  masses,  but  potentially  dangerous  in  moving  the 
bowels,  since  vascular  accidents  may  be  precipitated  in  heart  patients  by 
excessive  straining  at  stool.  For  cardiac  patients  with  constipation,  Metamucil 
adds  a soft,  bland  bulk  to  the  bowel  contents  to  stimulate  normal  peristalsis 
and  also  to  hold  water  within  stools  to  keep  them  soft  and  easy  to  pass.  Thus 
Metamucil,  with  an  adequate  water  intake,  induces  natural  elimination  with  a 
minimum  of  straining.  Metamucil  also  promotes  regularity  through  “smooth- 
age”  in  all  types  of  constipation. 

brand  of  psyllium  hydrophilic  mucilloid  ® 

Metamucil 

Available  as  Metamucil  powder  or  as  the  new  lemon-flavored  Instant  Mix  Metamucil 
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REFER  EYE  PATIENTS 

TO  AN 

EYE  PHYSICIAN 

By  so  doing,  you  will  be  assured  of  a complete  diagnosis  of  your 
patients’  eyes. 

Guild  Opticians  complete  the  cycle  for  Professional  Service. 


BE  SAFE— BE  SURE 
SEE 

YOUR  GUILD  OPTICIAN 
FOR 

THE  BEST  SERVICE 
EYE  PHYSICIANS:  Please  Note— 

Your  prescriptions  for  glasses  are  "SAFE"  when  referred  to  a Guild  Optician. 

Bound  by  the  code  of  Ethics  to  uphold  the  highest  standards  in  optical  service. 
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HIGHLAND  HOSPITAL,  INC. 

FOUNDED  IN  1904 
ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Its’ 

> jfe 
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a \fl 

A nonprofit  psychiatric  institution,  offering  modern  diagnostic  and  treatment  procedures — insulin,  electro- 
shock, psychotherapy,  occupational  and  recreational  therapy — for  nervous  and  mental  disorders. 

The  Hospital  is  located  in  a 75-acre  park,  amid  the  scenic  beauties  of  the  Smoky  Mountain  Range  of 
Western  North  Carolina,  affording  exceptional  opportunity  for  physical  and  emotional  rehabilitation. 

The  OUT-PATIENT  CLINIC  offers  diagnostic  services  and  therapeutic  treatment  for  selected  cases  desir- 
ing non-resident  care.  ' 

R.  CHARMAN  CARROLL,  M.D.  ROBERT  L.  CRAIG,  M.D. 

Medical  Director  . Associate  Medical  Director 

JOHN  D.  PATTON,  M.D. 

Clinical  Director 
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Nashville  Surgical  Supply  Company 

Hie  Physician  and  Hospital's  Complete  Supply 
& Service  Source 


Physicians  equipment  and  supplies 
Hospital  equipment  and  supplies 
Laboratory  equipment  and  supplies 


THE  MOST  COMPLETE  DRUG  AND  BIOLOGICAL 
SUPPLY  SOURCE  IN  TENNESSEE 

Distributor  for  Standard  and  Mattern  X-Ray 
Equipment  and  Supplies 

24-Hour  Emergency  Service 

Nashville  Surgical  Supply  Co.,  Incorporated 

1911  Church  St. 

Nashville,  Tennessee 


Phone  AL  5-4601 
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Tennessee  State  Medical  Association's 

Exclusively  Approved 


GROUP  DISABILITY  INCOME  PROGRAM 

Administered  By 

Smith,  Reed,  Thompson  & Ellis  Co. 

1309  Nashville  Trust  Building 
NASHVILLE  3,  TENNESSEE 
Phone  Chapel  2-3431 

WILLIAM  H.  ELLIS,  MGR. 

THOMAS  G.  HENRY.  FIELD  MGR. 

ASSOCIATES 

Alden  H.  Smith,  C.  L.  U. 

Arthur  D.  Reed,  C.  L.  U. 

Joe  Thompson,  Jr.,  C.  L.  U. 

Alden  H.  Smith,  Jr. 


Underwritten  By 

Commercial  Insurance  Company 


Newark,  New  Jersey 
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